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oxygen  content  of  venous  blood,  on  patients  with,  446. 

Anaerobic  bacteria,  Asserted  transformation  of,  of  gas 
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tions  of  general,  induced  by  means  of  etber-oil  injec- 
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Analysis  of  human  milk;  technique  of  obtaining  samples 
and  interpretation  of  rqsults,  468 

Anaphylactic  shock.  Slow  intravenous  injection  of  anti- 
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ment of,  in  infants,  260;  surgical  treatment  of  acute, 
350;  study  of  chronic,  with  special  reference  to  ob- 
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391;  placenta  praevia  and,  466;  statistics  of,  by 
Kroenig's  method,  466 

Calcaneal  tread,  Three  new  amputations  of  foot  each  con- 
serving, 441 

Calcareous  infiltration  of  gouty  toe  and  of  extensive 
thigh  scar,  438 

Calculi,  Diagnosis  and  treatment  of  renal,  52;  prostatic, 
55;  importance  of  hypercholeresteraemia  in  biliary, 
285;  diagnosis  of  ureteral,  395;  of  prostate,  397;  pros- 
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for  more  aggressiveness  in  treatment  of  chronic  gastric 
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Carbon  dioxide  tension,  Acidotic  state  of  normal  new- 
borns; with  special  reference  to  alkali  tolerance, 
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Carrel-Dakin  treatment,  In  empyema  at  Camp  Custer, 
Michigan,  246,  notes  on  surgical  work  in  a  general  hos- 
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method  for,  474;  criticism  of  modem  methods  of,  474 
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Cervical  ribs.  Neurology  of,  340 
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personal  experience,  52;  neoplasms  of  kidney  and, 
pelvis,  s^;  orchivasovesiculectomy  in,  tuberculosis, 
56;  afifections  associated  with  pregnancy,  301; 
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of  large  bone  segments  in  treatment  of,  of  long  bones 
of  extremities,  269;  report  of  two  cases  of  melanotic,  of 
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Shock,  Slow  intravenous  injection  of  antiserum  to  prevent 

anaphylactic,  28;  general  discussion  on,  98;  fat  embol- 
ism, not  explained  by  embolism  of  lungs,  100;  hyper- 
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symptoms  of,  thrombosis,  57;  intravenous  injections 
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observations  on,  cord  surgery  with  demonstration  of 
specimens,  96;  operative  treatment  of  tumors  of, 
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hypertrophic,   and  pylorospasm,   85;   discussion   on 
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dilatation   of  oesophagus   without,    171;  pyloric,   of 
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operative  procedure  for  its  relief  and  contribution  to 
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treatment,  207 ;  thyroid,  299 
Sterihzation,  Desirability  of  preventing,  in  young  women 

when  operating  for  tuberculous  peritonitis,  385. 
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thesia in  war  surgery,  75 
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urethrotomy,  309;  of  oesophagus;  with  discussion  of 
three  cases,  345 

Strychnine,  Action  of,  upon  output  of  epinephrin  from 
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Stumps,  Infective  scar  tissue  and  its  relation  to  painful 
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utilization  of  muscles  of,  to  actuate  artificial  limbs; 
cinematic  amputations,  365;  observations  on  lengthen- 
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Subdeltoid  bursitis  and  stiff  and  painful  shoulder,  179 
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Suction  method,  New,  for  extraction  of  cataract,  474 
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Superior  longitudinal  sinus.  Intravenous  injections  in 
infancy;  advantages  of,  104 

Supports,  Special,  of  uterus,  37 
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OPERATIVE  SURGERY  AND  TECHNIQUE 

Escudero,  P. :  Occlusion  of  the  Mesenteric  Vessels 
as  a  Postoperative  Complication  (Obliteraci6n 
de  los  vasos  mesentericos  como  complicaci6n  post- 
operatoria).  Rev.  Asoc.  med.  argent.,  1918,  xxxix,  625. 

Occlusion  of  the  mesenteric  vessels  usually  begins 
suddenly  with  abdominal  pain  or  at  least  peri-um- 
bilical tympanism,  local  or  generalized,  a  very 
rapid  and  weak  pulse,  variable  gastro-intestinal 
disturbances,  vomiting,  haematemesis,  constipation 
or  diarrhoea,  dyspnoea,  slight  cyanosis,  and  varia- 
tion in  temperature.  The  condition  may  occur 
immediately  after  an  operation  or  after  a  period  of 
latency  which  may  last  for  several  days. 

The  differential  diagnosis  must  take  into  con- 
sideration peritonitis,  acute  dilatation  of  the 
stomach,  acute  hepatorenal  insufficiency,  and  acute 
pancreatitis. 

The  prognosis  of  occlusion  of  the  mesenteric 
vessels  is  always  grave.  All  postoperative  cases 
have  been  fatal. 

Early  operation  is  the  only  treatment  which 
gives  a  chance  of  recovery. 

The  author  gives  the  histories  of  three  of  his  own 
cases,  two  of  which  ended  fatally  within  three  days 
after  an  abdominal  operation.  The  third  case  de- 
veloped a  month  after  operation  and  also  ended 
fatally.  In  the  literature  up  to  1913,  he  found  360 
cases  of  post-operative  thrombosis  of  the  mesenteric 
vessels,  only  13  of  which  were  correctly  diagnosed. 
In  two  of  his  own  cases  the  vessels  showed  signs  of 
syphilitic  involvement.  W.  A.  Brennan. 

ASEPTIC    AND    ANTISEPTIC    SURGERY 

Whittingham,  H.  E.,  and  Glasg,  C.  B.:  The  Occur- 
rence of  Morgan's  Bacillus  in  Chronic  Dis- 
charging Wounds.    Brit.  M.  J.,  1919,  i,  306. 

At.  the  Poor  Law  Infirmary  it  was  observed  that 
certain  patients  with  deep  wounds  did  not  do  well 
but  developed  chronic  discharging  sinuses  with  a 
foul-smelling  discharge  and  general  toxaemia. 


To  determine  the  causative  factor,  a  bacteriologic 
examination  was  made  of  the  wounds  of  all  new 
patients  on  admission  and  repeated  weekly.  The 
initial  findings  showed  usually  a  mixed  infection  of 
staphylococcus  and  streptococcus  viridans,  and 
occasionally  B.  pyocyaneus  and  B.  perfringens. 
In  about  two  weeks  5  out  of  20  cases  revealed  the 
presence  of  Morgan's  No.  i  bacillus  which  soon 
became  the  predominant  organism  and  gave  to  the 
wounds  the  appearance  noted.  Its  characteristics 
were  usually  constant,  viz.,  it  was  Gram-negative, 
feebly  motile,  fermented  glucose  with  the  production 
of  acid  and  some  gas,  did  not  change  lactose,  sac- 
charose, mannite  or  dulcite  and  rendered  litmus  milk 
slowly  alkaline. 

Indol  production  was  distinct  in  all  but  one  case. 
Examinations  of  the  faeces  were  negative  for  organ- 
isms of  the  dysentery  group.  The  dressings  used 
were  not  contaminated.  Agglutination  of  the 
isolated  bacilli  with  the  patient's  serum  was  negative 
except  in  one  case  in  which  a  dilution  of  i  to  40^was 
positive.  Four  patients  responded  well  locally  and 
generally  to  autogenous  vaccines  after  4  or  5  inocu- 
lations. 

The  source  of  the  infection  was  unknown,  but 
contamination  through  dust  was  considered  a  possi- 
bility. E.  M.  Miller. 

ANESTHETICS 

Spick:  General  Anaesthesia  in  War  Surgery  by 
the  Pellot  Apparatus  (L'anesthesie  generale  en 
chirurgie  de  guerre  avec  I'appareil  de  Pellot).  Bull, 
med.,  Par.,  1919,  xxxiii,  176. 

War  surgery  calls  for  an  anaesthetic  which  induces 
anaesthesia  rapidly,  does  not  cause  vomiting,  can 
be  used  for  "gassed"  patients,  will  not  increase 
existing  toxicity,  and  is  without  danger  when  ad- 
ministered by  assistants  who  are  not  trained 
anaesthetists. 

After  many  trials  Pellot  succeeded  in  preparing  an 
agent  possessing  these  qualities  and  a  special  ap- 
paratus for  use  in  administering  it.    Pellot's  anaes- 
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thetic  consists  of  a  mixture  of  ethylchlorid,  ether, 
and  chloroform  in  the  proportions  for  each  20  cc. 
of  IS  cc.  of  ethylchlorid,  3  cc.  of  ether,  and  2  cc. 
of  chloroform. 

According  to  Spick,  anaesthesia  can  be  obtained 
by  Pellot's  method  in  fifteen  minutes  with  20  cc.  of 
the  mixture,  re-awakening  is  easy,  and  subsequent 
complications  are  rare. 

Since  April.  1Q18,  Spick  has  used  the  Pellot 
apparatus  in  all  of  his  cases  of  war  surgery,  number- 
ing 584  and  including  laparotomies.  In  564  cases 
the  anaesthesia  induced  was  perfect  and  not  attended 
with  nausea,  in  8  it  was  only  moderately  good,  and 
in  12  cases,  poor.  In  6  other  cases  there  were  slight 
disturbances.  The  method  he  considers  an  improve- 
ment and  suitable  for  all  types  of  operations  which 
can  be  performed  rapidly.  W.  A.  Brennan. 

Aloi,  V. :  The  Mechanism  of  the  Action  of  Chloro- 
form (Sul  mecchanismo  d'azione  del  chlorof ormo) . 
Riforma  med.,  igiS,  xxxiv,  890. 

Clinical  experiments  have  led  Aloi  to  conclude  that 
chloroform  anaesthesia  causes  in  man  an  increased 
elimination  of  urea,  nitrogen,  and  ammonia.  After 
two  or  three  days  the  nitrogenous  output  tends  to 
become  normal.  Protracted  chloroform  anaesthesia 
causes  the  appearance  in  the  urine  of  sugar,  0- 
oxybutyric  acid,  di-acetic  acid,  acetone,  and  often 
albumin.  Aloi  has  been  able  to  demonstrate  the 
presence  of  /3-oxybutyric  acid  in  the  urine  directly. 
Chloroform  causes  fatty  degeneration  in  the  organs 
and  very  probably  acidosis,  but  further  work  is 
necessary  to  throw  light  on  these  points. 

W.  A.  Brennan. 

SURGICAL  INSTRUMENTS  AND  APPARATUS 

Osgood,  R.  B. :  Bone  and  Joint  Casualties  and  the 
Transport  Splints.  Pennsylvania  M.  J.,  1919, 
xxii,  205. 

In  any  serious  injury  of  the  bones  and  joints, 
shock  and  infection  play  a  most  important  part,  and 


since  trauma  materially  affects  both,  it  is  the  first 
duty  of  the  surgeon  to  lessen  trauma  by  every  pos- 
sible means.  Proper  splinting  materially  decreases 
it  and  is  therefore  most  important. 

The  first  essential  in  good  splinting  for  transport 
the  author  believes  is  the  comfort  of  the  wounded 
man.  If  the  splint  gives  him  ease  from  his  wound- 
pain  and  does  not  add  other  discomfort,  it  meets  the 
first  requisite. 

The  splints  must  also  fulfil  the  mechanical  pur- 
poses for  which  they  are  applied. 

The  design  of  the  splints  must  be  simple  and  they 
must  be  light  in  weight  in  order  that  they  may  be 
manufactured  in  large  quantities  and  easily  trans- 
ported. 

For  fractures  of  the  long  bones  and  certain  joint 
injuries  it  is  extremely  desirable  that  they  embody 
the  two  principles  of  fixation  and  traction:  fixation, 
to  protect  the  injured  structures  and  to  retain  proper 
alignment  after  alignment  has  been  secured;  traction, 
to  bring  about  muscular  relaxation  with  the  object 
of  diminishing  pain  by  inhibiting  involuntary  con- 
traction which  results  in  malposition.  Traction 
also  assures  proper  alignment  by  a  pull  in  the  direc- 
tion of  a  normal  anatomical  line.  It  is  in  itself  a 
method  of  immobilization  and  prevents  the  dis- 
placement of  the  bone  fragments  and  the  conse- 
quent laceration  of  the  nerve,  muscular,  and  vas- 
cular tissue. 

To  be  practical  for  transport,  the  tracture  must 
be  integral.  That  is,  it  must  obtain  its  tension  by 
having  one  end  of  the  splint  placed  against  a  fixed 
point  from  which  it  cannot  slip,  e.g.,  the  groin  or 
axilla,  while  the  counter-point  to  which  the  ex- 
tension bands  are  fastened  is  the  notched  end  of  the 
splint  itself. 

Ideally  the  transport  splint  should  be  a  suflSciently 
accurate  mechanical  device  to  be  used  as  a  perma- 
nent splint  and  to  be  relied  upon  to  bring  about  a 
satisfactory  end-result  when  other  and  more  com- 
plicated methods  are  not  available. 

H.  J.  Van  den  Bekg. 


SURGERY  OF  THE  HEAD  AND  NECK 


HEAD 

Schnoor,  E.  W. :  The  Hypophysis  and  Hypophyseal 
Disease.    /.  Michigan  M.  Soc,  1919,  xviii,  87. 

Our  knowledge  concerning  the  pathology  of  the 
hypophysis  is  limited  practically  to  neoplasms. 
Munzer  classifies  the  pathologic  processes  as 
follows:  (i)  atrophic  conditions,  (2)  hypertrophic 
and  hyperplastic  conditions,  and   (3)  tumors. 

Tumors  may  excavate  the  sella  turcica,  open  the 
sphenoid  sinus  and  discharge  cerebrospinal  fluid 
from  the  nose.  Moreover  they  may  infiltrate  the 
surrounding  brain  tissue  or,  as  they  increase  in 
size,  compress  adjacent  parts.  As  a  rule  the  malig- 
nancy of  pituitary  tumors  is  relatively  low  and 
their  tendency  to  metastasize  very  slight.    Specific 


hypophyseal  symptoms,  symptoms  due  to  disturb- 
ances of  the  internal  secretion,  may  occur  alone 
or  in  combination  with  symptoms  which  are  due 
to  enlargement  of  the  gland  and  alter  the  intra- 
cranial relations. 

Among  the  conditions  supposed  to  be  related  to 
the  pituitary  gland  are  acromegaly — hyperpituitar- 
ism, gigantism,  leontiasis  ossea,  and  Frohlich's 
syndrome  —  hypopituitarism,  adip)osis  dolorosa,  and 
diabetes  insipidus. 

The  treatment  of  pituitary  lesions  lies  chiefly  in 
the  realm  of  surgery.  Gushing  has  treated  some 
patients  with  the  glandular  extract  and  has  ob- 
served notable  improvement,  especially  in  cases  of 
hypopituitarism.  Recently  Cauvin  reported  a  case 
of  acromegaly  due  to  a  neoplasm  of  the  hypophysis 
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in  which  there  were  marked  visual  disturbances. 
This  patient,  when  treated  with  the  extract  and 
the  X-ray,  had  marked  improvement  of  vision  and 
was  relieved  of  the  intracranial  pressure.  There 
was  no  improvement,  however,  in  the  acromegaly 
and  amenorrhoea. 

Indications  for  operative  pcocedure  differ  some- 
what with  the  surgeon.  Gushing  and  Hochenegg 
have  operated  in  a  few  cases  of  active  acromegaly 
with  some  beneficial  result,  but  in  Cushing's 
case  the  improvement  was  only  temporary.  In 
von  Eiselsberg's  opinion  simple  acromegalic  or 
dystrophic  adiposo  genitalis  without  increased 
intracranial  pressure  or  visual  disturbances  is  not 
an  indication  for  operation.  Neither  are  cases  in 
which  minor  visual  disturbances  are  found  on 
frequent  observation  by  an  oculist  to  be  stationary 
or  cases  of  irreparable  ocular  conditions  without 
headache  or  with  mild  headache  which  yields  to 
narcotics. 

There  are  two  modes  of  approach  to  the  hypo- 
physis, the  intracranial  route  and  the  extracranial 
or  transsphenoidal  route.  Operations  on  the  hypo- 
physis are  extremely  difficult  and  dangerous,  the 
gland  being  quite  inaccessible,  the  possibility  of  in- 
fection great,  especially  if  the  transsphenoidal  route 
is  employed,  and  brain  trauma  liable  if  the  intra- 
cranial route  is  used.  The  surgical  procedure  varies 
with  conditions  which  are  indicated  by  symptoms, 
signs,  and  X-ray  findings.  The  intracranial  route  is 
especially  useful  in  cases  of  neoplasms  which  extend 
into  the  brain  as  it  affords  a  much  better  view 
than  the  transsphenoidal  route. 

In  the  transsphenoidal  route  several  modes  of 
approach  are  in  use:  (i)  The  infranasal  route;  (2) 
the  supranasal  route;  (3)  the  oronasal  route;  and 
(4)  the  endonasal  route. 

Kanavel  has  recently  employed  a  different 
method,  a  U-shaped  incision  being  made  through 
the  nasolabial  margin  of  the  face,  the  nose  turned 
up,  and  entrance  gained  into  the  inferior  part  of 
the  nasal  cavity.  The  septum  is  partially  removed 
submucously,  the  interfering  attachment  of  the 
perpendicular  plate  of  the  ethmoid  and  vomer  bitten 
away,  and  the  sphenoid  cells  and  sella  opened.  The 
attachment  of  the  vomer  to  the  sphenoid  is  used  as 
a  guide  to  the  median  line.  Careful  X-ray  study 
always  precedes  the  operation. 

Halstead  makes  the  initial  incision  in  the  mucosa 
beneath  the  upper  lip  and  then  proceeds  through  the 
nose  according  to  Kanavel's  method.  Gushing  has 
adopted  the  Halstead-Kanavel  route.  In  some  cases 
in  which  difficulty  was  encountered  in  administering 
the  anaesthetic  Halstead  and  Gushing  have  per- 
formed a  preliminary  tracheotomy. 

Von  Eiselsberg  has  operated  on  16  patients, 
3  males  and  13  females,  whose  ages  ranged  from 
18  to  52  years.  Eight  cases  were  of  the  Frohlich 
type,  6  acromegaly,  and  2,  a  combination  of  both. 
Four  patients  died  from  meningitis.  Beneficial 
results  are  not  reported. 

Hirsch   has    operated   on    26    patients,    with   3 


deaths,  a  mortality  of  11.5  per  cent.  Kanavel's 
method  has  been  employed  in  32  cases  with  a 
mortality  of  37  per  cent,  and  Schloffer's  method  in 
45  cases,  with  a  mortality  of  37.8  per  cent.  Gushing 
has  used  the  transsphenoidal  route  29  times.  Four 
patients  died,  a  mortality  of  12.7  per  cent. 

Gushing  states  that  the  results  of  surgical  inter- 
vention in  most  cases  of  disease  of  the  hypophysis 
consist  only  in  the  relief  of  regional  symptoms  and 
palliation  of  the  increased  intracranial  pressure. 

G,  W,  HOCHREIN. 

Dandy,  W.   E. :    Ventriculography  Following  the 
Injection  of  Air  into  the  Cerebral  Ventricles. 

Am.  J.  Roentgenol.,  1919,  vi,  26. 

Experiments  were  made  first  in  injecting  into  the 
lateral  ventricles  of  dogs  various  solutions  which 
are  opaque  to  the  X-ray.  These  always  ended 
fatally.  The  use  of  air  to  demonstrate  the  ventricles 
was  suggested  by  the  clear  outline  given  by  gas- 
filled  intestines  overlying  bone,  and  the  air-filled 
sinuses  of  the  head. 

To  obtain  the  roentgenogram  it  is  necessary  to 
remove  at  least  more  cerebrospinal  fluid  than  the 
contents  of  one  ventricle  and  replace  it  with  an  equal 
amount  of  air. 

Before  the  fontanels  close  the  ventricular  puncture 
is  made  through  the  interosseous  defect;  later  it  is 
necessary  to  make  a  small  opening  in  the  bone. 

Air  and  water  in  a  ventricle  behave  exactly  as 
they  would  in  a  closed  flask.  Following  any  change 
in  position,  the  fluid  gravitates  to  the  most  de- 
pendent part  and  the  air  rises  to  the  top.  Owing  to 
the  free  communication  through  the  foramen  of 
Monro,  fluid  and  air  will  readily  pass  from  one 
ventricle  to  the  other.  For  practical  purposes, 
enough  fluid  can  be  removed  through  one  correct 
puncture  from  the  anterior  part  of  either  ventricle. 

The  head  should  be  placed  face  downward  and 
part'ally  rotated  so  that  the  ventricle  to  be  aspirated 
is  beneath  and  the  needle  enters  at  the  most  de- 
pendent point  possible.  The  exchange  of  air  for 
fluid  must  be  made  accurately.  If  the  air  injected  is 
greater  in  volume  than  the  fluid  withdrawn,  acute 
pressure  symptoms  will  result.  To  obtain  accuracy 
a  record  syringe  with  a  2-way  attachment  is  used. 
A  small  quantity  (20  cc.)  is  aspirated  and  an  equal 
amount  of  air  injected.  This  is  repeated  until  all 
the  fluid  is  removed.  Roentgenograms  ("ventricu- 
lograms") are  made  in  the  lateral  and  vertical 
positions  (occiput  to  the  plate). 

At  least  twenty  injections  have  been  made,  the 
amounts  of  air  injected  varying  from  40  to  300  cc, 
the  larger  quantities  in  cases  of  internal  hydro- 
cephalus. Only  once  has  there  been  any  reaction, 
and  in  this  case  the  injection  (300  cc.)  was  made 
after  the  first  stage  of  an  operation  for  cerebellar 
tumor.  The  reaction,  which  consisted  of  a  rise  in 
temperature,  nausea,  vomiting  and  increased  head- 
ache, was  relieved  after  the  release  of  the  air  by 
lumbar  puncture.  Ten  days  later  a  large  cerebellar 
tumor  was  removed.     The  patient  recovered. 
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The  patients  were  all  children  whose  ages  varied 
from  6  months  to  12  years.  Invariably  the  lateral 
ventricle  was  sharply  outlined  in  the  roentgenogram. 
In  two  instances  the  third  ventricle  and  the  foramen 
of  Munro  were  visible. 

Practical  value  is  expected  from  the  injections 
principally  from  the  shadows  of  the  lateral  ven- 
tricles. The  air  shadow  diminishes  day  by  day  and 
finally  disappears,  acting  in  no  way  differently  from 
the  air  included  in  every  intracranial  operation. 

The  author  summarizes  as  follows: 

The  outlines  of  the  lateral  cerebral  ventricles  can 
be  sharply  outlined  by  the  roentgen  ray  if  air  is 
substituted  for  cerebrospinal  fluid. 

The  injection  of  air  into  the  ventricles  had  no 
deleterious  effect  in  20  cases. 

Ventriculography  has  already  been  proved  to  be 
most  useful  in  the  diagnosis  of  many  intracranial 
conditions.  In  cases  of  internal  hydrocephalus  it  is 
invaluable.  D.  R.  Bowen. 

Gl^nard,  R.,  and  Aimard,  J.:  Traumatic  Aerocele 
of  the  Brain  (A6roc61e  traumatique  du  cerveau). 
Presse  m&d.,  1919,  xvii,  123. 

A  soldier  received  a  bullet  wound  in  the  head,  the 
orifice  of  entry  in  the  forehead  being  small  and  to  the 
left  and  the  orifice  of  exit  being  large,  about  7  cm., 
and  situated  in  the  left  temporal  fossa. 

There  were  three  stages  in  the  evolution  of  the 
injury.  In  the  first  stage  there  was  a  small  flow  of 
cerebrospinal  fluid  through  the  temporal  orifice. 
After  this  wound  had  become  definitely  cicatrized 
the  flow  continued  through  the  left  nostril.  A 
radiograph  taken  at  this  time  showed  a  large  clear 
space  resembling  an  air  pocket  in  the  interior  of  the 
left  frontal  lobe.  The  loss  of  cerebral  substance 
had  created  a  cavity  which  was  filled  with  air  through 
its  communication  with  the  frontal  sinuses. 

The  second  stage  in  the  evolution  occurred  after 
the  nasal  flow  had  lasted  a  month  and  consisted  of  the 
formation  of  a  hydropneumatocele.  This  was 
followed  soon  by  the  third  stage,  the  formation  of 
an  intracranial  hydrocele. 

The  man  died  of  pulmonary  influenza.  Autopsy 
confirmed  the  radiologic  findings  in  every  way. 
In  the  region  of  the  third  left  frontal  convolution 
and  extending  down  to  the  second  was  a  cavity  of 
25  cc.  capacity  filled  with  yellow  fluid  and  closed 
externally  by  strong  adhesions. 

The  condition  gave  rise  to  no  partictdar  clinical 
symptoms  and  the  patient's  mind  did  not  seem  to 
be  affected. 

This  case,  according  to  the  author,  shows  once 
again  that  the  disturbances  suffered  by  those  upon 
whom  it  is  necessary  to  perform  a  trephination 
are  not  always  in  proportion  to  the  extent  of  the 
cerebral  lesions.  It  was  very  astonishing,  however, 
that  in  this  instance  the  presence  of  air,  water,  or 
both  in  a  space  25  cc.  in  capacity  in  the  interior  of 
the  frontal  lobe  did  not  cause  any  appreciable  change 
in  the  patient's  physical  or  mental  functions. 

W.  A.  Brennan. 


L^b^dinsky,  J.,  and  Virenque,  M. :  Cranial,  Maxil- 
lary, and  Facial  Prosthesis  and  Surgery  (Pro- 
thise  et  chirurgie  cranio-maxillo-faciale).  Paris; 
J.  B.  Ballidre  et  Fils,  1918. 

This  volume  records  the  methods  and  results  of 
handling  war  injuries  of  the  cranium,  face,  and  jaws 
at  the  center  for  maxillofacial  surgery  at  Le  Mans, 
of  which  Delageniere  is  the  director,  Lebedinsky, 
the  chief  of  the  prosthetic  service,  and  Virenque,  a 
surgical  assistant.  In  the  preface  Delageniere  points 
out  the  absolute  necessity  of  collaboration  between 
the  surgeon  and  the  dental  prosthetist  in  order  to 
obtain  the  best  results  in  these  cases.  Delageniere 
is  the  originator  of  the  method  of  osteoperiosteal 
grafting  so  successfully  employed  by  the  authors  in 
the  treatment  of  losses  of  substance  of  the  cranium, 
large  bone  cavities  in  the  femur  and  tibia,  ununited 
fractures  with  loss  of  substance  of  the  bones  of  the 
limbs  and  lower  jaw,  and  repair  of  the  bony  skeleton 
of  the  face. 

The  general  principles  of  treatment  governing  the 
authors  in  their  work  are  the  intimate  association  of 
the  surgical  and  prosthetic  departments  and  the 
practice  of  successive  and  gradual  interventions  in 
cases  of  great  destruction,  which  is  the  only  method 
of  obtaining  a  good  permanent  result.  If  facial 
lesions  are  allowed  to  heal  spontaneously  grave  vital 
complications  rarely  arise.  Secondary  hemorrhages, 
pulmonary  complications,  extensive  or  diffuse  in- 
fections are  the  exception.  On  the  other  hand,  under 
these  conditions  hideous  facial  deformities  sometimes 
result.  The  treatment  therefore  should  have  a 
double  object,  cosmetic  and  functional. 

Normal  healing  should  be  aided  by  the  different 
plastic  methods.  Adhesions,  cicatricial  retractions, 
bone  union  in  bad  position  are  to  be  avoided.  Above 
all,  bone  continuity  at  the  site  of  maxillary  or  facial 
loss  of  substance  should  be  re-established.  The 
treatment  should  be  progressive,  proceeding  by 
stages,  in  order  to  avoid  infections  or  other  com- 
plications which  are  always  to  be  feared  from  too 
rapid  treatment. 

In  surgical  restoration,  the  destroyed  parts  may  be 
reconstructed  by  the  classical  French,  Indian  or 
Italian  methods,  though  the  authors  rarely  employ 
the  latter.  Often  by  making  use  of  retracted  flaps,  of 
islets  of  healthy  skin,  or  by  simple  undermining  of 
cutaneous  borders,  apparently  considerable  losses  of 
substance  may  be  restored  if  care  is  taken  to  do  the 
work  progressively  in  stages.  If  borrowed  flaps  are 
required,  the  authors  employ,  when  possible,  frontal 
flaps.  The  frontal  region  is  a  valuable  source 
of  supply  for  the  repair  of  all  the  extensive  integu- 
mentary losses  of  the  upper  and  middle  portions  of 
the  face.  For  the  reconstruction  of  skeletal  lesions, 
osteoperiosteal,  bone,  cartilage  or  fat  grafts  are 
employed.  Cartilage  and  fat  grafts  are  of  use  only 
as  an  aid  in  obtaining  a  cosmetic  result.  While  they 
have  considerable  value  in  the  treatment  of  lesions  of 
the  upper  and  middle  portions  of  the  face,  they  are 
not  indicated  in  cases  of  mutilation  of  the  lower  jaw 
in  which  osteoperiosteal  grafts  give  the  best  results. 


GENERAL  SURGERY  —  SURGERY  OF  THE  HEAD  AND  NECK 


Facial  reconstruction  is  considerably  complicated 
by  the  fact  that  the  fractured  or  destroyed  regions 
are  in  communication  with  septic  buccal  or  sinus 
cavities.  In  cases  of  extensive  facial  destruction,  the 
extrabuccal  portion  should  be  reconstructed  by 
osteoperiosteal  grafts  and  the  intrabuccal  portion  by 
prosthetic  apparatus.  Bone  reconstruction  of  the 
extrabuccal  portion  allows  the  firm  application  of  the 
intrabuccal  piece,  and  thus  the  entire  lesion  is 
admirably  repaired  from  both  functional  and  cos- 
metic points  of  view. 

The  authors  have  completely  rejected  the  im- 
mediate prosthesis  described  by  Claude  Martin  as 
it  favors  nonunion,  especially  when  used  in  the  lower 
jaw.  The  sole  advantage  of  the  method,  i.e., 
prevention  of  deformities  following  large  losses 
of  substance,  is  gained  just  as  well  and  without 
any  danger  by  the  application  of  successive  pieces 
of  apparatus,  less  voluminous,  and  inserted  later. 

In  cases  of  fracture  of  the  jaw,  the  prosthetic 
appliances  serve  first  of  all  to  reduce  the  frag- 
ments and  then  to  immobilize  them  in  good  position. 
This  reduction  and  immobilization  must  be  perfect 
so  that  the  articulation  of  the  teeth  is  exact;  only  in 
this  way  will  normal  mastication  be  possible. 
As  soon  as  union  is  obtained,  the  appliances  are 
removed.  In  other  cases,  prosthetic  apparatus  is 
permanently  inserted  to  replace  the  destroyed  intra- 
buccal portions  of  the  jaw  bones.  Such  is  the 
complex  role  that  prosthesis  plays  in  the  treatment 
of  fractures  of  the  jaws. 

A  common  complication  of  facial  lesions  is  con- 
striction of  the  jaws.  Attention  is  drawn  to  my- 
opathic forms  of  this  lesion,  which  are  very  frequent- 
ly encountered  and  as  a  rule  respond  readily  to 
mechanotherapy  with  Lebedinsky's  dilating  ap- 
paratus.   Cases  requiring  operation  are  exceptional. 

In  the  study  of  bone  lesions,  the  treatment  of  loss 
of  substance  of  the  cranium  is  first  considered.  For 
almost  three  years  the  writers  have  employed 
osteoperiosteal  grafts  in  cranioplasty.  The  technique 
is  simple  while  the  results  are  excellent  and  more 
satisfactory  than  those  given  by  any  other  method. 

Fractures  of  the  lower  jaw  hold  a  principal 
place  in  the  book.  In  the  great  majority  of  cases 
complete  and  permanent  cures  are  obtained  by 
prosthetic  methods.  The  treatment  is  much  more 
complex,  however,  in  cases  of  ununited  fracture 
with  loss  of  substance.  In  these,  the  extrabuccal 
portion  of  the  mandible,  i.e.,  the  inferior  border 
and  lower  portion  of  the  body  of  the  bone,  has  to  be 
reconstructed  by  osteoperiosteal  grafts  to  re-estab- 
lish its  continuity.  The  intrabuccal  portion  should 
be  replaced  by  a  permanent  prosthetic  piece.  It  is 
needless  to  ask  in  this  connection  whether  union  in 
bad  position  is  preferable  to  nonunion  or  vice  versa. 
This  question  should  not  arise.  What  should  be 
obtained  in  nearly  all  cases  is  a  union  in  good 
occlusion,  and  this  is  possible  with  the  authors' 
method  of  treatment. 

The  treatment  of  lesions  of  the  upper  jaw  and  of 
the  face  in  general  should  not  be  studied  separately. 


The  bone  destruction  in  the  great  majority  of  cases 
extends  from  the  maxillary  region  to  the  malar, 
zygomatic,  frontal,  and  palatal  regions.  But  here 
also  the  same  principles  hold  as  for  lesions  of  the 
lower  jaw.  The  intrabuccal  portion  requires  primari- 
ly prosthetic  treatment,  while  the  injury  to  the  upper 
and  external  region  is  repaired  by  surgical  methods. 

One  phase  only  of  the  large  subject  of  rhinoplasty 
is  considered  in  the  book,  i.e.,  lesions  of  the  middle 
portion  of  the  external  nose. 

Secondary  lesions  of  vessels  of  the  head  and  neck 
are  discussed  at  some  length,  and  separate  chapters 
are  given  also  to  lesions  of  the  cranial  nerves  and  the 
salivary  glands.  A  final  chapter  is  devoted  to  the 
general  principles  of  the  treatment  of  wounds  of  the 
soft  tissues  of  the  face. 

From  a  surgical  point  of  view,  the  most  interesting 
feature  of  the  book  is  the  method  of  osteoperiosteal 
grafting  for  cranial  and  mandibular  defects  first 
described  by  Delageniere  in  May,  1916,  before  the 
Paris  Surgical  Society.  The  grafts  are  always  taken 
from  the  internal  surface  of  the  tibia.  In  cranioplasty 
the  choice  of  the  side  from  which  to  take  the  graft  is 
sometimes  important  because  the  patient  may 
present  sensory  or  motor  disturbances  of  the  lowei 
limb  on  the  side  opposite  the  cerebral  lesion  which, 
from  a  psychic  viewpoint  and  to  avoid  all  future 
discussion  as  to  the  functional  nature  of  the  trouble, 
render  it  preferable  to  take  the  graft  from  the  sound 
side.  The  operation  of  cranioplasty  by  osteoperiosteal 
grafts  consists  of  three  stages:  (i)  preparation  of  the 
cranial  defect;  (2)  removal  of  the  grafts;  and  (3)  the 
placing  and  fixation  of  the  graft. 

First  stage:  Most  commonly  encountered  is  the 
case  in  which  the  loss  of  substance  is  of  moderate 
extent,  the  scalp  wound  is  healed,  and  there  is  no 
cerebral  hernia  at  the  time  of  operation.  A  crucial 
incision  is  made  over  the  defect,  the  scar  tissue 
removed,  and  the  four  flaps  of  scalp  are  turned  back. 
Delicate  dissection  is  necessary  to  avoid  injury  to 
cerebral  substance  which  may  be  adherent.  In 
approaching  the  base  of  the  flap  care  must  be 
taken  to  raise  only  the  scalp  and  not  to  disturb  the 
underlying  pericranial  aponeurosis.  Good  haemos- 
tasis  is  necessary.  The  four  liberated  flaps  are  then 
held  apart,  thoroughly  exposing  the  region  of  the  loss 
of  substance.  The  dura  is  rarely  found  intact; 
usually  it  is  partially  or  even  totally  destroyed. 
With  the  point  of  a  knife  or  the  sharp  edge  of  a 
periosteal  elevator  the  border  of  the  area  of  loss 
of  substance  is  very  exactly  outlined,  the  line  run- 
ning I  or  2  mm.  outside  the  edge  of  the  bone.  This 
incision  should  pass  down  as  far  as  the  external 
table  of  the  skull.  With  the  periosteal  elevator  in 
close  contact  with  the  outer  table  of  the  bone, 
the  pericranial  aponeurosis  and  external  periosteum 
are  raised  for  about  a  centimeter  all  around  the 
area  in  which  the  loss  of  substance  has  occurred. 
The  osteoperiosteal  grafts  will  be  slid  and  fixed  under 
the  pericranium.  Nothing  then  remains  but  the 
freeing  of  the  edge  of  the  bone  orifice  from  the  fi- 
brous adhesions. 
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Second  stage:  Removal  of  the  grafts.  A  vertical 
incision  averaging  lo  cm.  in  length  is  made  down  the 
antero-internal  surface  of  the  tibia.  The  skin  edges 
are  freed,  care  being  ta'ken  not  to  injure  the  under- 
lying tibial  periosteum.  The  graft  is  obtained 
primarily  from  the  upper  portion  of  the  tibia,  and 
then  if  need  be,  from  the  middle  portion.  The  higher 
the  point  selected  the  thicker  and  more  vascular  the 
periosteum  and  the  wider  the  graft  can  be  made. 
When  the  width  of  the  tibia  does  not  permit  cutting 
a  graft  suflficiently  wide  to  fill  the  cranial  defect,  a 
graft  double  the  length  desired  may  be  taken,  cut  in 
two,  and  the  two  pieces  placed  side  by  side.  The 
instruments  required  for  removal  of  the  graft  are 
a  knife,  a  thin  chisel  i  cm.  wide,  and  a  mallet. 
With  the  point  of  the  knife,  the  limits  of  the  graft  to 
be  removed  are  traced  on  the  periosteum.  The 
length  of  the  graft  should  exceed  the  size  of  the 
defect  to  be  filled  by  at  least  o  5  cm.  at  each  end. 
With  the  chisel  held  vertically,  the  line  traced  by  the 
knife  is  gone  over,  the  bone  being  penetrated 
sufficiently  to  give  the  desired  thickness  to  the  graft 
which  is  thus  outlined  in  all  its  dimensions.  In 
order  to  free  the  deep  surface,  the  chisel  is  held 
very  obliquely,  almost  horizontally,  with  the  bevel 
turned  toward  the  bone  to  give  the  graft  a  uniform 
thickness.  By  proceeding  slowly  and  regularly 
with  gentle  blows  of  the  mallet,  the  bone  plate  is 
detached  progressively  and  curls  up  like  a  wood 
shaving.  The  upper,  lower,  outer,  and  inner  portions 
are  freed  successively,  the  middle  being  freed  last. 
In  this  way  a  graft  as  regular  and  as  uniform  as 
possible  is  made.  Its  outer  surface  is  smooth  and 
uniformly  covered  with  periosteum.  The  deep 
surface,  formed  of  compact  bone,  is  slightly  irregular. 
Care  must  be  taken  not  to  detach  the  periosteum 
along  the  edges.  On  account  of  the  thinness  of  their 
compact  tissue,  the  grafts  are  not  rigid  and  may  be 
bent  in  any  desired  direction.  As  soon  as  the  graft 
is  cut  it  is  transferred  to  the  operative  wound.  It 
should  be  handled  as  little  as  possible,  and  put  in 
the  place  intended  for  it  at  once. 

Third  stage:  The  placing  of  the  graft  and  suture 
of  the  wound.  The  grafts  are  placed  in  the  defect 
with  the  periosteal  surface  in  contact  with  the  dura 
or  brain  surface,  and  are  fixed  in  position  by  forcing 
them  obliquely  or  slightly  exaggerating  their 
curvature  and  sliding  their  ends  under  the 
fibroperiosteal  flap.  No  suture  is  necessary  for  this 
fixation,  which  is  doubly  assured  by  suture  of  the 
four  cutaneous  flaps.  The  scalp  is  then  closed  very 
exactly,  and  two  small  subcutaneous  drains  are 
left  in  place  for  forty-eight  hours. 

The  technique  of  the  osteoperiosteal  method  in  the 
treatment  of  ununited  fracture  of  the  mandible 
consists  of  the  same  three  stages. 

First  stage:  Preparation  of  the  site  of  nonunion. 
The  skin  is  incised  horizontally  i  or  2  cm.  below  the 
lower  border  of  the  mandible.  When  possible,  the 
incision  is  made  in  the  line  of  previously  existing 
scars.  The  skin  edges  being  liberated,  the  sub- 
maxillary  gland   is   freed   from  its  adhesions   and 


carefully  drawn  aside.  The  facial  artery  must 
frequently  be  ligated.  Above  all  it  is  important  to 
obtain  good  exposure.  Penetrating  more  deeply, 
the  ends  of  the  bone  are  exposed  and  freshened,  and 
the  interosseous  space  cleared.  This  stage  is 
carried  out  carefully  and  methodically  in  order 
to  avoid  penetrating  into  the  buccal  cavity.  Around 
the  end  of  each  fragment  a  pocket  about  \]/2  cm.  in 
depth  is  made  between  the  bone  and  the  fibroperios- 
teal tissue.  The  ends  of  the  bone  are  freshened  with 
the  curette  or  rongeur  and  the  interfragmentary 
space  is  then  cleared  of  fibrous  tissue  with  the 
knife,  especial  care  being  taken  at  its  upper  portion 
not  to  perforate  the  mucosa.  It  is  necessary  to 
prepare  as  large  a  bone  surface  as  possible  for 
contact  with  the  grafts. 

Second  stage:  Removal  of  the  grafts,  which  is 
done  as  in  cranioplasty. 

Third  stage:  Placing  and  fixation  of  the  grafts. 
The  grafts  removed  from  the  tibia  are  usually  three 
in  number.  One  thin  piece  is  sHd  on  the  inner  surface 
of  the  fragments,  its  bony  surface  in  contact  with 
the  bone.  A  second  transplant  of  the  same  thickness 
is  applied  in  the  same  way  to  the  external  surface 
and  bent  around  the  lower  border  of  the  mandible 
into  contact  with  the  first  transplant.  Finally,  a 
thicker  graft  is  wedged  into  the  space  between  the 
fragments.  This  method  of  procedure  assures  close 
contact  between  the  grafts  and  the  bone  extremities, 
and  prevents  dead  space  between  the  grafts.  The 
extent  and  site  of  the  nonunion  may  lead  to  slight 
modifications  in  the  technique. 

As  a  rule,  the  bone  fragments  being  well  immobil- 
ized, no  fixation  is  necessary  other  than  hermetically 
closing  the  space  in  which  the  transplants  are 
situated.  The  deep  cellular  plane  is  sutured  carefully 
with  catgut.  The  graft  thus  cannot  move  and  is  well 
protected.  Good  haemostasis  in  the  wound  is  ad- 
visable. When  this  is  obtained,  the  skin  can  be 
sutured    without    drainage. 

In  the  opinion  of  the  authors,  osteoperiosteal 
grafts  give  results  impossible  to  achieve  by  any 
other  methods.  It  is  the  most  rational  method  and 
based  on  the  osteogenic  function  of  the  deeper  por- 
tion of  the  periosteum  and  outer  layer  of  bone.  By 
the  formation  of  a  callus  which  fuses  the  two 
fractured  extremities,  it  permits  a  complete  and 
firm  re-establishment  of  the  continuitj'^  of  the  bone. 
By  means  of  osteoperiosteal  grafts,  also,  the  bone 
tissue  can  be  restored  almost  completely  to  its 
normal  form,  since  the  grafts  may  be  given  the 
desired  shape  easily. 

The  ordinary  bone  grafts  give  much  less  satis- 
factory results.  It  is  well  known  that  generally  the 
compact  tissue  of  the  graft  does  not  live.  The  grafts 
thus  play  an  entirely  mechanical  role,  and  in  this 
case  in  order  to  obtain  a  union  reliance  must  be 
placed  solely  on  the  osteogenic  activity  of  the  ends  of 
the  fragments,-  The  removal  and  placing  of  the  bone 
graft  are  mueh  more  difficult  than  in  the  osteo- 
periosteal method  and  require  special  instruments. 

The   book   is   well   illustrated    throughout    with 
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the  histories  of  practical  cases  in  which  the  authors' 
methods  have  been  followed,  and  will  be  of  great 
value  as  a  work  of  reference  for  those  engaged  in  the 
reconstruction  of  maxillofacial  injury.     R.  H.  Ivy. 

Kazanjian,  V.  H.:  Early  Suturing  of  Wounds  of 
the  Face.  /.  Am.  M.  Ass.,  1919,  Ixxii,  626. 

The  benefits  of  early  suturing  are  that  the  healing 
process  is  shortened  and  unsightly  scars  are  avoided. 
The  time  for  suturing  depends  upon  the  location 
and  severity  of  the  wounds,  the  structures  involved, 
and  the  degree  of  sepsis.  Wounds  connecting  with 
the  oral  and  nasal  cavities  are  always  re-infected. 
Injuries  associated  with  comminution  of  bone  do  not 
do  well,  the  wide  excision  of  infected  tissue  being 
impracticable  on  the  face. 

Superficial  wounds  with  no,  or  slight,  loss  of  soft 
tissue,  and  lacerations  of  the  margins  of  the  lips  and 
nose  respond  favorably  to  primary  suture. 

The  avoidance  of  general  anaesthesia  is  of  great 
importance  in  injuries  about  the  mouth  as  oral  sepsis 
frequently  leads  to  bronchial  pneumonia. 

In  the  majority  of  cases  secondary  suture  may  be 
done  between  the  fifth  and  twelfth  days.  Fixation 
of  the  bone  fragments  and  control  of  sepsis  should 
always  precede  the  operation.  Reconstruction  of  the 
face  should  be  attempted  only  after  all  suppuration 
has  subsided.  Lister  Tuholske. 

NECK 

Serafini,  J.,  and  Uflfreduzzi,  O. :  Total  Peripheral 
Implantation  of  the  Inferior  Laryngeal  Nerve 
into  the  Pneumogastric  (L 'implantation  peri- 
pherique  totale  du  nerf  laryngien  inferieur  sur  le 
pneumo-gastrique).  Arch.  de.  med.  exper.,  1919, 
xxviii,  209. 

A  number  of  experiments  have  been  performed 
on  dogs  to  verify  the  findings  reported  by  Hoessly 
in  19 1 6  regarding  the  possibility  of  anastomosing 
the  sternocleidomastoid  nerve  with  the  peripheral 
trunk  of  the  recurrent  nerve. 

After  testing  a  number  of  operative  methods  the 
procedure  finally  decided  upon  was  as  follows:  With 
the  animal  in  the  dorsal  position,  the  head  being 
strongly  extended,  a  vertical  incision  about  8  cms. 
long  was  made  in  the  median  line  at  about  the  lower 
part  of  the  cricoid  cartilage.  The  muscles  and 
trachea  were  then  separated  by  blunt  dissection  and 
the  recurrent  nerve  easily  recognized  in  the  angle 
between  the  trachea  and  oesophagus  and  fixed  by 
passing  a  loop  of  thread  beneath  it.  The  sternohy- 
oid, sternothyroid  and  sternocleidomastoid  muscles 
were  moved  aside  as  well  as  the  thick  cellular  tissue 
of  the  neck  until  the  vasculonerve  bundle  consisting 
of  the  primary  carotid  and  vagus  was  met.  The 
recurrent  nerve  was  sectioned  near  the  thyroid,  a 
part  of  the  central  trunk  of  the  nerve  resected,  and 
a  needle  with  fine  No.  00  catgut  pas'^ed  through 
the  distal  stump.  An  assistant  then  lifted  the 
vasculonerve  bundle  delicately  between  the  fingers 
and  a  small  incision  was  made  in  the  posterior 


internal  segment  of  the  vagus.  The  peripheral  end 
of  the  recurrent  nerve  was  then  sutured  into  the 
sectioned  zone  of  the  pneumogastric  nerve  and 
the  muscles  and  skin  closed. 

The  animals  have  borne  the  operation  well. 
Fourteen  experiments  have  been  carried  out:  3 
implantations  of  the  right  recurrent  directly  into 
the  pneumogastric;  4  implantations  of  the  right 
recurrent  into  the  vagus  with  the  aid  of  a  nerve 
strip  dissected  from  the  vagus  itself;  2  implantations 
of  both  recurrent  nerves  directly  into  the  pneumo- 
gastric; 3  resections  of  a  part  of  the  right  recurrent; 
I  bilateral  transplantation  of  the  superior  laryngeal 
into  a  strip  dissected  from  the  hypoglossal  nerve  and 
simultaneous  bilateral  implantation  of  the  inferior 
laryngeal  into  the  vagus. 

From  the  examination  of  animals  which  died  or 
were  killed  the  authors  found  that  when  the  experi- 
ment was  considered  good  no  macroscopic  or  histo- 
logic differences  could  be  detected  between  the  half 
of  the  larynx  on  the  side  of  the  implantation  and 
the  intact  half.  The  mucosa  and  the  musculature 
of  the  vocal  cords  were  unchanged  even  after  a  long 
lapse  of  time.  Examination  of  the  site  of  implanta- 
tion showed  that  there  was  continuity  of  the  nerve 
fibers  between  the  vagus  trunk  and  the  implanted 
recurrent  nerve. 

As  regards  the  functional  results,  the  three  neces- 
sary requisites  for  successful  nerve  implantation 
are:  (i)  the  clinical  re-establishment  of  function  in 
the  region  of  a  paralyzed  nerve;  (2)  anatomical  re- 
union of  nerves;  and  (3)  histologic  proof  of  the 
passage  of  nerve  fibers  across  the  suture.  All  of 
these  fundamental  conditions  were  perfectly  fulfilled 
in  the  experiments  reported. 

The  authors  believe  that  the  operation  may  be 
considered  harmless  and  useful  and  that  it  is 
applicable  to  man. 

The  results  of  this  research  were  originally  report- 
ed to  the  Royal  Academy  of  Medicine  of  Turin  in 
1 9 14  and  priority  is  claimed  by  the  authors  for  the 
method  of  anastomozing  the  recurrent  nerves  as 
Hoessly 's  researches  were  not  published  until  1916. 

W.  A.  Brennan. 

Levin,  S.:    A  Discussion  of  Goiters  in  583  Regis- 
trants. J .\Michigan  M.  Soc,  1919,  xviii,  98. 

Levin  discusses  the  occurrence  of  goiter  in  583 
registrants  examined  in  Division  2 ,  Houghton  County, 
Michigan.  He  studied  and  tabulated  the  results  of 
the  examinations  made  by  himself  and  associated 
physicians  of  the  men  who  appeared  at  the  registra- 
tion of  June  s,  August  24,  and  September  12,  1918. 
The  ages  of  the  registrants  ranged  from  18  to  21  and 
from  32  to  36  years.  Goiter  he  defines  as  "any 
palpable  enlargement  of  the  thyroid  gland. " 

It  is  the  author's  impression  that  the  many  cases 
of  acute  hyperthyroidism  were  due  to  the  high 
tension  produced  in  young  men  by  the  war  and  by 
their  worrying  and  nerve-strained  relatives  which 
whipped  up  many  quiescent  goiters  and  also  excited 
potential  simple  goiters  to  activity. 
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More  men  were  disqualified  for  military  service 
because  of  large  and  toxic  goiters  than  any  other 
condition.  In  the  author's  division,  20.9  per  cent  of 
the  registrants  had  goiters  sufficiently  severe  to 
disqualify  them  from  active  service.  Of  the  583 
registrants,  30  per  cent  showed  a  demonstrable  en- 
largement of  the  thyroid.  Of  these,  24  per  cent  were 
simple  goiters,  3.Q  per  cent  toxic,  and  2.4  per  cent 
large  goiters  of  the  adenomatous,  colloid  or  cystic 
types. 

In  the  author's  opinion,  the  incidence  of  goiter  in 
Michigan,  and  especially  the  upper  peninsula,  is 
about  so  per  cent,  this  state  being  therefore  a  close 
second  to  Switzerland  which  has  more  goiters  than 
any  other  country  in  the  world.  In  investigating  the 
places  of  birth  of  the  registrants,  he  found  that  of 
155  men  of  21  years  of  age,  all  but  3  were  born  in  the 
goiter  belt.  The  decreased  percentage  of  goiters  in 
the  older  registrants  was  probably  due,  he  be- 
lieves, to  the  fact  that  a  certain  proportion  of  these 
registrants  were  born  elsewhere  and  had  traveled  in 
non-goiterous  districts. 

The  true  percentage  of  goiters  in  men,  judging 
from  those  examined,  is  probably  30.3  per  cent. 
Women  are  twice  as  prone  to  thyroid  enlargement. 

On  the  basis  of  this  study  it  would  be  found  that 
in  Houghton  County,  Michigan,  there  are  26,694 
goiters,  of  which  5,550  are  of  a  disqualifying  type, 
and  in  the  upper  peninsula  of  Michigan  there  are 
98,665  goiters,  20,515  of  which  are  large  and  toxic. 
The  economic  and  social  importance  of  these 
figures  cannot  be  denied.  G.  W.  Hochrein. 

Bonn,  H.  K.:  Malignant  Epithelial  Growths  of  the 
Thyroid  Gland    /.  Indiana  M.  Ass.,  1919,  xii,  67. 

Cures  of  cancer  of  the  thyroid  are  very  infrequent 
because  the  malignancy  is  not  recognized  sufficiently 
early  or  there  were  early  metastases. 

Metastases  of  thyroid  carcinoma  commonly  re- 
vert to  the  normal  type  of  thyroid  tissue,  and  a 
malignant  degeneration  of  the  thyroid  does  not 
deprive  the  gland  of  its  normal  function.  Reference 
is  made  to  von  Eiselsberg's  classical  case  in  which 
there  were  no  evil  results  after  a  complete  thyroidec- 
tomy for  malignancy  until  postoperative  metastases 
were  removed,  when  myxoedema  promptly  occurred. 

The  author  accepts  Langerhans'  classification 
of  epitheliomata  of  the  thyroid,  which  is  as  follows: 
Malignant  adenoma  or  proliferating  goiter,  metasta- 
tic colloid  goiter,  papilloma,  parastruma,  post- 
branchial  goiter,  carcinoma,  and  cancroid  or 
squamous-cell  carcinoma. 

Malignant  disease  of  the  thyroid  usually  appears 
between  the  ages  of  40  and  60  years  and  is  much  more 
frequent  in  females  than  in  males. 

The  most  common  form  is  the  subacute  type  in 
which  the  condition  appears  in  a  goiter  which 
has  been  stationary  for  years.  Apparently  without 
cause,  the  growth  begins  to  enlarge  and  change 
from  a  soft  to  a  hard  consistency.  These  two 
physical  signs  are  sufficient  to  justify  the  suspicion 
of    beginning    malignancy.     Later   symptoms    are 


dyspnoea,  dysphagia,  rough  voice,  barking  cough, 
and  pain  running  to  the  chin  and  ear.  Thyroid 
insufliciency  is  not  frequent,  either  because  the 
entire  gland  is  not  involved  or  because  the  malignant 
thyroid  cells  have  not  lost  their  physiologic 
properties.  A,  H.  Noehsen. 

Eddy,  N.  B.:  The  Rdle  of  the  Thymus  Gland  in 
Exophthalmic  Goiter.  Canadian  M.  Ass.  J., 
1919,  xi  203. 

The  author  gives  in  detail  the  results  of  his  ex- 
periments with  rabbits  to  determine  whether  or  not 
an  excess  of  the  product  of  thymus  activity  in  the 
circulating  blood  may  cause  exophthalmic  goiter. 
In  these  experiments  he  saw  no  evidence  of  the  pro- 
duction of  symptoms  characteristic  of  the  disease. 

From  a  review  of  the  literature  on  the  subject,  it 
seems  evident  that  there  is  some  connection  between 
the  thymus  gland  and  exophthalmic  goiter,  but  just 
what  the  nature  of  this  relationship  is  has  not  yet 
been  discovered.  It  is  possible  that  the  thymus  acts 
independently  of  the  thyroid  in  producing  Basedow's 
disease  when  excited  to  hyperplasia  and  hyperse- 
cretion by  external  influences.  It  is  also  possible 
that  because  of  a  relationship  between  it  and  the 
thyroid,  it  becomes  hyperactive  as  the  result  of  the 
increased  activity  of  the  latter.  On  the  other  hand, 
the  hyperplasia  and  hypersecretion  of  the  thymus 
may  be  the  result  of  an  effort  to  render  harmless  the 
toxic  products  produced  by  the  thyroid.  Still  an- 
other conception  of  the  etiology  of  exophthalmic 
goiter  which  must  not  be  overlooked  is  that  sug- 
gested by  Crile,  i.  e.,  that  neither  the  thyroid  nor 
the  thymus  is  primarily  at  fault,  but  that  the  changes 
observed  in  these  glands  and  the  symptoms  attribu- 
ted to  alteration  in  their  function  are  due  to  the  op- 
eration of  some  unknown  factor.  An  array  of  facts 
can  be  marshalled  in  support  of  each  of  the  hypothe- 
ses mentioned.  H.  J.  Van  den  Berg. 

Link,    G.:    Preliminary   Thyroid   Operations.    /. 

Indiana  M.  Ass.,  1919   xii,  64. 

The  author  takes  up  the  lesser  operations  for 
those  cases  of  thyrotoxicosis  in  which  thyroidectomy 
would  endanger  the  patient's  life  because  of  the 
degree  of  thyrotoxic  saturation  or  the  inability  of 
the  excretory  organs  to  carry  off  the  toxins.  The 
lesser  operations  seldom  cure,  but  may  bring  about 
sufficient  improvement  to  make  thyroidectomy  safe. 
When  there  is  a  possibility  of  fatal  issue,  surgeons 
should  not  depend  too  much  on  their  mastery  of 
surgical  technique  but  should  be  satisfied  first  with 
a  preliminary  operation. 

The  procedures  enumerated  are  injections  of  boil- 
ing water,  ligature  of  the  thyroid  vessels,  and  ligature 
of  the  thyroid  pole.  If  the  improvement  from  one 
operation  is  not  sufficient,  it  should  be  repeated. 

In  injecting  boiling  water,  the  writer  first  makes 
a  small  incision,  uncovers  the  gland  and  then  in- 
jects into  its  various  parts. 

In  ligating  the  thyroid  vessels,  the  superior  and 
inferior  thyroid  arteries  of  one  side  may  be  ligated 
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through  one  incision,  though  ligature  of  the  inferior 
thyroid  artery  alone  is  the  preliminary  operation  of 
choice.  Ligature  of  both  sides  at  the  same  time  is 
not  safe,  because  of  the  greater  operative  shock  and 
because  the  blood  supply  of  the  parathyroids  does 
not  have  time  to  adapt  itself  as  after  ligation  of  one 
side  at  a  time. 


The  technique  of  ligating  the  thyroid  arteries 
is  hard  to  learn  from  surgical  and  anatomic  liter- 
ature as  the  anatomy  is  seldom  illustrated  correctly. 

The  author  concludes  that  a  wider  use  of  pre- 
liminary thyroid  operations  will  extend  the  field 
of  thyroid  surgery  and  prevent  many  deaths  from 
ill-timed  thyroidectomy.  A.  H,  Noehren. 
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CHEST  WALL  AND  BREAST 

Diemer,    F.    E.:     Complications    in    Pneumonia. 

Am.  J.  Roentgenol.,  1919,  vi,  86. 

Brief  descriptions  are  given  of  various  complica- 
tions of  pneumonia  as  studied  by  the  roentgen  ray. 
Examination  of  the  pleural  efifusion  should  be  made 
with  the  patient  erect  as  a  small  amount  of  free 
fluid  in  the  pleural  cavity  may  form  a  thin  layer  and 
be  difficult  to  detect  when  the  patient  is  recumbent. 

Drainage  of  a  large  collection  of  fluid  from  the 
lower  quadrant  may  be  followed  by  the  formation 
of  adhesions  and  the  encapsulation  of  fluid  in  the 
upper  quadrant.  Fluid  may  occupy  the  entire 
costophrenic  sinus  and  compress  the  lung  entirely 
from  below  upward.  In  other  cases  it  may  be  lo- 
cated toward  the  front,  toward  the  back,  or  toward 
the  side,  or  may  occupy  the  entire  sinus,  compress- 
ing the  lung  from  three  sides  rather  than  from 
below. 

The  differential  diagnosis  may  be  difficult  both 
from  the  plates  and  the  fluoroscopic  examination 
if  the  fluid  is  under  pressure  and  the  lung  com- 
pressed so  that  little  or  no  air  enters  it.  When  the 
effusion  is  extensive  the  heart  may  appear  enor- 
mously increased  in  size  and  pericardial  effusion 
may  be  suggested. 

Encapsulated  interlobar  empyemata,  often  diffi- 
cult to  recognize,  are  found  ordinarily  between  the 
right  upper  and  middle  lobes.  They  appear  usually 
as  fan  shaped,  or  on  stereoscopic  examination,  cone- 
shaped,  areas  with  the  apex  toward  the  hilus.  The 
greater  part  of  the  shadow  is  cast  by  the  thickened 
interlobar  pleura,  the  amount  of  fluid  being  usually 
small.  The  fluid  is  eventually  absorbed  or  organized 
into  fibrous  tissue.  In  some  cases  it  may  rupture 
into  the  pleural  cavity,  producing  general  pleural 
effusion. 

Emphysema  along  the  course  of  the  pulmonary 
vessels  was  observed  in  several  instances.  It  is 
most  marked  along  the  surface  vessels  and  appar- 
ently begins  at  the  periphery  and  extends  toward 
the  hilus  by  dissection.  In  two  cases  eventual 
rupture  of  the  visceral  pleura  produced  a  spontane- 
ous pneumothorax. 

The  emphysema  along  the  blood  vessels  presents 
an  elongated  area  of  increased  radiability  extending 
from  the  periphery  almost  to  the  hilus.  It  differs 
from  a  dilated  bronchus  because  the  borders  are 
scalloped  and  there  are  no  indications  of  fibrous 
infiltration  as  in  bronchiectasis. 


Lung  abscesses  are  comparatively  rare  and  must 
be  differentiated  from  encapsulated  effusion.  In 
abscess,  if  the  patient  is  examined  in  the  erect 
position,  a  fluid  level  is  observed  which  remains 
parallel  with  the  floor  when  he  is  moved  or  bends 
over.  This  may  occur  also,  but  more  rarely,  in 
encapsulated  effusion.  D.  R.  Bowen. 

Stewart,  W.  H.:  Streptococcus  Empyema;  a  Study 
of  the  Condition  as  Revealed  by  the  Roentgen 
Ray.   Am.  J.  Roentgenol.,  1919,  vi,  57. 

The  unusual  prevalence  during  19 17-18  of  empye- 
ma due  to  Streptococcus  haemolyticus  has  done 
much  to  further  our  knowledge  of  diagnosis  by  the 
roentgen- ray  in  diseases  of  the  chest.  Stewart 
believes  that  accumulations  of  fluid  in  this  affection 
occur  in  the  same  way  as  in  empyema  following 
pneumonia  but  form  more  rapidly. 

Early  effusions  appear  in  the  axillary  space  and 
climb  up  in  the  pleural  cavity  until  the  apex  is 
reached.  They  are  detected  by  the  X-ray  as  a  ribbon- 
like shadow  in  the  outer  zone  of  the  chest  with  a 
sharp  inner  border.  With  the  increase  of  fluid  the 
shadow  increases  in  width  and  extends  to  the 
diaphragm.  In  the  early  stages  there  is  an  area  of 
clear  lung  between  the  shadow  and  the  hilus.  Not 
until  the  shadow  reaches  the  outer  edge  of  the 
inner  zone  does  it  tend  to  accumulate  at  the  base. 
Finally  the  effusion  extends  upward  in  the  inner 
zone,  producing  the  characteristic  cup-shaped 
upper  border  which  continues  until  the  effusion  is 
nearly  complete  and  the  entire  side  is  filled  with 
a  dense  shadow.  Only  then  is  there  a  distinct  dis- 
placement of  the  mediastinal  contents  to  the 
opposite  side.  With  thorough  appreciation  of  these 
facts,  there  should  be  no  difficulty  in  recognizing 
the  presence  or  absence  of  fluid. 

In  this  affection  the  pleural  thickening  and  forma- 
tion of  adhesions  are  much  more  extensive  than 
in  other  infections.  Therefore  the  probability  of 
sacculation  is  greater  so  that  accurate  localization 
is  essential.  This  can  be  accomplished  only  by 
thorough  fluoroscopic  and  stereoscopic  examination 
confirmed  by  aspiration. 

In  a  certain  percentage  of  cases,  even  after  the 
cavity  is  sterile,  it  becomes  evident  that  permanent 
closure  can  be  obtained  only  by  further  operative 
measures. 

An  important  group  of  cases  are  those  in  which 
there  was  premature  closure  and  a  re-accumulation 
either  in  the  old  or  in  a  new  location,  possibly  in  the 
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lung  substance.  The  pleura  is  greatly  thickened, 
sometimes  measuring  over  an  inch,  and  exact 
differentiation  is  often  extremely  difTicult. 

A  number  of  patients  after  healing  of  the  thoracot- 
omy wound  have  a  persistent  pneumothorax  within 
dense  fibrous  walls.  Such  cavities  occasionally, 
become  filled  with  exudate  the  discovery  of  which 
is  difficult  because  the  densities  of  the  fluid  and  the 
thickened  pleura  are  so  similar.  Little  more  can  be 
done  than  to  call  attention  to  the  findings  and  to 
state  the  various  possibilities.  If  repeated  aspira- 
tions also  fail,  repeated  X-ray  examinations  may 
clear  up  the  uncertainty.  Effusions  tend  to  in- 
crease and  pleural  thickenings  to  decrease.  Unless 
contra-indicated,  there  should  be  repeated  exam- 
ination by  both  fluoroscopic  and  radiographic  meth- 
ods. If  the  information  is  still  insufficient,  examina- 
tion after  injection  of  an  opaque  solution  or  paste 
is  indicated. 

Stewart  has  found  bismuth  pastes  most  satisfac- 
tory. The  danger  of  poisoning  is  minimized  by  se- 
lecting a  pure  salt  and  one  other  than  the  sub- 
nitrate.  Most  reported  cases  of  intoxication  have 
been  traced  to  the  presence  of  nitrites.  With 
proper  asepsis,  re-infection  of  a  sterile  cavity  should 
be  avoidable.  The  difficulty  of  removal  can  be 
overcome  in  a  measure  by  washing  the  cavity  with 
warm  oil.  As  the  paste  interferes  with  drainage  as 
a  rule  only  when  it  is  injected  in  too  large  cavi- 
ties, Stewart  has  discontinued  its  use  in  such  cases. 

A  20  per  cent  solution  of  the  iodides  gave  very 
satisfactory  shadows  but  proved  to  be  too  irritating. 
Most  generally  used  was  a  15  per  cent  solution  of 
thorium  nitrate.  This  is  expensive  but  is  readily 
washed  out  and  does  not  interfere  with  subsequent 
drainage  or  the  continuance  of  Carrel-Dakin  treat- 
ment. Injection  into  large  cavities  is  to  be  avoided 
if  possible.  Later,  at  the  suggestion  of  Lieut. 
Stevens,  a  suspension  of  20  per  cent  bismuth  sub- 
carbonate  in  oil  or  liquid  albolene  was  used  in 
place  of  the  thorium  which  was  difficult  to  obtain. 

All  cases  in  which  any  preparation  of  bismuth  is 
injected  should  have  free  drainage  and  care  should 
be  taken  to  remove  as  much  of  the  injected  material 
as  possible.  D.  R.  Bowen. 

Keilty,  R.  A. :  Empyema,  Its  Pathology  in  Relation 
to  Roentgen-Ray  Examinations.  Am.  J.  Roent- 
genol., 1919,  vi,  70. 

The  statement  has  been  made  that  the  cases  of 
empyema  which  developed  during  the  past  winter's 
epidemic  (1Q17-18)  were  of  a  different  type  from 
those  seen  before.  In  an  experience  of  more  than  a 
year  in  the  United  States  General  Hospital  No.  14, 
however,  Keilty  has  found  no  variance  whatsoever. 
The  erroneous  belief  he  ascribes  to  the  fact  that  when 
the  number  of  cases  increased,  interest  centered 
around  them  and  conditions  which  ordinarily  would 
have  been  lost  sight  of  were  given  undue  importance. 

That  the  terms  "empyema,"  "pleurisy,"  and 
"pleuritis"  are  not  definitely  established  in  the 
minds  of  most  clinicians,  is  one  of  the  major  reasons 


for  the  variance  in  opinion.  "Pleurisy"  is  a  poor 
synonym  for  "pleuritis"  which  is  a  better  term. 
Empyema  of  the  pleural  cavity  is  a  pleuritis  but  a 
pleuritis  is  not  necessarily  an  empyema.  The  term 
"empyema"  should  be  restricted  to  those  cases 
which  have  a  definite  localized  and  walled-off  col- 
lection of  pus  in  the  pleural  cavity.  The  term 
"pleuritis"  includes  all  types  of  inflammatory  pro- 
cesses of  the  pleural  cavity,  acute  or  chronic.  Acute 
pleuritis  is  subdivided  into  fibrinous,  serofibrinous, 
and  purulent.  Empyema  is  a  type  of  the  latter. 
There  may  be  accumulations  within  the  chest  of 
several  different  types  of  fluids  which  are  not 
empyematous.  If  these  facts  are  borne  in  mind,  much 
confusion  will  be  avoided. 

When  empyema  complicates  lobar  pneumonia, 
the  expansion  of  the  lung  from  the  exudate  within 
forces  it  against  the  side  of  the  chest  where  it  is 
held  by  the  plastering  and  sticky  character  of  the 
exudate.  This  mechanical  force  influences  to  a  great 
extent  the  position  of  the  developing  empyema. 
When  the  patient  is  recumbent,  there  are  two  levels 
of  fluid  collection  in  the  presence  of  fibrinous 
exudate,  i.  e.,  anterior  and  posterior.  The  posterior 
collections  are  always  greater  than  the  anterior 
collections  and  more  likely  to  be  in  one  large  area. 
Interlobar  collections  may  occur  at  any  position  and 
are  again  very  often  dependent  upon  the  plastering 
of  the  exudate.  In  Keilty's  experience  these  inter- 
lobar collections  are  uncommon  and  of  small  amount. 
He  believes  that  when  the  diagnosis  is  made  on 
clinical  examination  and  from  X-ray  plates  fre- 
quently, there  is  some  mistake  in  the  interpretation 
of  an  interlobar  condition. 

In  the  bronchopneumonias  the  increase  in  the  size 
of  the  lung  is  less  and  the  collections  are  more 
definitely  posterior  or  lateral.  The  fluid  pressure  is 
then  felt  against  the  lung  which  is  likely  to  be  pressed 
against  the  median  line. 

Keilty  advises  more  frequent  roentgen  examina- 
tions in  pleuritis  as  on  several  occasions  he  has 
seen  reports  of  roentgen  examinations  which  w-ere 
made  several  days  prior  to  death  and  which  there- 
fore did  not  agree  with  the  postmortem  findings,  not 
because  of  faulty  interpretation  of  the  roentgen 
pictures  but  because  of  changes  which  had  taken 
place  in  the  condition. 

Examinations  made  of  a  large  number  of  cases 
every  three  days  for  a  period  of  five  weeks,  or  from 
the  beginning  of  the  signs  of  pleuritis  to  the  definite 
walling  off  of  an  empyema,  would  be  most  in- 
structive. D.  R.  BowEN. 

Savage,  F.  J. :  The  Treatment  of  Empyema.   Min- 
nesota Med.,  1919,  ii,  95. 

The  Brewer  tube,  connected  with  a  negative 
pressure  apparatus  and  used  early  in  the  disease, 
gives  good  drainage  and  at  the  same  time  prevents 
extreme  collapse  of  the  lung  and  displacement  of  the 
heart.  Resection  may  be  done  latM",  but  in  the 
meantime  a  sufficient  number  of  pleural  adhesions 
are  formed  to  prevent  extreme  collapse  of  the  lung, 
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and  the  mediastinum  is  sufficiently  anchored  by 
adhesions  to  prevent  any  marked  displacement  of 
the  heart. 

When  the  pus  is  not  localized,  resection  of  4  cm.  of 
the  eight  rib,  bej;inning  at  the  angle  and  extending 
outward,  seems  to  be  the  most  satisfactory  opera- 
tion. This  permits  the  use  of  the  Carrel-Dakin 
method  of  treatment  and  gives  dependent  drainage 
during  convalescence.  Localized  pockets  should  be 
opened  as  indicated  in  each  case.  The  earlier  an 
empye'Tia  cavity  is  rendered  sterile,  the  less  fibrous 
tissue  there  will  be  to  keep  the  lung  contracted,  the 
earlier  the  opening  may  be  closed  surgically  or 
allowed  to  granulate  in,  the  quicker  the  lung  will  re- 
expand,  and  the  less  the  probability  of  pocket  forma- 
tion. E.  B.  Freilich. 

TRACHEA   AND   LUNGS 

Jackson,  C:  Dental  Broach  in  "rhe  Bronchus; 
Report  of  a  Case.   Dental  Cosmos,  1919,  Ixi,  201. 

The  writers  report  the  seventh  case  in  their 
experience  of  aspiration  of  a  dental  broach  into  the 
bronchi.  The  short  shank  and  milled  handle  of  a 
dental  broach  causes  it  to  slip  easily  from  the  fingers. 
When  swallowed,  as  has  occurred  in  many  instances 
and  without  any  resulting  harm,  there  is  always  the 
danger  of  perforation  of  the  intestinal  wall.  To 
prevent  swallowing  or  aspiration  of  the  broach 
teachers  of  dentistry  advise  the  use  of  a  rubber  dam 
to  wall  off  the  throat  and  mouth  cavities. 

When  aspirated,  the  dental  broach  often  reaches 
the  smaller  divisions  of  the  bronchi  because  of  its 
small  size.  In  such  cases  it  is  difficult  to  remove  it. 
In  most  instances  it  has  been  found  with  the  point 
up  and  there  was  little  probability  that  it  would  be 
coughed  out  as  the  point  tended  to  catch  in  the  walls 
of  the  bronchi  or  lodge  in  the  narrow  laryngeal 
orifice. 

In  the  case  reported  the  patient  was  a  woman, 
45  years  of  age.  The  broach  was  removed  under 
local  anaesthesia  by  bronchoscopy  on  the  ninth  day 
following  the  accident  in  ten  minutes  and  i  second 
and  without  any  resulting  reaction.  The  fact  that 
in  this  case  there  was  only  a  slight  disturbance 
following  the  aspiration  of  the  broach  emphasizes 
the  importance  of  early  roentgenographic  localiza- 
tion. If  the  foreign  body  which  has  disappeared 
down  the  pharynx  is  lodged  in  the  oesophagus  or 
bronchus,  it  may  then  be  removed  before  it  does 
any  harm,  while  if  it  has  entered  the  lower  alimen- 
tary tract,  its  progress  may  be  watched  so  that 
preparations  may  be  made  to  remove  it  by  laparot- 
omy if  perforation  is  threatened. 

H.  H.  Freilich. 

Corlette,  C.  E.:  An  Improved  Operation  for  Large 
Hydatid  Cyst  of  the  Lung.  Med.  J.  Australia, 
1919,  i,  168. 

The  semi-prone  position,  with  the  side  to  be  opened 
at  the  edge  of  the  table  and  downward,  is  recom- 
mended by  the  author  in  operations  for  hydatid 


cyst  of  the  lung  and  empyemata.  In  cases  of  hyda- 
tid cyst,  when  drowning  is  a  real  peril,  this  position 
manifestly  diminishes  the  risk  of  flooding  the  bron- 
chial system  of  the  sound  lung,  while  at  the  same 
time  the  force  of  gravity  and  the  downward  and 
outward  rush  of  water  brings  the  parasitic  cyst-wall 
out  into  the  wound,  greatly  facilitating  its  extraction. 

As  regards  the  method  of  entering  the  thorax,  an 
incision  not  quite  along  the  line  of  a  rib,  but  approx- 
imately transverse,  is  suitable  for  cases  in  which  it 
is  probable  that  portions  of  more  than  one  rib  must 
be  removed.  In  addition,  the  author's  method  of 
splitting  the  latissimus  dorsi  in  the  direction  of  its 
fibers,  instead  of  cutting  across  it,  lends  itself  par- 
ticularly well  to  a  thoracotomy  which  is  to  be  closed 
immediately  by  layered  suture,  pleura  to  pleura, 
muscle  to  muscle,  and  skin  to  skin. 

The  most  satisfactory  and  distinctive  part  of  the 
operation  is  the  treatment  of  the  sac  after  evacua- 
tion, not  by  the  insertion  of  a  drainage  tube,  as  is 
the  usual  practice,  but  by  immediate  closure.  The 
writer  reports  a  case  in  which  immediate  closure 
following  evacuation  of  the  cyst  gave  good  results. 

H.  H.  Freilich. 

Lilienthal,  H.,  Brickner,  W.  M.,  and  Kellogg,  W.  A.: 
Thoracic  Injuries;  Report  of  Cases  Treated  by 
Surgical  Team  39  at  Evacuation  Hospital  No.  8 
from  Sept,  6  to  Oct,  25,  1918.  /.  Am.  M.  Ass., 
1919,  Ixx'i,  839. 

Of  a  total  of  67  cases  of  thoracic  injuries  treated 
by  the  authors,  16  (23.8  per  cent)  were  fatal.  Of 
51  patients  operated  upon  14  (27.4  per  cent)  died, 
while  of  16  patients  upon  whom  no  operation  was 
performed  only  6.2  per  cent  died. 

The  wounds  seen  in  evacuation  hospitals  may  be 
divided  into  two  classes:  (a)  those  which  demand 
repair  of  obvious  injuries  to  the  chest  wall,  such  as 
large  open  wounds  or  extensive  fractures  of  ribs 
with  probable  injury  to  the  lungs,  and  (b)  those  in 
which  there  are  injuries  to  the  lung  or  large  foreign 
bodies  in  the  thorax  which  demand  exploration. 

The  wounds  of  the  first  class  should  be  treated 
according  to  ordinary  surgical  principles  and  closed 
as  well  as  possible.  When  there  are  large  defects 
in  the  pleura,  the  opening  should  be  stopped  by 
suturing  in  the  inflated  lung  as  a  plug  if  there  is  not 
sufficient  other  tissue  for  the  purpose. 

The  wounds  of  the  second  class  should  be  op- 
erated upon  by  what  has  been  called  major  inter- 
costal thoracotomy  without  resection  of  the  ribs. 
With  the  aid  of  a  well  constructed  rib  retractor, 
an  ample  opening  can  be  made  through  which  all 
parts  may  be  clearly  inspected  and  operations  on 
the  lungs,  diaphragm,  and  most  portions  of  the 
chest  wall  can  be  performed  with  ease.  In  conclud- 
ing the  operation,  the  ribs  may  be  easily  brought 
together  and  the  pleura  fully  approximated  by 
three  pericostal  sutures  of  absorbable  material. 
Whether  or  not  there  should  be  approximation  of 
the  skin,  is  a  matter  to  be  decided  in  each  case. 

Wounds  may  present  the  character  of  both  of  the 
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classes  described.  In  such  cases  the  principle  of 
visual  exploration  with  the  aid  of  a  rib  spreader 
should  be  followed. 

Some  kind  of  forced  anicsthesia,  such  as  the  intra- 
pharyngeal  method,  is  absolutely  necessary  for  the 
full  exploration  of  recent  wounds  of  the  thorax. 

All  thoracic  wounds  should  be  under  observation 
at  the  evacuation  hospital  for  not  less  than  ten  days 
and  even  then  it  is  possible  that  complications, 
mechanical  or  due  to  infection,  may  occur  later. 

Pneumonia  of  the  opposite  lung  is  the  greatest 
immediate  danger  in  these  cases.  While  its  cause 
is  unknown,  the  patient  should  be  guarded  against 
cold  and  exposure,  especially  during  the  change  of 
dressings.  E.  B.  Freilich. 

PHARYNX  AND   (ESOPHAGUS 

Huntington,  J.  L.,  Young,  J.  H.,  and  Foot,  N.  C: 
Report  of  a  Case  of  Congenital  Atresia  of  the 
CEsophagus.  Boston  M.^  S.  J  ,  1919   -Ixxx,  354. 

Huntington,  Young,  and  Foot  report  a  case  of 
congenital  atresia  of  the  oesophagus  in  which  the 
condition  was  demonstrated  at  autopsy. 

The  patient,  a  female  child,  was  born  at  term, 
with  normal  delivery.  Though  it  breathed  at  once, 
it  seemed  to  be  secreting  a  great  deal  of  mucus  and 
required  constant  attention  for  the  first  two  hours 
because  of  repeated  attacks  of  cyanosis  and  choking. 
Whenever  there  was  respiratory  difliculty,  the 
evacuation  of  a  dram  or  two  of  thick,  tenacious, 
slightly  yellow  mucus  by  the  mouth  would  give 
temporary  relief. 

The  patient  was  six  hours  old  when  first  seen  by  the 
surgeon.  At  first  examination  nothing  unusual  was 
suspected  as,  except  for  the  large  amount  of  mucus 
in  the  throat,  it  appeared  normal.  When  seen  the 
next  day,  the  amount  of  mucus  was  considerable 
and  the  attacks  of  choking  and  cyanosis  frequent. 
The  child  had  had  normal  meconium  movements 
and  had  passed  urine.  When  given  water  from  a 
medicine  dropper  and  when  put  to  the  breast,  it 
would  take  a  mouthful,  choke,  and  stop  breathing. 
When  finally  an  attempt  was  made  to  give  a  tube 
feeding,  the  tube  met  with  an  obstruction  5  inches 
below  the  gums.  Beyond  this  no  fluid  would  pass. 
Although  the  tube  caused  no  discomfort,  respiration 
ceased  when  the  attempt  was  made  to  pour  in 
fluid.  Complefte  obstruction  of  the  oesophagus  was 
evident.  Surgical  treatment  was  not  justifiable 
because  of  the  poor  physical  condition  of  the 
patient  who  died  on  the  fourth  day,  death  being 
due  to  exhaustion  and  an  inhalation  pneumonia. 

At  autopsy  it  was  found  that,  beginning  at  the 
pharynx,  the  oesophagus  extended  downward  to  a 
point  3.5  cm.  below  the  glottis,  where  it  terminated 
abruptly  in  a  rounded,  slightly  tapering,  blind 
extremity  not  unlike  the  thumb  of  a  glove.  This 
was  1.5  cm.  in  diameter,  with  thickened  walls  2  mm. 
in  diameter,  and  contained  a  good  deal  of  thick, 
tenacious  mucus.  From  its  extremity,  a  small  mus- 
culofibrous  cord  continued  to  a  lower  oesophageal 


segment  2.5  cm.  further  down.  The  cord  measured 
I  mm.  in  thickness.  The  lower  segment  of  the 
tt'sophagus  opened  out  of  the  trachea,  just  at  its 
point  of  bifurcation.  In  its  general  structure  and 
size  it  appeared  to  be  similar  to  a  normal  asoph- 
agus,  being  i  cm.  in  diameter,  and  having  walls  of 
normal  thickness  and  color.  It  terminated  normally 
in  the  cardiac  end  of  the  stomach.  The  opening 
into  the  trachea  was  a  small,  transverse  slit,  about 
5  mm.  in  width,  communicating  with  the  posterior 
surface  of  the  trachea  at  a  point  directly  behind 
the  bifurcation.  For  1.5  cm.  above  this  com- 
munication there  was  a  suggestion  of  funnel-shaped 
bulging  of  the  posterior  tracheal  wall. 

Microscopic  examination  of  cross  sections  of  the 
connecting  cord  taken  at  different  levels  showed  no 
trace  of  epithelial  tissue,  it  being  made  up  of 
longitudinally  arranged  muscle  fibres  and  inter- 
muscular connective  tissue.  The  muscle  was 
striated. 

There  are  several  theories  to  explain  the  anomaly. 
The  most  probable  is  that,  it  was  due  to  pressure  dur- 
ing the  development  of  the  oesophagus.  At  an  early 
period,  the  walls  of  the  foregut  grow  toward  one 
another  to  form  two  folds.  In  front  of  these  folds 
is  the  future  trachea  and  behind  them  the  future 
oesophagus.  If.  during  this  phase  of  development, 
pressure  is  exerted  at  a  point  near  the  bifurcation 
of  the  respiratory  tract  by  the  impinging  processes 
of  body-cavity,  the  fusion  will  take  place  along 
new  lines  at  this  point.  As  a  result  there  will 
be  a  shunting-out  of  the  lower  two-thirds  of  the 
oesophagus  from  the  foregut  into  the  respiratory 
tract  and  an  obliteration  of  the  lower  extremity  of 
the  upper  third  of  the  oesophagus,  with  the  forma- 
tion of  an  upper  blind  segment  or  cul-de-sac  com- 
munication with  the  mouth.  It  is  easilj^  seen  how 
such  an  anomaly,  with  the  presence  of  numerous 
mucous  glands  in  the  pharj'nx  and  upper  cul-de-sac 
actively  secreting,  and  in  the  cul-de-sac,  possibly 
hypertrophied,  would  cause  the  collection  of  much 
mucus  in  the  mouth  and  upper  air  passages.  This 
could  not  be  swallowed  and  if  inhaled  might  excite 
further  secretion  in  the  trachea  and  bronchi  from 
the  resulting  irritation  and  thus  establish  a  vicious 
circle.  G.  W.  Hochrein. 

MISCELLANEOUS 

Le  Fort,  R. :    One  Hundred  Extractions  of  Pro- 
jectiles  From   the  Mediastinum  or   Its   Im- 
mediate Neighborhood  (icx)  cas  d'extractions  de 
projectiles  inclus  dans  le  mediastin  ou  son  voisinage 
immediat).   Bull.  Acad,  de  med.,  Par.,  1919,  Ixxxi, 
195- 
Le  Fort's  hundred  operations  were  done  on  97 
patients  for  the  extraction  of  106  projectiles.    From 
1916  to  1Q18  the  number  of  successful  extractions 
improved  from  77.1   to  100  per  cent,  the  last  21 
operations  in  1918  all  being  successful.    This  latter 
percentage  was  due  principally  to  the  adoption  of 
the  transpleural  route  with  extensive  resection  of 
one  rib  and  simple  section  of  the  cartilages. 


GENERAL  SURGERY  —  SURGERY  OF  THE  ABDOMEN 


13 


The  conclusions  drawn  from  these  cases  are: 

1 .  All  valuable  technical  methods  should  be  used 
before  and  during  the  operation,  especially  radiog- 
raphy. 

2.  The  operation  should  be  performed  in  full  day- 
light or  under  the  screen  with  the  assistance  of  an 
experienced  radiologist  or  under  intermittent  control 
of  the  screen. 


3.  Except  in  unusual  cases  the  wide  anterior 
transpleural  route  should  be  used. 

4.  The  operation  should  be  performed  in  a  well 
heated  room,  and  after  operation  the  patient 
should  be  kept  absolutely  quiet  in  a  moist,  warm 
atmosphere. 

5.  The  wound  should  not  be  drained. 

W.  A.  Brennan. 
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ABDOMINAL   WALL   AND   PERITONEUM 

Frank,  L,:    Sliding  Hernia;  With  Report  of  Two 
Cases  Involving  the  Urinary  Bladder.    Am.  J. 

Surg.,  1919,  xxxiii,  49. 

A  comprehensive  discussion  of  sliding  hernia  of 
the  urinary  bladder  must  necessarily  include  other 
types  of  sliding  hernia  because  the  pathology  in  all 
is  practically  identical.  In  less  degree  it  must  con- 
sider also  hc/nias  in  which  a  portion  of  the  bladder 
occupies  the  true  hernial  sac,  although  the  sliding 
process  may  form  no  part  of  the  pathology.  Few 
instances  of  sliding  vesical  hernia  have  been  re- 
corded. 

In  4,285  herniotomies  performed  in  one  of  the 
largest  American  hospitals,  a  portion  of  the  bladder 
was  found  in  the  hernial  sac  in  only  8  instances. 

Vesical  hernia,  whether  sliding  or  not,  occurs  with 
greater  frequency  in  males  than  in  females,  the 
proportion  being  about  4  to  i. 

By  the  term  "sliding  hernia"  or  the  "hernia  par 
glissement "  of  the  French  is  meant  a  hernia  in  which 
a  portion  or  all  of  some  of  the  slightly  mobile  pelvic 
viscera  slide  downward  through  the  opening  into  the 
hernial  sac,  with  or  without  intestine  or  omentum, 
the  sliding  organ  necessarily  being  incompletely 
enclosed  by  peritoneum. 

Sliding  herniae  involving  any  of  the  pelvic  viscera 
are  comparatively  very  uncommon.  In  a  series  of 
over  500  herniotomies  mentioned  by  Kirschner  in 
191 1  the  hernia  was  said  to  be  a  sliding  hernia  in 
only  15  instances. 

The  most  rare  type  of  sliding  hernia  is  that  in 
which  the  bladder  constitutes  the  sliding  viscus. 
This  condition  is  so  infrequently  observed  that  many 
authors  doubt  its  existence  and  therefore  ignore  the 
subject  entirely.  Cooper  in  1804  reported  what  was 
undoubtedly  a  sliding  vesical  hernia  though  it  was 
unrecognized.  His  report,  which  is  the  first  compre- 
hensive description  the  author  had  been  able  to 
find  in  the  literature,  he  quotes  verbatim. 

The  comparative  incidence  of  sliding  vesical 
hernia  cannot  be  even  approximately  estimated. 
In  Kirschner's  15  cases  of  sliding  hernia  noted  in  a 
series  of  over  500  herniotomies  the  bladder  is  not 
mentioned  as  the  sliding  viscus.  In  the  8  cases  of 
vesical  protrusion  in  the  4,285  herniotomies  cited, 
350  cases  of  vesical  hernia  reported  by  Bruner,  Curtis 
and  others,  and  192  cases  collected  by  Cheesman,  no 
mention  is  made  of  the  sliding  type. 


During  the  last  twelve  months  3  cases  of  sliding 
hernia  have  come  under  the  author's  personal 
observation.  In  2,  the  sliding  viscus  was  the  blad- 
der. In  the  third,  a  small  segment  of  the  descend- 
ing colon  without  peritoneal  investment  was  found 
in  the  hernial  sac.  All  of  the  patients  were  sub- 
jected to  surgical  treatment  with  satisfactory 
results. 

No  other  cases  of  sliding  vesical  hernia  have  been 
seen  in  the  author's  surgical  experience  extending 
over  a  period  of  more  than  twenty-five  years. 

The  details  of  the  2  cases  in  which  the  bladder 
was  involved  are  reported  and  illustrations  show 
the  operative  findings  and  the  method  of  closure. 

GASTRO-INTESTINAL  TRACT 

MoUer,  J.  F.:    Invagination  of  the  Stomach   (In 

vaginatio  ventriculi).    Hosp.-Tid.,  i9i8^1xi,  1592. 

In  the  case  reported  the  patient,  a  woman  aged 
66  years,  came  to  the  hospital  for  treatment  of  a 
fractured  femur.  There  was  no  history  of  gastro- 
intestinal trouble.  Shortly  afterward,  however, 
diarrhoea  with  blood  and  mucus  in  the  stools  and 
continuous  vomiting  began.  The  abdomen  was 
flacid  and  there  was  no  tenderness  below  the  um- 
bilicus. In  the  epigastric  region  some  distension 
was  noted.  The  stools  continued  to  show  blood  and 
were  watery  in  consistency.  Dyspnoea  finally  de- 
veloped and  the  patient  died. 

At  autopsy  no  signs  of  peritonitis  were  found. 
The  intestines  were  collapsed  and  the  stomach  and 
upper  duodenum  were  distended.  In  the  descending 
colon  were  three  small  pedunculated  tumors.  The 
cause  of  death  was  found  to  be  a  polypoid  tumor 
which  had  its  origin  in  the  anterior  wall  of  the 
stomach  and  had  penetrated  into  the  duodenum, 
drawing  the  anterior  stomach  wall  with  it.  The 
pedicle  of  the  growth  was  3  cms.  thick  but  only  i 
cm.  long.  Microscopically  this  tumor  and  those  in 
the  colon  were  adenomata. 

Apparently  the  gastric  tumor  had  caused  no 
symptoms  until  it  had  become  fixed  in  the  duode- 
num, and  its  condition  made  it  seem  probable 
that  the  invagination  of  the  stomach  was  an  acute 
process  which  had  begun  only  shortly  before  death. 

The  author  found  the  reports  of  only  two  other 
cases  in  the  literature.  In  both  of  these  also  the 
patients  were  elderly  women  but  the  condition  wcs 
chronic. 
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Preoperative  diagnosis  is  practically  impossible; 
the  condition  is  interpreted  as  cancer,  ulcer,  vol- 
vulus, high  intestinal  obstruction,  or  acute  gastric 
dilatation.  If  the  tumor  or  invaginated  portion  of 
the  stomach  is  excised  early  recovery  is  probable. 

W.  A.  Brennan. 

Rowe,  O.  W.,  and  Coventry,  W.  A.:  The  Treat- 
ment of  Hypertrophic  Stenosis  in  Infancy. 

J. -Lancet.,  1919,  xxxix,  137. 

This  article  is  a  detailed  account  of  12  cases 
which  came  under  the  author's  observation  at  the 
Duluth  clinic  during  a  seven  months'  service. 
All  the  patients  were  treated  medically,  and  5  were 
treated  surgically.     One  patient  died. 

On  the  basis  of  his  experience  the  author  con- 
cludes that: 

1.  Medical  treatment  should  be  offered  in  all 
cases  of  congenital  hypertrophic  stenosis  until  it 
has  been  definitely  determined  that  surgery  is  nec- 
essary. 

2.  The  farina  treatment  described  by  Sauer  is  of 
distinct  value  in  selected  cases. 

3.  The  symptoms  which  demand  surgical  in- 
tervention are  rapid  loss  in  weight,  persistent  forci- 
ble vomiting,  and  active  gastric  peristalsis. 

4.  The  roentgen-ray  and  the  duodenal  catheter 
reveal  nothing  which  is  not  easily  discovered  by 
simple  physical  examination,  and  are  not  without 
danger.  H.  J.  Van  den  Berg. 

Meengs,  J.  E. :    Organic  and  Functional  Achylia 
Gastrica.  /.  Michigan  M.  Soc,  1919,  xviii,  96. 

Meengs  calls  attention  to  the  importance  of 
distinguishing  between  organic  and  functional 
achylia,  because  in  the  former  the  dietetic  regime 
is  governed  by  the  condition  of  the  mucous  mem- 
brane of  the  stomach,  while  in  the  latter,  a  regular 
"Mastkur,"  the  increasing  of  the  amount  of  nourish- 
ment to  the  point  of  greatest  assimilation  and  a 
general  building  up  of  the  body  and  nervous  system, 
is  required. 

Organic  achylia  in  which  there  is  more  or  less 
atrophy  of  the  mucous  membrane,  is  often  caused 
by  chronic  gastritis  or  is  associated  with  carcinoma 
of  the  stomach.  It  occurs  also  in  old  age  when 
arteriosclerosis  produces  atrophy  of  the  mucous 
membrane  and  may  accompany  chronic  kidney, 
liver,  heart,  and  lung  conditions,  especially  tubercu- 
losis and  syphilis.  Another  and  frequent  cause  is  a 
neurosis,  ©ften  a  functional  weakness  of  the  secreting 
glands  of  the  stomach,  while  in  very  many  instances 
the  condition  is  due  to  anaemia. 

In  functional  achylia  there  is  a  functional  change 
in  the  secreting  glands  of  the  mucous  membrane. 
This  condition  may  be  inherited  or  acquired. 

In  the  diagnosis  of  achylia  the  test-meal  is  of 
first  importance.  Mucus,  HCl,  and  pepsin  are 
entirely  absent  or  present  in  only  verj'  small 
amounts.  According  to  Schmidt,  the  combined 
acid  is  below  20.    Stomach  motility  is  increased. 


The  stomach  contents  are  very  lumpy,  little  di- 
gested, and  often  form  large  masses. 

As  to  symptoms,  there  is  often  neither  tenderness 
nor  pain,  but  in  some  cases  complaint  is  made  of 
all  possible  variations  of  pain  in  the  stomach  and 
bowels,  tenderness  and  distention,  eructations,  and 
vomiting.    Diarrha-a  may  also  be  present. 

The  stool  in  the  diarrhoea  of  achylia  is  often 
large  and  the  loss  of  nitrogen  three  times  as  great 
as  in  normal  cases. 

The  differential  diagnosis  between  chronic  gas- 
tritis and  achylia  is  frequently  difficult.  In  gastritis 
there  is  a  larger  amount  of  mucus,  the  gastric 
contents  are  thinner,  the  deficiency  in  HCl  and 
ferments  is  greater,  and  the  motility  not  so  great 
and  very  often  much  reduced. 

Also  difficult  is  the  differential  diagnosis  between 
achylia  and  carcinoma.  In  carcinoma  there  is 
often  a  palpable  tumor,  rapid  loss  of  strength, 
positive  Salomon  reaction,  and  the  presence  of  lactic 
acid  and  occult  blood  in  the  stool. 

In  the  diagnosis  of  functional  achylia  the  patient's 
history  is  essential  as  it  is  important  to  determine 
whether  he  has  always  been  nervous  and  whether 
his  body  suffers  from  a  general  lack  of  tone. 

In  the  case  of  persons  who  have  a  small  and  long 
thorax,  sharp  costal  angle,  a  floating  tenth  rib, 
dropped  heart,  enteroptosis.  congenital  defects, 
and  diastasis  of  the  recti,  and  in  young  persons  with 
hernia,  an  inherited  functional  weakness  of  the 
gastric  mucosa  may  be  indicated. 

The  splashing  sound  in  the  stomach  denoting 
atony  speaks  more  for  functional  achylia.  as  do 
also  the  signs  of  neurasthenia,  hysteria,  chlorosis, 
anaemia  and  marked  exhaustion,  the  presence  of 
neurotic  pains  in  the  gastric  region,  pain  and  dis- 
tention after  nervous  excitement,  insomnia,  head- 
ache, and  a  change  in  the  voice  tones.  Still  another 
indication  of  this  condition  is  given  when  the  stom- 
ach symptoms  and  diarrhoea  j-ield  to  dietetic  treat- 
ment and  building-up  of  the  general  health. 

The  prognosis  is  far  better  in  functional,  than 
in  organic,  achyha  and  that  of  the  acquired  func- 
tional achylia  far  better  than  that  of  inherited  and 
constitutional  achylia.  In  real  atroph}^  of  the 
mucous  membrane  the  prognosis  is  unfavorable 
because  the  atrophied  mucosa  cannot  be  restored. 

The  author's  conclusions  are: 

1.  Functional  achylia  occurs  far  more  frequently 
than  organic  achylia. 

2.  The  differential  diagnosis  cannot  always  be 
established  with  certainty. 

3.  The  etiology,  the  patient's  history,  the  syn- 
drome, and  the  laboratorj'  and  X-ray  findings  often 
lead  to  the  diagnosis. 

4.  The  signs  of  neurasthenia,  asthenia,  or  a  gen- 
eral enteroptosis   point  more  to  functional  achylia. 

5.  If  the  presence  of  anatomic  changes  in  the 
mucosa  of  stomach  and  bowel  can  be  established 
by  analysis  of  the  stomach  contents  and  of  the 
stool,  the  condition  is  organic  achylia. 

G.  W.  HOCHREIN. 
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Pauchet,  v.:  Gastric  Surgery  (Chirurgie  gastrique). 
Bull  el  mim.  Soc.  dc  chit,  de  Par.,  1919,  xlv,  420. 

For  the  purpose  of  discussing  what  should  be  done 
in  such  cases  Pauchet  reports  three  accidents  which 
occurred  in  the  course  of  gastric  operations. 

The  first  accident  was  the  tearing  of  the  lower 
extremity  of  the  spleen  during  the  liberation  of  an 
adherent  stomach.  This  occasioned  a  haemorrhage 
which  caused  the  patient's  death  the  same  day 
although  a  suture  was  placed  in  the  spleen  and  the 
tear  was  covered  with  omentum.  From  this  experi- 
ence the  author  concludes  that  in  accidents  of  this 
kind  every  precaution  must  be  taken  to  procure 
good  haemostasis. 

The  second  accident  reported  was  the  tearing  of 
the  stomach  on  the  lesser  curvature  near  the  cardia 
in  the  course  of  the  removal  of  an  ulcer.  In  this 
instance  Pauchet  decided  to  sacrifice  the  whole 
stomach  and  performed  an  ccsophagojejunostomy. 
The  patient  made  a  good  recovery. 

The  third  accident  was  the  development  of 
ischa^mia  of  the  transverse  colon  in  the  course  of  a 
gastrectomy  for  cancer.  Instead  of  resecting  the 
ischaemic  portion  of  the  colon  and  effecting  an  end- 
to-end  anastomosis  the  author  did  a  right  hemi- 
colectomy with  an  ileocolic  anastomosis.  The 
result  was  good.  W.  A.  Brennan. 

Seigrist,    H. :  Duodenal    Diverticulae.      Cor.-Bl.    f. 

schweiz.  Aertze,  1919,  xlix,  47. 

As  only  about  73  cases  of  duodenal  diverticulae 
have  been  reported  in  literature  it  would  seem  that 
their  occurrence  is  rare. 

Seigrist  reports  the  case  of  a  man  48  years  old  who 
complained  of  gastric  trouble.  At  the  age  of  23  he 
had  an  abdominal  traumatism  following  which  he 
felt  sharp  pains  in  the  umbilical  region.  Shortly 
afterward  an  epigastric  hernia  developed.  The  pain 
did  not  disappear  after  a  radical  operation  for  the 
hernia.  A  small  tumor  the  size  of  a  pigeon's  egg 
could  be  palpated  to  the  right  side  of  the  vertebral 
column  in  the  pyloric  region.  Radiography  showed 
a  round  spot  in  the  same  region  adjacent  to  the 
shadow  of  the  duodenum  which  remained  visible 
even  after  the  bismuth  meal  had  passed. 

During  an  exploratory  laparotomy  a  cystic  tumor 
the  size  of  a  prune  was  found.  This  proved  to  be  a 
duodenal  diverticulum  implanted  on  the  second 
part  of  the  segment  of  the  intestine  in  the  region  of 
Vater's  ampulla  and  united  by  adhesions  to  the  head 
of  the  pancreas.  The  resection  of  the  diverticulum 
was  easily  accomplished  and  the  patient  recovered. 
The  diverticular  sac  contained  intestinal  fluid  but 
no  foreign  body.  Microscopically  it  consisted  of  a 
mucous  coat  with  numerous  Lieberkiihn  glands  and 
a  submucous  coat  with  muscularis  mucosae  contain- 
ing Briinner's  glands. 

This  was  a  case  of  false  acquired  duodenal 
diverticulum.  The  true  congenital  diverticulum 
with  serous  coat  is  very  much  more  rare  and  is 
always  observed  in  the  first  part  of  the  duodenum. 

In  the  author's  opinion  the  formation  of  this 


diverticulum  was  related  to  the  traumatism  re- 
ported in  the  patient's  history.  This  traumatism 
probably  also  included  the  head  of  the  pancreas 
and,  by  forming  an  area  of  diminished  resistance, 
favored  the  evagination  of  the  duodenal  mucosa. 
The  painful  crises  were  probably  due  to  the  onset 
of  diverticulitis  which  was  indicated  by  the  presence 
of  pancreatic  adhesions.  W.  A.  Brennan. 

Slocker:  Use  of  a  Free  Graft  of  Omentum  to  Cover 
a  Loss  of  Substance  in  tiie  Jejunum  (Utiliza- 
ci6n  de  injerto  libre  de  epiplo6n  sobre  perdida  de 
substancea  en  el  yeyuno).  Rev.  Ibero-Am.  de 
cien.  mid.,  1919,  xli,  81. 

In  the  course  of  an  abdominal  exploration  Slocker 
found  a  loop  of  the  jejunum  incorporated  with  the 
colon  in  a  mass  of  adhesions.  On  separating  the 
two  it  was  impossible  to  cover  the  site  of  the  lesion 
in  the  jejunal  loop  with  serosa.  He  therefore  re- 
sected a  strip  about  10  centimeters  long  from  the 
nearest  healthy  omentum  and  sutured  it  over  the 
serous  defect  in  the  jejunum. 

Such  use  of  a  free  strip  of  omentum  is  not  new 
although  not  common.  In  1829  Jubert  obliterated 
intestinal  wounds  with  an  omental  graft.  The 
method  was  then  abandoned  until  Braun  revived 
it  in  1897  in  a  case  of  perforating  gastric  ulcer. 
More  recently  omentum  has  been  used  in  chole- 
cystectomies, to  cover  deep  sutures  of  the  stomach 
after  resection  of  ulcers  in  the  lesser  curvature,  and 
in  the  reconstruction  of  the  common  duct  after 
operations  on  the  biliary  passages. 

In  the  author's  opinion  the  use  of  omentum  is 
preferable  to  the  use  of  any  other  kind  of  tissue 
for  organs  covered  by  peritoneum  as  it  is  the  most 
analogous  material,  the  quickest  to  adhere,  and 
prevents  posterior  adhesions  with  neighboring 
organs.  In  his  own  case  but  for  the  use  of  this 
graft  a  perforation  peritonitis,  either  general  or 
local,  would  have  resulted,  and  as  a  consequence 
either  death  or  the  formation  of  a  jejunal  fistula. 

W.  A.  Brexxan. 

Soederlund,  G.:  Subcutaneous  Intestinal  Rup- 
tures (Ueber  subkutane  Darmrupturen).  Nord. 
med.  Ark.,  1919,  li,  (Kirurg.)  No.  5. 

Soederlund's  long  article  which  makes  up  the 
entire  issue  of  the  magazine  treats  exhaus- 
tively of  both  intraperitoneal  and  retroperitoneal 
subcutaneous  ruptures  of  the  intestine. 

A  total  of  16  intraperitoneal  ruptures  were 
operated  upon,  11  in  the  surgical  clinic  at  Upsala 
from  1910  to  1916,  and  5  at  the  clinic  in  Gothen- 
burg since  1916.  The  histories  of  the  11  cases  in  the 
clinic  at  Upsala  are  given  in  detail. 

During  the  same  period  of  time  only  one  opera- 
tion was  performed  for  retroperitoneal  rupture. 
Thirty-seven  similar  cases  have  been  collected 
from  the  literature  and  are  reviewed. 

The  symptoms  of  subcutaneous  intraperitoneal 
rupture  of  the  intestine  are  both  local  and  general. 
The  general  symptoms  consist  of  shock,  quickened 
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pulse  rate,  and  increased  temperature,  and  are 
of  little  value  in  the  diagnosis  except  in  connection 
with  the  local  symptoms.  The  latter,  which  consist 
of  pain,  a  local  muscular  defence  reaction  and  in- 
tense sensitiveness  in  the  abdominal  wall  and  rectum, . 
are  of  value  especially  in  the  diagnosis  and  differ- 
entiation of  rupture  from  simple  intestinal  con- 
tusion. 

When  the  patient  is  admitted  to  the  hospital  the 
abdomen  should  be  carefully  examined  every  hour 
or  even  more  frequently  for  the  development  of 
pain  or  the  intensification  of  existing  pain;  also 
for  tenderness  on  localized  abdominal  pressure 
and  pressure  per  rectum.  When,  in  addition  to  the 
general  symptoms  described,  these  findings  are 
positive  and  there  is  dullness  in  the  region  of  the 
injury,  the  indications  point  to  rupture.  Expect- 
ancy should  be  limited  to  one  hour.  If  at  the  end  of 
that  time  the  patient's  condition  has  not  changed, 
he  should  be  operated  upon  immediately. 

In  cases  o^  intraperitoneal  rupture  Soederlund 
sutures  the  intestinal  rupture  or  resects  the  in- 
testine and  then  mops  up  the  peritoneal  cavity 
but  does  not  wash  it  out.  In  lo  cases  suturing 
was  done,  and  in  i  case,  resection.  There  were  8 
complete  recoveries  and  3  deaths. 

The  operative  treatment  of  retroperitoneal  sub- 
cutaneous rupture  of  the  intestine  is  especially 
troublesome.  It  is  difficult  to  reach  the  posterior 
wall  of  the  bowel,  particularly  in  the  duodenal 
region,  and  very  difficult  to  plan  the  method  and 
execute  a  suture.  Moreover,  suturing  may  not 
suffice. 

A  phlegmon  usually  develops.  When  situated  on 
the  right  side,  the  phlegmon  extends  toward  the 
right  kidney  and  down  along  the  psoas  muscle  into 
the  pelvis.  In  the  author's  case  a  phlegmon  de- 
veloped on  the  left  side.  When  death  occurs  it  is 
generally  due  to  diffuse  peritonitis  or  the  excep- 
tionally toxic  nature  of  the  retroperitoneal  phlegmon. 

The  difficulty  of  locating  and  treating  a  rupture, 
however,  is  not  to  be  feared  so  much  as  the  fact 
that  in  the  laparotomy  it  may  be  overlooked  by  the 
surgeon  altogether. 

In  37  cases  of  retroperitoneal  ruptures  collected 
from  the  literature  there  were  8  in  which  no  opera- 
tion was  done  and  29  cases  which  were  treated 
surgically.  In  only  fifteen  of  the  latter  was  the 
rupture  discovered  at  operation.  The  others  were 
found  at  autopsy.  The  examining  surgeon  may  con- 
sider the  condition  due  to  retroperitoneal  haemor- 
rhage and  close  the  abdomen  with  fatal  result. 

In  the  author's  case  the  rupture  was  discovered 
during  operation  and  sutured  but  the  patient  died 
after  two  days.  In  this  instance  the  most  character- 
istic finding  was  a  limited  bulging  of  the  posterior 
parietal  peritoneum  just  to  the  left  of  the  duodeno- 
jejunal flexure. 

In  reviewing  the  literature  Soederlund  thinks  it 
noteworthy  that  3  patients  with  retroperitoneal 
duodenal  rupture  should  have  recovered  after 
simple   suture.     Though    difficult,    therefore,    this 


procedure  can  be  adopted  with  the  hope  of  success 
and  applied  when  (i)  the  rupture  is  small  and  docs 
not  exceed  half  the  periphery  of  the  intestine;  (2) 
when  the  wall  of  the  intestine  in  the  vicinity  of  the 
rupture  is  not  badly  or  extensively  contused;  and 
(3)  when  only  a  short  time  has  elapsed  between 
injury  and  operation,  i.  e.,  not  exceeding  twelve 
hours.  This  latter  condition  is  very  important  as  in 
a  case  in  which  suturing  was  done  about  seventeen 
hours  after  the  injury  death  resulted  from  in- 
sufficiency of  the  sutures,  whereas  in  another  case, 
in  which  a  similar  operation  was  done  nine  hours 
after  the  injury,  the  sutures  held. 

If  the  above  conditions  are  not  met.  resection 
may  save  the  patient's  life.  Two  cases  in  which  a 
simple  suture  was  done  seventeen  and  twenty-four 
hours,  respectively,  after  the  injury  terminated 
fatally.  Both  patients  perhaps  would  have  been 
saved  by  resection.  Soederlund  is  of  the  opinion 
that  the  failure  of  the  sutures  to  hold  should  be 
traced,  not  to  the  suture  material,  but  rather  to  the 
special  conditions  surrounding  a  retroperitoneal 
rupture. 

A  short  resume  of  retroperitoneal  ruptures  of  the 
intestine  reported  in  the  literature  is  appended  to 
the  article.  W.  A.  Brennan. 

Reed,  R.  J.:    Intestinal  Tumors.    W.  Virginia,  M. 
J.,  1919,  xiii,  324. 

Bowel  tumors  are  classified  as  malignant  tumors 
and  benign  tumors.  Among  the  former  are  carci- 
noma and  sarcoma.  Carcinoma  occurs  about  twen- 
ty times  as  often  as  sarcoma. 

Virtually  half  of  all  intestinal  carcinomata  are 
found  in  the  rectum.  It  is  a  disease  of  advanced 
years  which  affects  males  three  times  as  often  as  fe- 
males. The  carcinomatous  growth  is  usually  single 
and  shows  a  tendency  to  early  ulceration  with  bleed- 
ing and  perforation  into  the  peritoneal  cavity  or 
neighboring  viscera.  By  the  contraction  of  its 
fibrous  stroma  as  it  encircles  the  intestine  it  causes 
progressive  stenosis.  Secondary  manifestations  are 
found  in  the  mesentery  and  peritoneum.  An  early 
symptom  when  these  structures  are  involved  is  as- 
cites. The  further  spread  of  the  disease  is  by  way  of 
the  lymphatics  and  blood  channels,  secondary  tu- 
mors being  formed  in  the  liver  and  other  organs. 

Sarcoma  is  found  about  equally  often  in  the  large 
and  small  intestines.  In  the  large  bowel  its  most 
frequent  location  is  the  rectum.  It  occurs  more  often 
in  men  between  the  fortieth  and  fiftieth  years  of  age. 
The  tumor  is  usually  large  and  is  less  likely  to  form 
stenosis  than  carcinoma  but  metastasizes  earlier 
and  develops  more  rapidly,  causing  death  usually 
within  one  year,  particularly  when  it  involves  the 
small  bowel.  Through  the  lymphatics  and  blood- 
vessels large  tumors  are  formed  in  the  mesenteric 
glands.  Like  carcinoma,  sarcoma  tends  also  to  in- 
vade the  surrounding  structures. 

Benign  tumors  of  the  intestines  are  less  frequent 
than  malignant  tumors  and  may  not  give  any  indi- 
cation of  their  presence.   When  they  do,  they  mani- 
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fest  themselves  by  intussusception  of  the  intestine, 
malignant  degeneration,  or,  after  reaching  consid- 
erable size,  symptoms  of  obstruction  due  to  narrow- 
ing of  the  lumen  of  the  intestine,  mechanical  pres- 
sure, or  angulation  of  the  bowel.  The  cystic  and 
dermoid  varieties  of  tumors  are  the  most  rare. 

The  early  symptoms  of  intestinal  tumor  are  usu- 
ally quite  slight.  Those  of  benign  tumors  remain 
slight,  while  in  cases  of  the  malignant  type  of  tumor 
the  peculiarly  foetid  character  of  the  stools  is  soon 
noted.  Only  after  partial  obstruction  of  the  intes- 
tine has  occurred  is  any  progress  made  in  the  diag- 
nosis unless  the  growth  is  very  large  and  the  abdom- 
inal wall  thin.  The  symptoms  differ  in  chronic  and 
acute  obstruction.  They  are  modified  also  by  the 
anatomical  site  and  the  degree  of  the  stenosis.  Gas- 
tric disturbances  followed  by  nausea  are  more  prom- 
inent when  the  stenosis  is  high,  though  some  gastric 
trouble  is  always  present.  Chronic  obstruction  is 
characterized  by  localized  pain,  tympanites,  and 
peristaltic  waves.  As  the  waves  become  more  in- 
tense, the  pains  become  more  severe.  Food  and  the 
posture  of  the  body  are  other  factors  modifying  these 
symptoms. 

A  tumor  in  the  large  intestine  causing  partial 
stenosis  produces  symptoms  which  are  less  marked 
than  those  due  to  a  similar  tumor  in  the  small  intes- 
tine. The  contents  of  the  colon  may  collect  above 
the  obstruction  and  when  this  occurs  constipation  re- 
sults which  is  followed  by  diarrhcea.  If  the  discharge 
has  a  foetid  odor  and  contains  mucus  and  blood,  it 
may  be  concluded  that  the  patient  has  stenosis  of 
the  colon  and  possibly  a  new  growth.  In  recent 
years  the  greatest  aid  in  the  diagnosis  is  the  X-ray. 

Resection  of  the  segment  involved  is  the  only 
treatment  in  the  early  stages.  In  the  advanced  cases 
life  will  be  prolonged  by  palliative  procedures. 

The  writer  has  successfully  used  the  following 
method  of  resection  of  the  bowel: 

A  primary  colostomy  is  performed  and  the  loca- 
tion of  the  tumor  determined.  Four  weeks  later,  the 
coccyx  and  2  in.  of  the  sacrum  are  removed.  The 
haemorrhoidal  veins  are  ligated  and  the  rectum 
freed  extensively  from  its  attachments  in  the  upper 
two-thirds  of  its  length.  The  pelvic  floor  is  then 
opened  and  the  tumor  delivered,  a  strip  of  gauze 
being  placed  above  it  for  the  purpose  of  gentle  and 
steady  traction.  The  mesosigmoid  vessels  are  li- 
gated as  high  as  possible.  After  the  tumor,has  been 
excised,  an  end-to-end  anastomosis  is  done  and  the 
rent  in  the  pelvic  floor  repaired.  An  iodoform-gauze 
drain  is  inserted  at  about  the  site  of  the  union  and 
a  rubber  tube  passed  through  the  rectum  beyond 
the  anastomosis.  F.  P.  Hammond. 

Pages,  F. :  A  Case  of  Retrograde  Strangulation  of 
the  Omentum  (Sobre  un  caso  de  estrangulaci6n 
retr6grada  de  epipl6n).  Rev.  espan.  de  drug.  1919, 
I,  21. 

The  term  "retrograde  strangulation"  was  applied 
by  Maydl  in  1895  to  cases  in  which  a  long  loop  of 
intestine  becomes  wholly  introduced  into  a  hernial 


sac  in  such  a  way  that  there  is  a  return  into  the 
abdomen  of  the  central  part  of  this  loop  while 
the  two  extremities  remain  incarcerated.  The 
circulation  in  the  portion  of  the  loop  in  the  abdomen 
then  becomes  arrested  owing  to  the  pressure  at  the 
mouth  of  the  sac.  A  variety  of  the  condition  is 
found  when  two  distinct  loops  of  small  intestine 
become  incarcerated  in  one  sac,  the  intermediate 
portion  of  the  intestine  lying  outside.  Usually  the 
latter  becomes  necrotic  owing  to  the  obstruction  of 
its  circulation,  but  the  parts  within  the  sac  may  also 
undergo  the  same  alterations. 

In  the  case  detailed  by  Pages  the  omentum  in 
the  region  of  Gimbernat's  ligament  was  incarcerated 
in  a  hernial  sac  in  this  manner,  and  the  portions 
both  inside  and  outside  of  the  sac  were  gangrenous. 
The  gangrenous  portion  was  completely  resected 
and  the  patient  made  a  complete  recovery. 

W.  A.  Brennan. 

Bull,  P. :  The  Clinical  Diagnosis  of  the  Pathologic- 
Anatomic  Changes  Which  Occur  During  the 
First  Three  Days  of  Acute  Appendicitis     (Le 

diagnostic  clinique  des  alterations  pathologiques 
anatomiques  durant  les  trois  premiers  jours  de 
Tappendicite  aigue).  Nord.  med.  Ark.,  1919,  li, 
(Kirurg.)  297. 

As  without  doubt  most  of  the  danger  from  acute 
appendicitis  depends  upon  the  changes  which  take 
place  in  the  appendix,  the  ability  of  the  physician 
to  determine  from  the  clinical  symptoms  just  what 
changes  have  occurred  in  a  given  case  would  be  of 
the  greatest  value. 

Bull  studied  217  cases  of  acute  appendicitis  from 
igo8  to  1917.  One  hundred  and  seventy-seven  of 
these  patients  were  operated  upon  during  the  first 
seventy-two  hours  but  only  161  were  submitted  to 
a  complete  systematic  examination. 

Five  different  positions  in  which  the  appendix  may 
be  found  are  recognized:  (i)  situs  pelvinus;  (2)  situs 
mesocoeliacalis;  (3)  situs  anteroparietales;  (4)  situs 
retrocoecalis;  and  (5)  situs  lateralis.  In  the  174  cases 
reported  the  appendix  was  found  toward  the  median 
line  in  58.6  per  cent,  behind  or  to  the  side  of  the 
caecum  in  35.6  per  cent,  and  touching  the  anterior 
abdominal  wall  in  5.8  per  cent. 

The  presence  of  deep  gangrene  or  perforation  can 
frequently  be  determined  with  certainty  in  the 
course  of  the  first  twenty-four  hours  and  often  in 
the  first  twelve  hours.  When  the  appendicitis  tends 
to  destroy  the  appendix,  the  destruction  usually 
takes  place  during  the  first  forty-eight  hours  and  in 
many  cases  before  the  end  of  the  third  day.  The 
diagnosis  of  acute  appendicitis  was  correct  in  95.5 
per  cent  of  the  cases.  Those  incorrectly  diag- 
nosed included  acute  gastro-enteritis,  paratyphoid 
and  retroperitoneal  or  mesenteric  acute  lympha- 
denitis. The  latter  is  extremely  difficult  to  differ- 
entiate. 

In  concluding,  Bull  expresses  the  opinion  that  the 
absence  of  one  or  even  several  of  the  common 
symptoms  (vomiting,  rapid  pulse,  etc.)  is  no  index 
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of  the  pathologic-anatomic  changes  in  the  appendix. 
One  of  the  best  aids  in  the  diagnosis  is  the  old  rule 
that  if,  after  twenty-four  hours  and  in  spite  of 
rational  treatment,  the  symptoms  do  not  abate, 
the  appendicitis  is  probably  destructive.  When  a 
single  symptom  persists  which  renders  the  experi- 
enced physician  uneasy,  the  condition  is  worse  than 
might  otherwise  be  supposed. 

The  author  discusses  the  clinical  symptoms  as 
regards  pain,  pulse  rate,  temperature,  stools,  blad- 
der findings,  etc.,  in  detail  and  describes  the  manner 
in  which  they  indicate  the  pathologic  conditions  in 
the  appendix  and  peritoneum.  The  accuracy  of  the 
clinical  diagnosis  as  demonstrated  by  the  operative 
findings  in  the  cases  reported  is  shown  in  the  follow- 
ing table: 

Position  Changes    Changes  Acute 
of  Ap-      in  Ap-      in  Peri-  Appen- 
Clinical  Diagnosis  pendix      pendix     toneum    dicitis 

Correct 89  122  122  169 

Incorrect 25  25  22  6 

Doubtful  before  opera- 
tion   8  I  3  2 

Not     decided     before 

operation 39  13  14  ... 


161       161       161 


177 


The  figure  177  in  the  last  column  includes  the  16 
cases  in  which  the  complete  systematic  examination 
was  not  made. 

From  this  table  it  is  evident  that  the  position  of 
the  appendix  was  correctly  determined  before  opera- 
tion in  the  majority  of  the  cases  and  the  pathologic 
changes  in  the  appendix  correctly  determined  in  82.4 
per  cent.  The  diagnoses  of  the  changes  in  the 
peritoneum  were  in  close  accord  with  those  of  the 
changes  in  the  appendix.  W.  A.  Brennan. 

Dubs,  I.:    Acute  Appendicitis  in    the    Old.    Cor.- 
Bl.f.  schweiz.  Aerzte,  1919,  xliv,  172. 

Acute  appendicitis  is  rarely  seen  after  the  fiftieth 
year  of  age.  In  1,500  cases  of  appendicitis  treated 
during  three  years  by  the  author,  nineteen  of  the 
patients  were  between  50  and  60  years  old,  four 
between  61  and  70  years,  and  two,  72  and  76  years 
old.  Five  per  cent  of  the  cases,  therefore,  were  those 
of  old  persons. 

In  the  aged,  acute  appendicitis  is  manifested 
under  two  clinical  forms:  (i)  a  diffuse  perforation 
peritonitis  accompanied  by  high  fever  and  a  very 
rapid  pulse  which  quickly  follows  the  usual  gastro- 
intestinal picture  and  has  a  very  unfavorable  prog- 
nosis, and  (2)  the  encysted  pseudoneoplastic  type 
which  is  that  of  the  majority  of  cases. 

The  most  essential  characteristic  of  the  develop- 
ment of  appendicitis  in  old  age  is  the  fact  that  the 
general  symptoms  are  entirely  secondary  to  the 
local  symptoms.  In  about  60  per  cent  of  the  cases 
the  pulse  and  temperature  are  almost  normal  even 
when  the  appendix  is  the  site  of  severe  lesions. 
Vomiting  is  rare.  On  the  other  hand,  the  local 
muscular  contraction  is  almost  always  very  marked 


and  there  is  extreme  sensitiveness  to  pressure  even 
when  no  local  lesion  can  be  recognized  by  palpation 
or  percussion.  Therefore  the  local  phenomena  have 
a  very  distinct  diagnostic  value. 

The  treatment  of  acute  appendicitis  in  the  aged 
must  be  surgical.  In  all  cases,  even  when  it  is  a 
matter  of  a  clearly  encysted  abscess,  it  is  necessary 
to  remove  the  appendix  to  prevent  new  crises.  The 
operative  prognosis  is  less  unfavorable  than  might 
be  expected.  In  the  author's  cases,  the  mortality 
was  only  1 2  per  cent.  W.  A.  Brexnax. 

Pfahler,  G.  E. :  The  Roentgen  Rays  in  the  Diagnosis 
of  Appendicitis.   Am.  J.  Roentgenol.,  igig,  vi,  78. 

While  in  acute  appendicitis  the  X-ray  diagnosis 
is  rarely  necessary,  it  may  be  of  value  as  occasionally 
the  disease  may  be  simulated  by  developing  pneu- 
monia of  the  lower  lobe.  In  obscure  cases,  also,  the 
diagnosis  may  be  cleared  up  by  filling  the  colon  to 
demonstrate  the  existing  relations. 

Chronic  appendicitis  is  often  found  in  patients 
referred  for  a  study  of  the  gall-bladder,  duodenum, 
or  kidneys.  In  such  cases,  a  careful  X-ray  examina- 
tion of  the  entire  tract  is  necessary. 

The  appendix  is  most  readily  demonstrated  at 
eight  and  twenty-four  hours  after  the  ingestion  of 
the  barium  meal. 

Localized  tenderness  of  the  visualized  appendix 
upon  pressure,  whatever  its  position  in  the  abdo- 
men, is  the  most  reliable  symptom.  The  absence  of 
tenderness  at  McBurney's  point  is  of  little  value  as 
a  negative  sign.  Tenderness  when  present  may  be 
vague  if  the  appendix  is  behind  the  caecum  but  will 
become  pronounced  if  the  patient  can  be  turned 
so  as  to  bring  direct  pressure  upon  the  appendix. 
The  presence  of  tenderness  of  the  appendix  with 
fixation  of  the  caecum  is  strong  evidence  of  appen- 
dicitis. 

In  the  majoritj'  of  cases  the  appendix  can  be 
demonstrated  after  a  barium  and  buttermilk  meal 
if  searched  for  at  eight  and  twenty-four  hours. 
Frequently  it  can  be  observed  on  manipulation 
in  the  screen  when  it  is  impossible  to  see  it  in 
plates. 

Fixation,  though  a  valuable  sign,  is  not  constant. 
When  fixation  and  tenderness  are  both  absent,  it  is 
very  probable  that  the  condition  is  not  appendicitis. 

Fixed  angulation  is  very  commonly  due  to  adhe- 
sions and  has  distinct  significance. 

Constriction,  dilatation,  and  irregularities  of  the 
lumen  can  be  demonstrated  and  all  have  pathologic 
significance. 

Abnormal  retention  is  present  if  the  appendix  re- 
mains filled  after  the  cascum  is  empty. 

Incompetency  of  the  ileocsecal  valve  is  demon- 
strated by  regurgitation  of  the  contents  of  the  colon 
at  even  thirty-six  and  forty-eight  hours. 

Among  conditions  simulating  appendicitis  Pfahler 
has  seen  enterolith  in  the  caecum,  adhesion  of  the 
caecum  to  the  side  of  the  rectum,  carcinoma  of  the 
caecum,  psoas  and  iliac  abscess,  and  urinary  (par- 
ticularly ureteral)  calculus.  D.  R.  Bowex. 
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Zapata,  B.  H. :  The  Surgical  Treatment  of  Chronic 
Constipation  (Tratamicnto  quirdrgico  de  la 
constipaci6n  cr6nica).  Cron.  niSd.,  1919,  xxxvi,  i. 

The  author  believes  that  the  only  effective  treat- 
ment of  chronic  constipation  is  surgical  treatment. 
Persons  with  constipation  he  divides  into  two 
classes:  (i)  those  in  whom  the  intestinal  drainage 
can  be  re-established  by  destruction  of  constricting 
bands  or  simple  fixation  of  the  intestine;  and  (2) 
those  in  whom  a  colectomy,  a  short-circuiting 
operation,  is  necessary  to  restore  the  normal  in- 
testinal function. 

The  various  accepted  methods  of  dealing  surgical- 
ly with  constrictions  in  different  sections  of  the  small 
intestine  and  colon  are  reviewed  as  are  the  clinical 
histories  of  eight  patients  treated  by  operation. 
These  were  cases  in  which  obstinate  constipation 
was  due  to  peritoneal  adhesions.  The  operative 
results  were  quite  satisfactory.        W.  A.  Brennan. 

LIVER,  PANCREAS,  AND  SPLEEN 

Ribas  y  Ribas :  Cholecystendysis,  Cholecystostomy 
and  Cholecystectomy  (Colecistendisis,  colecis- 
tostomia  y  colecistectomia) .  Rev.  espan.  de  med.  y 
drug.,  1919,  ii,  I. 

Ribas  y  Ribas  calls  attention  to  the  necessity  of 
early  operation  in  gall-stone  disease  in  order  to 
obtain  the  best  results. 

More  than  half  of  the  patients  suffering  from 
biliary  lithiasis  do  not  show  the  symptoms  of  biliary 
colic  and  the  diagnosis  is  made  from  a  syndrome  at 
times  vague  and  indefinite  but  always  having  its 
origin  below  the  liver.  The  presence  of  icterus  must 
not  be  relied  upon. 

From  the  form  of  the  stones  expelled  data  may 
be  obtained  as  to  the  prognosis.  A  round  cholesterin 
stone  is  aseptic  and  causes  but  few  lesions.  A  non- 
homogeneous  and  irregularly  shaped  calculus  de- 
notes infection  and  the  presence  of  other  calculi. 

Progress  in  the  study  of  pathologic  anatomy  has 
demonstrated  the  presence  of  Luschka's  diverticulae 
in  the  walls  of  the  gall-bladder.  In  these,  owing  to 
the  spread  of  the  infection,  possible  stasis,  and  their 
similarity  in  structure  to  the  gall-bladder,  inde- 
pendent calculi  may  be  formed  and  call  not  only  for 
the  removal  of  the  calculus  but  also  for  the  extirpa- 
tion of  the  gall-bladder. 

Lesions  of  the  gall-bladder  due  to  calculi  are  of 
acute  and  chronic  types.  Those  of  the  acute  type 
may  be  gangrenous,  perforating,  and  suppurative. 
Surgical  intervention  is  therefore  necessary.  Chronic 
lesions  of  the  gall-bladder,  such  as  cholecystitis, 
may  be  tolerated  by  the  organism  as  long  as  the 
ducts  remain  permeable.  When  the  lesions  are 
intense  and  there  is  associated  pericholecystitis, 
intervention  may  be  indicated  to  prevent  con- 
tinuous suffering. 

Lesions  of  the  gall-bladder  due  to  calculi  may 
lead  to  numerous  complications:  by  the  hepatic 
route,  to  subphrenic  abscess;  by  the  canalicular 
route,  to  lesions  of  the  duct,  pancreatitis,  biliary 


phlegmons,  and  intestinal  perforation.  Subphrenic 
abscess,  biliary  phlegmon  and  suppurative  sub- 
hepatic peritonitis  call  for  drainage.  In  pancreatitis 
drainage  of  the  common  duct  and  extirpation  of  the 
gall-bladder  is  necessary.  Operation  should  be  per- 
formed also  when  in  a  case  of  fistula  between  the 
gall-bladder  and  the  intestine  the  general  health 
does  not  improve  rapidly. 

On  the  basis  of  our  knowledge  of  pathologic 
anatomy,  both  cholecystendysis  and  cholecystos- 
tomy should  be  discarded. 

Cholecystectomy  is  the  operation  of  choice  in  the 
treatment  of  calculus.  Cholecystostomy  is  to  be 
regarded  only  as  an  operation  of  necessity  when  the 
gravity  of  the  case  demands  immediate  operation 
and  the  gall-bladder  must  be  preserved. 

In  27  cases  of  simple  cholecystectomy  there  was 
one  death.  This  patient  had  a  hydatid  cyst  of  the 
liver.  All  of  the  others  recovered.  In  70  cases  in 
which  the  hepatic  duct  was  drained  there  were  13 
deaths.  The  author  considers  a  primary  acute 
cholecystitis  more  to  be  feared  than  a  very  acute 
crisis  in  an  old  chronic  case. 

Operation  was  performed  also  in  10  cases  of  sub- 
phrenic abscess  traceable  to  gall-stones  and  in  12 
cases  of  haemorrhagic  pancreatitis. 

W.  A.  Brennan. 

Mercade,  S.:  Biliary  Fistula  Treated  by  Direct 
Hepaticoduodenostomy  (Fistule  biliare;  guerison 
par  une  hepatico-duodenostomie  directe).  Bull. 
Acad,  de  med.,  Par.,  1919,  Ix.xxi,  208. 

Anastomoses  of  the  hepatic  duct  with  the  in- 
testines are  rare,  the  author  having  found  only  5 
such  cases  reported  in  the  literature.  On  account  of 
its  difficulty,  the  operation  is  done  only  as  a  last 
resort  when  there  is  no  other  means  of  establishing 
the  continuity  of  the  biliary  flow.  The  trouble 
arises  from  the  presence  of  multiple  adhesions  and 
the  fact  that  the  hepatic  duct,  which  is  normally 
very  short,  has  been  further  reduced  in  length  by 
chronic  inflammation.  An  anastomosis  with  the 
duodenum  is  preferable  to  an  anastomosis  with  the 
jejunum,  and  to  overcome  the  difl&culty  of  bridging 
the  distance  a  few  surgeons  have  attempted  an 
autoplasty  with  the  aid  of  a  rubber  tube  wrapped  in 
omentum. 

The  case  reported  was  that  of  a  woman  54  years 
of  age  who  w-as  operated  upon  for  a  suppurative 
calculous  cholecystitis.  The  gall-bladder  was  re- 
moved and  the  hepatic  duct  drained.  A  persistent 
biliary  fistula  resulted  which  was  operated  upon 
after  three  months.  At  that  time  the  stomach, 
liver,  colon,  and  duodenum  were  found  to  be  in- 
volved in  a  mass  of  adhesions  and  a  very  minute 
and  laborious  dissection  of  the  organs  was  necessary. 
The  hepatic  duct,  which  was  very  short  but  normal 
in  character,  was  finally  dissected  from  the  lower 
surface  of  the  liver.  Direct  anastomosis  of  the  duct 
with  the  duodenum  after  the  latter  had  been  fixed 
to  the  liver  was  extremely  difficult.  When  finally 
effected,    the   union   was    strengthened   by    fixing 
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strands  of  omentum  over  the  sutures.  The  post- 
operative course  was  excellent.  After  the  eighth  day 
the  bile  flow  was  normal.  The  patient  has  remained 
well.  W.  A.  Hrk.s.van. 

Ogden,  C.  R.:  How  Shall  We  Treat  the  Infected 
Gall -Bladder  and  Bile-Ducts?  W.  Virginia  M. 
J.,  1919,  xiii,  321. 

Many  patients  treated  for  indigestion,  nervous 
dyspepsia  or  gastralgia,  and  even  many  of  those 
brought  to  the  operating  room  for  appendicectomy, 
are  found  to  have  gall-stones  or  infection  of  the  gall- 
bladder or  ducts.  Experience  also  has  shown  that 
gall-stones  and  kindred  affections  very  commonly 
exist  along  with  chronic  surgical  lesions  of  the 
lower  abdomen. 

Although  surgeons  do  not  agree  as  to  the  method 
of  treating  such  conditions,  it  would  seem  there 
could  be  no  argument  against  removing  a  gall- 
bladder which  is  so  diseased  that  its  function  is  lost, 
its  duct  obliterated,  and  it  has  become  a  dangerous 
irritant  to  the  organism.  On  the  other  hand,  when 
there  are  stones  of  recent  formation  or  the  bile  has 
become  infected,  draining  the  bladder  by  one  of  the 
usual  methods  seems  best.  In  such  cases  the  gall- 
bladder may  be  restored  after  the  infection  has 
cleared  up.  In  some  instances  it  may  never  func- 
tion again  but  its  presence  in  the  body  does  not 
endanger  life  and  it  will  afford  the  surgeon  a  good 
landmark  in  subsequent  operations  on  the  bile- 
ducts  or  adjacent  organs  should  they  be  necessary. 

The  removal  of  the  gall-bladder  regardless  of  the 
pathology  in  cases  of  infection  with  or  without 
stones  is  a  dangerous  and  unwarranted  procedure. 

In  performing  either  cholecystotomy  or  chole- 
cystectomy, the  bile-duct  should  always  be  ob- 
served and  carefully  traced.  F.  P.  Hammond. 

MISCELLANEOUS 

Jungblut,  H.  C:  The  Significance  of  Abdominal 
Pain.  /.  Iowa  M.  Soc,  1919,  ix,  38. 

The  author  warns  against  the  danger  of  permit- 
ting preconceived  ideas  to  bias  the  physician's  judg- 
ment, or  the  importunities  of  the  patient  or  his  friends 
for  the  relief  of  the  pain  to  distract  him  from  the 
vital  necessity  of  knowing  its  exact  cause.  Especi- 
ally warned  against  is  the  administration  of  an  opiate 
until  the  physician  is  certain  that  it  will  not  cloud 
the  symptoms  and  thus  prevent  a  diagnosis. 

Mention  is  made  of  the  importance  in  the  inter- 
pretation of  abdominal  symptoms  of  Sir  James 
Mackenzie's  hypothesis  of  the  so-called  visuro- 
sensory  or  visuromotor  reflexes.  The  board-like 
rigidity  of  the  rectus  and  upper  abdominal  muscles 
following  the  perforation  of  a  duodenal  ulcer,  and 
the  rigidity  of  the  muscular  wall  over  the  site  of  an 
inflamed  appendix  are  examples  of  these  reflexes. 

Pain  in  the  distant  areas,  the  so-called  referred 
pains,  must  always  be  borne  in  mind  as  their  true 
association  may  prove  very  helpful.  They  are 
accounted  for  by  the  course  of  embryonic  develop- 


ment of  the  tissues.  To  illustrate,  the  author  cites 
the  pain  felt  in  the  testicle  in  renal  colic  which  he 
ascribes  to  the  fact  that  in  passing  down  to  the  scro- 
tum the  covering  of  the  testicle  receives  a  branch 
from  the  first  lumbar  nerve.  When  the  center  of 
the  nerve  is  irritated  or  stimulated,  as  in  renal  colic, 
the  pain  radiates  to  the  testicle,  and  constitutes  a 
pathognomonic  sign  of  renal  trouble.  Another 
example  is  coronary  sclerosis  in  which  the  referred 
pain  often  passes  to  the  epigastrium  instead  of  into 
the  axilla  or  down  the  inside  of  the  arm. 

In  gall-stone  disease,  shoulder  pain  is  not  an  in- 
frequent complaint  and  may  persist  with  such 
severity  that  the  cause  may  be  overlooked  and  the 
condition  considered  to  be  neuritis.  The  expulsion 
of  a  gall-stone  is  followed  by  instant  relief. 

Another  fact  to  be  borne  in  mind  is  that  the 
subjective  symptoms  of  pain  are  modified  by  in- 
dividual idiosyncrasy.  H.  J.  Van  den  Berg. 

Beals,  L.  S.,  Blanton,  W.  B.,and  Eisendrath,  D.  N.: 
Abdominal  Complications  of  the  Influenza 
Epidemic  at  Gamp  Guster,  Mich.    /.  Am.  M. 

Ass.,  1919,  Ixxii,  850. 

Whether  the  rigidity  and  tenderness  which  oc- 
curred sometimes  in  the  first  twenty-four  hours 
was  due  to  an  acute  abdominal  affection  or  to  muscle 
spasm  from  lesions  of  the  chest  has  not  been  ascer- 
tained. 

A  number  of  patients  who  complained  of  dull 
aching  pain  in  the  right  lower  quadrant  later  showed 
symptoms  of  bronchopneumonia.  Often  these 
pains  ceased  in  a  short  time,  but  when  they  continued 
an  appendectomy  was  performed. 

Of  140  patients  with  bronchopneumonia.  6  had 
acute  peritonitis.  In  4  it  was  generalized  and  in  2 
in  the  upper  left  quadrant,  suggesting  an  origin  by 
direct  extension  through  the  diaphragm.  In  every 
instance  a  haemolytic  streptococcus  was  recovered. 
The  appendix  and  gall-bladder  were  not  changed 
except  on  the  serous  coat.  Five  of  6  cases  of  peri- 
tonitis found  at  autopsy  showed  generalized  in- 
fection which  was  evident  also  in  the  pleura  and 
pericardium. 

One  patient  admitted  Oct^ober  8  with  broncho- 
pneumonia involving  both  lower  lobes  developed 
on  November  25  a  severe  pain  in  the  left  lower 
quadrant  of  the  abdomen  which  was  accompanied 
by  slight  distension  but  no  rigidity.  The  chest  was 
aspirated  three  times,  amber  fluid,  pus  and  sero- 
hsemorrhagic  fluid  being  obtained.  On  pushing  the 
needle  deeper,  a  thick  yellow  pus  was  aspirated. 
A  costectomy  was  performed  and  1.500  cc.  of 
fluid  withdrawn.  The  tenth  rib  was  resected  after 
exploratory  puncture.  An  incision  then  made  through 
the  diaphragm  revealed  a  subphrenic  abscess  from 
which  125  cc.  of  dark  pus  was  evacuated.  Good  re- 
covery followed. 

In  another  case  of  bronchopneumonia  pain  de- 
veloped in  the  left  upper  quadrant.  In  this 
instance  90  cc.  of  chocolate-colored  pus  were  evacu- 
ated through  an  incision  in  the  eighth  interspace 
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from  the  left  subphrenic  region.  Symptoms  of 
generalized  sepsis  followed  and  the  patient  died. 
At  autopsy  it  was  found  that  the  lower  left  lobe  of 
the  right  lung  was  adherent  to  the  diaphragm,  the 
left  lung  was  covered  with  a  thin  yellowish  exudate, 
and  there  were  abscesses  in  the  liver,  generalized 
peritonitis,  and  suppurative  pylephlebitis. 

Jaundice  was  found  in  7  per  cent  of  the  autopsies, 
and  in  all  but  one  a  bactera?mia  was  demonstrable. 

The  spleen  was  very  little  enlarged,  moderately 
firm  and  red,  and  showed  marked  congestion. 

Acute  congestion  of  the  kidneys  and  pyelitis  were 
often  found.  In  the  case  of  one  patient  with 
influenza  who  had  a  constant  aching  pain  in  the 
right  side  of  the  abdomen  with  rigidity  and  ten- 
derness, a  temperature  of  loi  to  104,  and  a  high 
leucocyte  count,  turbid  urine  was  excreted  from  the 
right  kidney  and  clear  urine  from  the  left.  A  mass 
was  palpated  in  the  region  of  the  former,  and  on 
operation  a  large  perinephritic  abscess  was  found. 

Rupture  of  the  rectus  muscles  occurred  frequently, 
usually  midway  between  the  symphysis  pubis  and 
the  umbilicus,  bilateral,  and  never  complete.  Weak- 
ened by  abscess  formation,  the  muscle  probably  be- 
came ruptured  during  violent  coughing. 

Thrombophlebitis  occurred  four  times  and  in 
three  instances  led  to  pulmonary  embolism.  Blood 
cultures  were  negative.  F.  P.  Hammond. 

Montgomery,  E.  E. :  The  Importance  of  Diagnosis 
in  Pelvic  and  Abdominal  Surgery  and  Some  of 
the  More  Common  Errors.  Am.  J.  Obsi.,  1919, 
Ixxix,  321. 

The  value  of  diagnosis  cannot  be  disputed  in 
any  line  of  surgery.  Upon  the  diagnosis  will  depend 
not  only  the  site  of  the  incision,  but  the  organs 
or  structures  subjected  to  operation.  The  character 
of  the  operative  procedure,  the  relief  afforded  the 
patient,  and  his  future  comfort  and  life  may  all 
depend  on  the  diagnostic  skill  of  the  operator.    It 


consequently  becomes  incumbent  on  the  surgeon  to 
utilize  all  the  aids  at  his  command.  These  should 
be: 

1.  A  darefuUy  written  history  of  the  previous 
health  and  the  course  of  the  present  disease. 

2.  A  careful  study  of  the  physical  signs  from  the 
affected  organ  as  well  as  those  having  their  origin 
in  remote  organs  which  possibly  may  exercise  a 
baneful  influence  and  often  may  resemble  those 
arising  from  actual  disease  of  the  organ  under 
consideration, 

3.  The  chemical  and  microscopic  study  of  the 
blood,  secretions,  and  excretions. 

4.  The  employment  of  the  roentgen  rays. 

The  examination  of  the  rectum  by  palpation 
should  be  a  routine  part  of  the  first  examination 
of  every  woman  suffering  from  pelvic  disease.  The 
nerve  relation  of  the  rectum,  genital  structures,  and 
bladder  is  so  intimate  that  disturbance  in  one  may 
readily  be  mistaken  for  lesions  of  one  of  the  others. 
Such  an  examination  will  not  infrequently  reveal 
an  unsuspected  carcinoma  of  the  rectum.  In  car- 
cinoma of  the  cervix,  the  rectum  affords  the  best 
route  by  which  to  determine  the  extent  of  in- 
filtration that  has  occurred  in  the  broad  ligaments. 

Probably  the  most  frequent  site  of  error  in 
diagnosis  in  the  case  of  women  is  the  right  side  of 
the  abdomen.  Inflammatory  conditions  of  the 
tube,  ectopic  gestation,  with  or  without  rupture, 
torsion  of  the  pedicle  of  an  ovarian  cyst  or  a  cyst 
of  the  broad  ligament,  disease  of  the  ureter,  the 
passage  of  a  calculus,  and  empyema  in  a  dragging 
gall-bladder  have  been  mistaken  for  appendicitis. 
On  the  other  hand,  appendicitis  in  an  appendix 
hanging  over  the  brim,  or  a  resulting  pus  collection 
in  the  pelvis  as  a  complication  in  the  parturient 
woman  or  a  woman  who  has  recently  undergone 
an  abortion,  are  easily  mistaken  for  tubal,  or  some 
other  form  of  genital,  infection. 

Edward  L.  Coknell. 
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DISEASES  OF  BONES,  JOINTS,  MUSCLES,  TEN- 
DONS.   CONDITIONS  COMMONLY  FOUND 
IN  THE  EXTREMITIES. 

Eikenbary,    C.    P.:     The   Treatment    of    Chronic 
Osteomyelitis  Due   to  Gunshot   Injuries.    /. 

Orlhop.  Surg.,  1919,  i,  115. 

The  procedure  described  for  cases  of  chronic 
osteomyelitis  is  as  follows: 

After  application  of  the  tourniquet,  a  long  in- 
cision is  made  over  the  necrosed  area.  The  bone 
is  exposed  and  search  made  for  the  sequestrum. 
The  bone  over  the  necrosed  area  is  then  chiseled 
away  for  a  distance  approximately  i  inch  below 
and  above  the  diseased  region,  the  chisel  being 
driven  in  a  slanting  direction  rather  than  at  a  sharp 
angle.  The  wound  is  packed  with  sterile  gauze 
which  is  removed  after  24  hours. 


The  purpose  of  the  operation  is  to  get  rid  of  the 
necrotic  bone  without  leaving  any  cavity  or  rough 
spicules.  A.  Steixdler. 

Beck,  H.  G.,  and  McCleary,  S.:  Multiple  Myeloma 
with  Bone-Marrow  Plasma  Cells  in  the  Blood ; 
Report  of  Case.  J.  Am.  M.  Ass.,  1919,  Ixxii,  480." 

Since  Bence- Jones  discovered  albumose  in  the 
urine  in  cases  of  multiple  myelomata,  the  condition 
has  been  recognized  more  often. 

The  case  reported  was  that  of  a  farmer  55  years  of 
age.  Five  years  previously  he  had  had  typhoid 
fever  and  since  that  time,  substernal  pains  which 
were  worse  in  the  spring  and  fall.  Associated  with 
these  pains  were  hacking  cough  and  dyspnoea.  The 
patient  had  lost  26  lbs.  in  weight  and  was  growing 
weaker. 

Examination  showed  an  emaciated  man  who  had 
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pyorrhoea,  enlarged,  cervical  glands,  and  a  swelling 
at  the  sternal  end  of  both  clavicles.  Heart  dullness 
was  increased  to  the  left.  Apical  systolic  and  presys- 
tolic murmurs  and  pulmonary  rales  were  heard. 
The  X-ray  examination  was  negative.  The  urine 
showed  protein  resembling  Bence-Jones  albumose. 
When  seen  for  the  second  time  about  six  months 
later  the  patient  had  pneumonia  and  a  pathologic 
fracture  at  the  juncture  of  the  manubrium  and 
gladiolus.  The  blood  examination  showed  among 
other  things  the  presence  of  bone-marrow  plasma 
cells.  The  patient  died.  At  autopsy,  bone-plasma 
cells  were  found  in  the  liver  and  blood  and  in  smears 
made  from  the  afifected  bones,  the  sternum,  clavi- 
cles, and  ribs.  I.  E.  Bishkow. 

Dionis  du  Sejour:  Bone  Fistulae  (Fistules  osseuses). 
Bull,  et  mem.  Soc.  de  chir.  de  Par.,  1919,  xlv,  42. 

The  surgical  cure  of  a  bone  fistula  is  frequently 
only  temporary.  New  fistulous  tracts  are  formed 
with  diverticulae  filled  with  excrescences,  the 
sequelae  of  the  old  osteitis. 

Having  tried  various  ways  of  filling  such  diver- 
ticulae, the  author  recommends  the  following 
method: 

1.  A  careful  radiologic  study  should  be  made  of 
the  tract  in  two  planes. 

2.  Resect  as  much  of  the  scar  and  fistulae  as 
possible. 

3.  Empty  the  diverticulum  and  curette  the 
excrescences. 

4.  All  cicatricial  tissue  should  be  resected  as  far 
as  healthy  tissue. 

5.  Cut  off  a  well- nourished  strip  of  muscle  and 
fat  without  cicatricial  tissue. 

6.  Introduce  the  strip  into  the  cavity  and  fix  it 
in  place  with  sutures. 

7.  Insert  filiform  drains.  W.  A.  Brennan. 

Dujarier,    C:     Pseudarthroses    of    the   Humerus 

(Sur    les    pseudarthroses    de    I'humerus).     Bidl.    et 
mem.  Soc.  de  chir.  de  Par.,  1919,  xlv,  179. 

Dujarier  has  treated  35  cases  of  pseudarthrosis  of 
the  humerus  due  to  war  wounds.  There  are  two 
types:  (i)  the  type  in  which  the  loss  of  bone  is 
very  extensive  and  the  arm  is  quite  weak,  and  (2) 
the  type  in  which  the  loss  of  bone  is  slight,  not 
exceeding  a  couple  of  centimeters. 

The  form  and  position  of  the  bone  ends  are  studied 
radioscopically. 

In  certain  pseudarthroses  near  the  articulation 
ankylosis  is  to  be  feared,  but  the  author  has  never 
observed  a  case  of  this  kind.  The  muscles  near  the 
pseudarthrosis  are  usually  more  or  less  destroyed, 
partly  because  of  the  original  traumatism  and 
partly  because  of  invasion  by  cicatricial  tissue. 

Operating  upon  a  traumatic  pseudarthrosis  be- 
fore cicatrization  of  the  wound  is  not  the  treatment 
of  choice.  The  author  prefers  to  delay  operation 
until  a  month  or  two  after  cicatrization.  When  a 
fistula  is  present,  it  is  treated  before  the  pseudar- 
throsis. 


It  is  not  necessary  to  restore  the  bone  to  its 
proper  length  by  means  of  a  graft  for  in  the  arm  a 
little  shortening  is  not  of  much  consequence.  Many 
patients  have  made  good  functional  recoveries  even 
with  10  cm.  of  shortening. 

In  the  treatment  of  pseudarthrosis  the  author 
has  tried  different  methods  of  osteosynthesis.  Most 
frequently  use  is  made  of  metallic  plates,  those  of 
Lane,  Sherman,  or  Lambotte.  In  15  cases  such 
plates  gave  8  consolidations  and  5  failures.  The 
other  two  patients  are  still  under  treatment. 

In  some  cases  silver  wire  sutures  were  used  after 
the  bone  ends  had  been  cleaned  and  freshened.  In 
8  such  cases  there  were  6  successes  and  i  failure. 
One  patient  is  still  being  treated. 

In  4  cases  in  which  metallic  clips  were  used  there 
was  I  recovery. 

In  10  instances  the  osteoperiostic  method  of 
Delageniere  gave  6  consolidations  and  only  i 
failure.  Three  of  the  patients  are  still  under  treat- 
ment. 

The  condition  to  be  feared  in  the  treatment  of 
pseudarthrosis  is  suppuration.  In  the  35  cases 
reported  only  18  were  aseptic.  An  aseptic  reunion  is 
obtained  in  only  half  the  cases.  In  severe  infection 
the  wound  is  left  open  or  drained. 

To  sum  up,  the  author  obtained  in  his  35  cases, 
21  complete  consolidations  and  7  half  successful 
results.  Seven  patients  are  still  under  treatment. 
The  time  required  for  consolidation  varied  from  one 
to  twelve  months. 

Better  results  were  obtained  with  the  humerus 
than  any  other  bone.  W.  A.  Brex.van. 

Coudray,  P.:  Two  Cases  of  Superior  Bilateral 
Radiocubital  Synostosis  of  Congenital  Origin 

(Deux  cas  de  synostose  radio-cubitale  superieure 
bilaterale  d'origine  congenitale).  Rev.  d'crtkop., 
Par.,  1918,  vi,  361. 

Coudray  states  that  there  have  been  a  number  of 
reports  of  total  or  partial  absence  of  the  radius.  In 
1907  Rais  collected  24  cases  of  congenital  radio- 
cubital  synostosis.  In  20  of  these,  other  local  con- 
genital defects,  luxation  of  the  radius,  absence  or 
atrophy  of  the  upper  part  of  this  bone,  were  also 
present.  In  only  4  cases  was  the  synostosis  uncom- 
plicated, and  in  3  of  these  it  was  bilateral. 

In  one  of  the  two  cases  of  bilateral  radiocubital 
synostosis  reported  by  the  author  it  appeared  at 
first  sight  that  the  condition  was  uncomplicated, 
but  later  atrophy  of  the  cubitus  on  both  sides  was 
found.  In  the  other  case  there  was  atrophy  of  the 
head  of  the  radius  on  both  sides.  Xo  operation 
was  performed.  W.  A.  Brennan. 

Dujarier,  C. :  Pseudarthrosis  of  Both  Bones  of  the 
Forearm  (Des  pseudarthrose  ;des  deux  os  de 
I'avant-bras).  Bull,  et  mem.  Soc.  de  chir.  de  Par., 
1919,  xlv,  327. 

In  a  total  of  128  cases  in  which  Dujarier  operated 
for  pseudarthrosis  he  saw  only  1 5  cases  in  w^hich  the 
two  bones  of  the  forearm  were  involved.    Usually 
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both  bones  are  fractured  transversely  by  the  same 
proiectile.  When  pscudarthrosis  occurs  it  is  gen- 
erally due  to  the  interposition  of  muscle  between 
the  fragments. 

Dujarier's  technique  in  the  treatment  of  this 
condition  is  to  dissect  out  the  four  fragmental 
ends,  cleanse  the  area,  remove  the  periosteum, 
freshen  the  bone  ends,  put  them  in  correct  position, 
and  suture  with  silver  wire.  Occasionally  it  is 
necessary  to  encircle  a  bone  with  wire  in  order  to 
insure  perfect  coaptation.  In  one  case  a  gap  in 
the  radius  was  bridged  with  a  piece  taken  from  the 
ulna. 

In  the  15  cases  15  consolidations  were  obtained, 
3  of  these  being  incomplete.  Ten  of  the  cases  were 
aseptic.  Suppuration  occurs  in  the  forearm  less 
frequently  than  in  the  humerus.     W.  A.  Brennan. 

Harding,  M.  G. :  Severe  Acute  Sprains  of  the  Knee- 
joint.  J .  Orlhop.  Surg.,  1919,  i,  152. 

The  author  reports  70  cases  of  severe  acute  strain 
of  the  knee-joint  in  his  service  while  Chief  of  the 
Section  of  Orthopedic  Surgery  at  Camp  Lewis. 

The  strains  were  classified  as  follows: 

General  sprain,  40  per  cent;  of  internal  lateral 
ligament,  42  per  cent;  of  internal  semilunar  car- 
tilage, 31  per  cent;  of  external  lateral  ligament,  i 
case;  periosteal  tear,  internal  condyle  of  femur,  2 
cases;  cracks  of  patella.  3  cases. 

Twenty  of  the  patients  gave  a  history  of  previous 
injury.  All  had  effusion.  Sixty-five  per  cent,  were 
aspirated  and  in  87  cases  there  was  bloody  fluid 
ranging  from  blood-stained  synovia  to  nearly  pure 
blood.  The  average  amount  of  fluid  aspirated  was 
63  cc.  Cultures  and  smears  were  negative  and  the 
X-ray  findings  mainly  negative.  Three  cracked 
patellas,  3  old  dislocated  semilunar  cartilages,  and 
thickened  and  calcified  alar  bursas  were  noted.  In 
2  cases  there  were  periosteal  tears  of  the  internal 
lateral  ligament  from  the  inner  condyle.  The 
damage  to  the  capsule  ranged  from  stretching  to 
tearing. 

The  most  important  factor  in  producing  disability 
and  slow  recovery  is  the  stretching  of  the  capsule 
by  effusion.  The  venous  engorgement  on  the  six- 
teenth day  is  very  pronounced.  The  alar  bursas 
are  thickened  and  involved  in  the  general  reaction. 
Early  motion  and  weight-bearing  are  obviously 
contra-indicated. 

The  patients  are  placed  on  a  posterior  splint  and 
examined  with  the  X-ray.  Effusions  are  aspirated, 
aspiration  being  done  under  rigid  aseptic  precau- 
tions without  any  anaesthesia  and  with  a  moderately 
coarse  Luer  syringe  needle.  The  method  is  described 
as  follows:  Locate  the  outer  edge  of  the  patella. 
Then,  one  finger's  breadth  below  its  upper  end, 
point  the  needle  inward  at  right  angles  to  the  ex- 
tended leg  and  tilt  it  backward  to  clip  in  under  the 
edge  of  the  patella.  Then  pass  it  in  a  distance  of  2 
ins.  and  withdraw  the  plunger  of  the  syringe.  If 
not  successful,  proceed  ^2  in.  deeper  until  bone  is 
struck.   The  needle  then  lies  in  a  hollow  between  the 


condyles  and  immediately  behind  the  patella. 
Withdraw  the  fluid,  milking  the  knee  cavity  toward 
the  point  of  the  needle.  Close  with  collodian. 
Next  apply  a  cotton  compression  bandage,  and  if 
the  knee  is  painful  a  posterior  molded  splint.  Keep 
the  patient  in  bed.  When  the  swelling  is  gone,  he 
can  be  allowed  up  on  crutches,  but  the  foot  should 
not  be  permitted  to  touch  the  floor.  In  a  few  days, 
if  there  is  no  pain  or  swelling,  slight  weight-bearing, 
which  is  gradually  increased,  may  be  allowed.  If 
swelling  occurs,  the  patient  should  be  returned  to 
bed.  From  the  beginning  bake  the  knee  with  an 
electric  baker  and  apply  gentle  massage.  The 
posterior  splint'  should  be  removed  as  soon  as 
the  pain  is  gone.  When  the  patient  is  able  to  walk, 
two  five-yard  flannel  bandages  should  be  applied 
daily  in  the  form  of  a  figure  of  eight  and  used  for  at 
least  three  months. 

Patients  with  strains  of  the  semilunar  cartilage 
are  kept  on  posterior  splints  for  four  weeks  and 
should  not  be  operated  upon  until  the  reaction  has 
subsided.  One  patient  who  was  operated  upon  at 
five  weeks  did  better  than  another  upon  whom  an 
operation  was  performed  at  two  weeks. 

Strains  of  the  knee-joint  may  be  subdivided 
into  general  strains  with  moderate  effusion  which 
will  get  better  on  the  "let  alone"  plan  and  strains 
with  bloody  fluid  which  tend  to  recur.  In  the 
latter  there  are  definite  capsular  injuries,  usually 
of  the  internal  lateral  ligament  and  the  inner 
meniscus,  and  occasionally  of  the  bone.  These 
cases  require  two  to  four  months  of  treatment. 

L.  C.  Donnelly. 

Smith,  E.  H. :  The  Human  Foot,  Both  Normal  and 
Pathological,  Exclusive  of  Most  Types  of  Con- 
genital Defect.    N.  York  M.  J.,  1919,  cix,  225. 

After  reviewing  various  methods  suggested  for 
determining  what  constitutes  a  normal  foot,  the 
author  states  that  the  study  of  the  skeleton  indicates 
that  most  reliable  as  the  axis  of  such  a  foot 
would  be  a  line  extending  from  the  middle  of  the 
tuberosity  of  the  os  calcis  through  the  middle  of  the 
articular  surface  of  the  astragalus  and  following  the 
inner  side  of  the  head  of  the  metatarsal  bone  of  the 
great  toe.  This  line  may  vary  a  trifle  by  falling 
through  the  head  of  the  metatarsal  bone  and 
in  the  feet  of  primitive  people  not  much  given  to 
wearing  shoes  it  would  be  found  to  intersect  the 
great  toe. 

Nearly  all  infants  have  flat  foot  because  the  bones 
of  the  mediotarsal  region  are  undeveloped.  As 
ossification  progresses  in  the  normal  foot,  the  arches 
adjust  themselves.  If  ossification  is  delayed  the  foot 
becomes  the  type  known  as  "weak  foot."  The 
X-rays  are  of  the  greatest  importance  in  determining 
the  presence  of  this  condition.  If  a  weak  foot  is 
not  put  up  in  overcorrection  and  carefully  held  in 
proper  position  when  the  child  is  walking,  it  will 
almost  certainly  become  an  organic  flat  foot.  In  the 
average  person  who  had  normal  feet  in  infancy  and 
childhood  the  subsequent  development  of  flat  foot 
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is  due  to  poor  shoes,  poor  muscular  development  of 
the  legs,  continuous  walking  on  hard  surfaces,  or 
to  an  occupation  which  necessitates  long  hours  of 
standing  or  the  carrying  of  heavy  weights  while 
walking  on  hard  floors. 

The  deformity  in  flat  foot  is  not  due  to  rotation 
of  the  foot  as  a  whole  but  begins  as  a  buckling  of  the 
longitudinal  arch  inward,  after  which  the  apex,  as 
represented  by  the  scaphoid  bone,  may  sag  down- 
ward. The  whole  foot  in  front  of  the  head  of  the 
astragalus  is  abducted  as  is  also  the  os  calcis.  This 
causes  deviation  from  the  normal  line  at  the  back 
of  the  leg.  The  bones  are  jammed  in  the  whole 
metatarsal  region  and  if  the  condition  is  not 
corrected  during  adolescence  they  will  become 
distorted  like  the  vertebra;  in  scoliosis.  There 
is  nothing  resembling  pronation  in  this  condi- 
tion. 

It  is  often  stated  in  discussing  flat  foot  that  the 
falling  of  the  arch  is  due  to  stretching  of  the  plantar 
structures.  This  is  impossible.  Most  of  the  plantar 
structures  are  composed  of  white  fibrous  tissue  which 
will  not  stretch  but  invariably  ruptures  if  forced 
beyond  its  strength.  The  longitudinal  arch  bears 
the  same  relation  to  the  soft  plantar  structures  that 
a  bow  does  to  the  cord.  If  a  force  be  placed  upon 
the  convex  surface  of  the  bow  beyond  its  strength  it 
buckles  in  one  or  the  other  direction  laterally.  This 
is  similar  to  what  happens  in  the  flat  foot  but  not 
until  the  anterior  and  posterior  muscles  have  become 
weakened  and  partially  atrophied.  In  the  meantime 
the  peronei  muscles  and  the  muscles  of  the  calf  of 
the  leg  have  contracted,  the  former  from  overaction 
and  the  latter  from  the  attempt  to  make  them  do 
the  work  of  the  tibials.  As  soon  as  the  deformity  has 
become  established  pain  and  soreness  are  frequently 
felt  in  most  of  the  muscles  of  the  leg. 

Paradoxical  though  it  may  seem,  claw  foot  may 
exist  with  well  marked  so-called  flat  foot.  The 
co-existence  of  the  two  deformities  is  due  to  contrac- 
tion of  the  plantar  tissues  accompanied  by  an  in- 
ward bulging  of  the  arch.  A  subcutaneous  tenotomy 
of  the  tendo  achillis  and  division  of  the  contracted 
band  of  plantar  tissue  with  overcorrection  of  the 
arch  and  incasement  of  the  foot  in  plaster  of  Paris 
will  give  most  excellent  results. 

The  most  rigid  and  intractible  type  of  flat  footi  s 
produced  by  gonorrhoeal  arthritis.  The  foot 
bulges  at  the  juncture  of  the  scaphoid  with  the  head 
of  the  astragalus  abruptly  inward  but  there  is  no 
inward  bulging  of  the  whole  longitudinal  arch  as  in 
ordinary  flat  foot.  The  condition  is  very  painful 
and  progresses  rapidly.  Feet  of  this  type  should 
not  be  subjected  to  the  pressure  of  arch  supports  or 
special  shoes  until  they  have  been  kept  in  plaster 
of  Paris  for  several  weeks  and  the  original  source  of 
the  infection  has  been  eradicated.  Never  under  any 
circumstances  should  an  attempt  be  made  to  correct 
such  a  foot  under  an  anaesthetic.  The  correction 
will  fail  utterly  and  excite  the  most  serious  ar- 
thritis. 

Sheet  wadding  should  have  no  place  in  surgery. 


Good  absorbent  cotton  properly  cut,  applied  smooth- 
ly, and  bound  down  by  a  thin  gauze  bandage  makes 
an  ideal  dressing.  Plaster  of  Paris  when  applied  to 
the  foot  should  be  filled  in  underneath  the  arch  so 
as  to  give  a  sort  of  rocker  shape  to  the  sole  of  the 
dressing.  This  serves  two  purposes:  it  prevents  the 
dressing  from  breaking  down  and  enables  the  patient 
to  walk  comfortably  without  the  use  of  the  ankle 
joint. 

Very  much  of  the  plaster  of  Paris  work  of  the 
present  day  is  poorly  done.  Sayre  in  describing  the 
method  of  making  plaster  of  Paris  bandages  said: 
"Get  crinoline,  wash  out  the  starch,  and  dry  care- 
fully, and  then  make  the  bandages."  Physicians 
have  ignored  his  advice  in  regard  to  washing  out  the 
stifTenin<^.  At  the  present  time  this  stiffening  is 
not  starch  but  glucose  sizing.  Glucose  syrup  has  a 
partially  solvent  effect  on  plaster  of  Paris.  The 
glucose  sizing  in  the  crinoline  used  in  most  hospitals 
makes  the  plaster  dressing  damp  and  cheesy  and 
causes  it  to  crumble.  Unsized  gauze  with  a  coarser 
mesh  than  the  ordinary  gauze  should  always  be  used. 
The  plaster  applied  should  be  dental  impression 
plaster,  a  most  excellent  modification  of  which  is 
obtained  by  adding  to  it  5  per  cent  of  white  cement 
such  as  is  used  to  set  white  tile.  Feet  affected  with 
chilblains  should  never  be  put  up  in  plaster  of 
Paris. 

Arthrodesis  performed  in  the  usual  way,  or  by 
some  of  the  newer  methods  in  which  a  bone  graft 
is  inserted,  is  of  doubtful  expediency.  Frequently 
when  a  bone  graft  is  used  the  denudation  of  the 
bone  from  its  articular  cartilage  is  not  thoroughly 
done,  with  the  result  that  there  is  nonunion  and  the 
bone  graft  promptly  breaks. 

Metal  arch  supports  should  be  obsolete  as  there 
is  seldom  a  case  requiring  their  use,  and  any  arch 
support  is  utterly  useless  if  placed  in  a  shoe  with  a 
weak  shank.  The  supports  found  on  the  market 
serve  only  to  perpetuate  the  deformity  and  bruise 
the  metatarsal  bones,  sometimes  leading  to  serious 
arthritis. 

Arch  supports  should  be  made  of  a  good  quality 
piano  felt  properly  shaped  so  as  to  raise  the  foot 
underneath  the  ankle  joint  and  not  so  much  under 
the  scaphoid  and  internal  cuneiform  bones.  They 
should  be  the  shape  of  the  normal  foot  and  very 
light  and  flexible.  When  put  inside  of  a  shoe  with  a 
strong  shank  such  a  support  will  hold  the  patient  as 
well  as  any  other. 

The  swing-last  shoe  has  no  effect  in  preventing  or 
curing  flat  foot.  It  will  ruin  the  metatarsophalangeal 
joint  of  the  little  toe  and  cause  pain  in  the  third, 
fourth,  and  fifth  toes. 

In  cases  of  flat  foot  a  breaking-down  of  the  trans- 
verse arch  with  metatarsalgia  is  frequently  noted. 
This  is  due,  not  to  a  pinching  of  a  nerve  trunk  be- 
tween the  heads  of  the  metatarsal  bones,  but  to  an 
arthritis  in  the  metatarsophalangeal  joints  usually 
of  the  second  and  third,  or  the  third  and  fourth  toes. 
The  condition  is  nearly  always  accompanied  by  one 
or  more  calluses  underneath  the  ball  of  the  foot. 
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Frequently  the  extensor  tendons  are  contracted  and 
the  toes  stick  up  after  the  fashion  of  a  duck's  head 
and  neck.  Careful  manipulation  of  the  joints  in- 
volved will  show  them  to  be  inflamed  and  very  sen- 
sitive. A  pear-shaped  pad  of  piano  felt  glued  to  an 
insole  or  to  the  sole  of  a  felt  arch  support  so  as  to 
lift  up  the  second,  third,  and  fourth  metatarsal 
bones,  but  never  the  first  and  fifth,  will  relieve  this 
condition  or  cure  it. 

Also  associated  with  flat  foot  we  often  find  bunions 
with  hallux  valgus.  Barring  cases  in  which  caries 
is  present,  the  joint  should  never  be  resected  and  the 
head  of  the  metatarsal  bone  should  always  be  spared. 
Transplantation  of  tendons  in  this  condition  is 
unwarranted.  Watson-Cheyne's  operation,  which  is 
described  in  detail,  gives  the  most  admirable  results 
and  leaves  the  foot  unblemished. 

Jauristi,  V. :  On  Certain  Dystrophias  of  the  Limbs 

(Sobre  algunas  distrofias  de  los  miembros).    Rev. 
espaii.  de  drug.,  igig,  i,  87. 

Having  investigated  the  origin  of  certain  limb 
dystrophias  the  author  disagrees  with  the  generally 
accepted  ideas  regarding  them.  His  conclusions 
from  his  studies  are  as  follows: 

1.  Among  the  effects  of  white  swelling  are  cer- 
tain trophic  disturbances  which  are  quite  inde- 
pendent of  the  tuberculous  lesions  proper.  In  the 
first  group  is  hypertrophy  which  often  involves  the 
whole  limb,  is  due  to  medullary  reaction,  and  has 
been  wrongly  attributed  in  many  cases  to  assumed 
positions  of  the  limb.  The  second  group  includes 
adiposis,  amyloid  degeneration,  fibrosis,  and  calci- 
fication which  are  inflammatory  rather  than  follicu- 
lar or  specific  lesions  produced  locally  by  the 
Koch  bacillus.  In  the  third  group  are  regressive 
changes,  atrophy,  ankylosis,  and  vicious  fixations 
which  the  author  believes  are  sympathetic  dystro- 
phias. 

2.  Numerous  sympathetic  dystrophias  are  seen 
following  injury.  These  are  manifested  as  paresis, 
rarefaction  of  the  bone,  muscular  atrophy  or  sclerosis 
and  cessation  of  the  growth  of  the  whole  limb. 
Ischaemic  contraction,  another  sympathetic  condi- 
tion, is  treated  by  simple  denudation  of  the  vascular 
sheaths. 

3.  The  necessity  for  the  revision  of  the  classifica- 
tion of  other  types  of  bone  dystrophias  seems  to  be 
indicated  by  the  teachings  of  the  pathology  of  the 
endocrine  sympathetic  system.       W.  A.  Brennan. 


There  are  two  groups  of  so-called  neck  fractures 
of  the  femur,  the  first,  true  cervical  fractures,  and 
the  second,  fractures  of  the  mass  of  the  trochanter. 
Each  of  these  groups  has  subvarieties. 

True  cervical  fractures  do  not  consolidate  by  a 
bony  callus,  while  fractures  of  the  mass  of  the  tro- 
chanter consolidate  as  well  and  as  quickly  as  dia- 
physeal fractures. 

Formerly  in  France  fractures  of  the  neck  of  the 
femur  were  not  treated  directly.  Attention  was 
paid  rather  to  the  pulmonary  complications  which 
might  result.  The  consequence  was  that  if  the 
fracture  was  entirely  cervical  it  did  not  consolidate, 
and  if  cervicotrochanteric  it  consolidated  in  a  very 
faulty  position.  The  practice  followed  in  America 
in  the  treatment  of  this  condition  was  not  much 
better. 

In  1907  Delbet  tried  to  improve  the  treatment. 
Lambotte's  screw  method  was  not  giving;  satisfac- 
tory results  as  the  head  of  the  femur  usually  became 
necrotic. 

Delbet's  recent  apparatus  for  use  in  cases  of  frac- 
ture of  the  femur  opened  up  a  new  phase  of  the 
question.  As  this  apparatus  permitted  walking 
while  assuring  apposition  it  appeared  that  the 
screws  were  unnecessary.  This  has  been  con- 
firmed by  experience  as  regards  the  treatment  of 
fractures  of  the  mass  of  the  trochanter.  Cervico- 
trochanteric fractures  treated  by  Delbet's  thigh 
apparatus  have  consolidated  without  deformity 
and  with  the  return  of  function.  Screws  are 
necessary  only  in  the  cases  of  very  fat,  heavy 
patients. 

In  cases  of  true  cervical  fractures,  Tiowever,  con- 
solidation is  not  obtained  by  the  use  of  the  thigh 
apparatus.  Delbet  is  not  able  to  explain  this  fact 
satisfactorily  but  is  of  the  opinion  that  possibly  the 
screw  acts  as  an  irritant  and  excites  osteogenesis. 
Fixation  of  the  bone  fragments  by  wooden  screws 
without  an  arthrotomy,  in  addition  to  the  use  of  the 
thigh  apparatus  still  remains,  therefore,  the  treat- 
ment of  this  type  of  fracture. 

In  Marchak's  five  cases  Delbet's  technique  was 
followed  exactly.  Three  recent  fractures  were  fixed 
with  screws  and  two  cases  of  pseudarthrosis  were 
treated  by  grafting. 

In  one  of  the  screw-fixation  cases  death  occurred 
from  embolism  which  autopsy  showed  could  not  be 
attributed  in  any  way  to  the  operation. 

W.  A.  Brennan. 


FRACTURES  AND  DISLOCATIONS 

Marchak:  Five  Fractures  of  the  Neck  of  the  Femur 
Treated  by  the  Method  of  Pierre  Delbet  (Cinq 
fractures  du  col  du  femur  traites  par  la  methode  de 
Pierre  Delbet).  Bull,  et  mem.  Soc.  de  chir.  de  Par., 
1919,  xlv,  305. 

This  report  was  read  by  Delbet  who  stated  that  he 
first  introduced  his  method  of  treating  fracture  of 
the  neck  of  the  femur  with  the  aid  of  screws  eleven 
and  one-half  years  ago. 


SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Willems,  C,  and  De  Caestecker,  J.:  Immediate 
Walking  after  the  Removal  of  Mobile  Foreign 
Bodies  from  the  Knee;  Thirteen  New  Cases 

(La  marche  immediate  apres  I'extirpation  des 
corps  mobiles  du  genou.  Treize  nouvelles  observa- 
tions). Bull,  et  mem.  Soc.  de  chir.  de  Par.,  1919,  xlv, 
44. 

The  authors  recently  reported   5   cases  of  free 
bodies  removed  from  the  knee  in  which,  according 
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to  the  method  devised  by  Willems,  they  prescribed 
immediate  walking  after  operation. 

The  13  cases  reported  herewith  confirm  the  good 
results  obtained  formerly  in  every  respect  but  are 
not  as  astonishing  as  those  given  by  immediate 
active  mobilization  in  cases  of  purulent  arthritis. 

VV.  A.  Brennan. 


Cotte,  G. :    Treatment  of  Wounds  of  the  Knee- 
joint     by     Immediate     Active     Mobilization 

(Traitement  des  plaies  articulaires  du  genou  par  la 
mobilisation  active  immediate).  Bull,  el  mim.  Soc. 
de  chir.  de  Par.,  1919,  xlv,  238. 

Cotte  has  treated  17  wounds  of  the  knee-joint 
by  the  Willem's  method  of  immediate  active  mobili- 
zation. 

Eleven  of  these  patients  were  first  operated  upon 
from  forty-eight  to  sixty  hours  after  the  injury. 
Six  had  already  been  operated  upon  in  other  ser- 
vices and  came  to  Cotte's  service  with  arthritis 
fully  developed. 

In  6  of  the  cases  of  recent  injury  immediate  active 
mobilization  has  given  the  best  result  not  only  as 
regards  arthritis  but  also  as  regards  the  return  of  the 
articular  function.  In  2  cases,  however,  in  spite 
of  the  early  and  regular  application  of  the  method, 
a  severe  arthritis  developed  and  in  one  case  amputa- 
tion was  necessary. 

In  the  other  3  cases  of  recent  wounds  in  which  a 
primary  intervention  was  done  there  were  bone 
lesions  in  addition  to  the  joint  injury.  In  2  of  these, 
despite  immediate  mobilization,  resection  was 
necessary.  Both  patients  recovered.  In  the  case 
of  the  third  patient  there  was  a  good  functional 
recovery. 

In  the  6  cases  of  arthritis  which  were  treated  by 
active  mobilization  a  secondary  resection  was  neces- 
sary in  4  and  an  amputation  in  2.  There  were  5 
recoveries.  One  of  the  patients  upon  whom  ampu- 
tation was  performed  died. 

The  author  considers  that  these  cases  gave  a  fair 
trial  of  Willem's  method  as  they  were  not  selected. 
The  results  were  not  so  good  as  those  obtained  by 
Willem's  and  Depage. 

The  facts  show  that  in  recent  injuries  of  the  joint 
immediate  active  mobilization  almost  always  gives 
good  results  as  in  7  out  of  the  1 1  cases  recovery  has 
been  almost  complete. 

In  wounds  of  the  joint  in  which  arthritis  has 
developed,  however,  failure  by  the  method  has  been 
general. 

The  failures  may  perhaps  be  explained  by  the 
length  of  time  that  elapsed  between  the  injury,  the 
first  operation,  and  the  mobilization,  but  whatever 
the  cause,  active  mobilization  did  not  cure  the 
arthritis  and  in  fact  may  have  had  an  unfavorable 
eflfect  upon  it. 

The  author  therefore  concludes  that  in  cases  of 
arthritis  with  associated  bone  lesions  due  to  war 
injuries  an  early  secondary  resection  is  best.  Ac- 
tive mobilization  after  several  day's  time  is  not 


to  be  recommended  in  the  cases  of  patients  upon 
whom  arthrotomies  have  been  performed. 

W.  A.  Bkennan. 

Thompson,  J.  E. :    Anatomical  Methods  of  Ap- 
proach in  Operations  on  the  Long  Bones  of 
the  Extremities.   Ann.  Surg.,  Phila.,  1918,  Ixviii, 
309- 
The  men  who  have  left  the  greatest  impress  on 
scientific  surgery  have  achieved  their  success  through 
contributions  to  anatomical  improvements  in  tech- 
nique and  additions  to  our  knowledge  of  surgical 
pathology. 

It  is  pointed  out  that  while  wonderfully  good  sur- 
gery is  performed  on  the  abdominal  viscera,  and  in 
some  instances  an  unusual  degree  of  skill  is  shown 
in  operations  on  the  neck,  the  work  done  on  the  arms 
and  legs,  is  with  few  exceptions  not  of  the  highest 
order.  This  deplorable  condition  is  attributed  part- 
ly to  the  surgeon's  lack  of  practice  and  partly  to  his 
deficient  training  in  anatomy. 

The  author  has  made  an  extensive  study  of  the 
long  bones  and  the  best  routes  by  which  they  can 
be  reached,  summing  up  the  results  of  this  study  as 
follows: 

The  best  routes  to  expose  the  tibia  are: 

1 .  Along  the  line  of  its  subcutaneous  surface  from 
the  medial  tuberosity  proximally  to  the  tip  of  the 
medial  malleolus  distally.  This  is  the  route  of 
choice. 

2.  Along  the  line  of  the  medial  border  of  the  tendo 
achillis  and  the  flexor  pollicis  longus  to  expose  the 
posterior  surface  of  the  distal  end  of  the  shaft  for 
tendon  implantation  and  fixation. 

3.  Along  the  line  of  the  lateral  border  of  the  tib- 
ialis anterior  to  expose  the  anterior  surface  of  the 
distal  end  of  the  shaft  for  tendon  implantation  and 
fixation. 

To  expose  the  fibula,  the  best  routes  are: 

1.  Along  the  line  of  the  subcutaneous  surface  of 
the  lower  fourth  of  the  shaft  and  the  lateral  malleo- 
lus. 

2.  Along  the  posterior  peroneal  septum  for  the 
upper  three-quarters  of  the  shaft. 

For  the  exposure  of  the  femur,  the  author  recom- 
mends the  following  routes: 

1.  Vertically  upward  from  either  lateral  or  me- 
dial epicondyle  for  the  lower  epiphysis  and  the  lower 
quarter  of  the  shaft. 

2.  An  anterolateral  incision  lateral  to  the  rectus 
femoris  for  a  small  area  at  the  juncture  of  the  middle 
and  lower  thirds  of  the  shaft. 

3.  An  external  incision  for  the  upper  three- 
quarters  of  the  shaft  along  a  line  drawn  from  the  tip 
of  the  trochanter  major  to  the  outer  border  of  the 
patella. 

4.  Between  the  vastus  lateralis  in  front  and  the 
short  head  of  the  biceps  cruris  and  the  insertion  of 
the  glutaeus  maximus  behind,  along  a  line  extending 
from  the  posterior  border  of  the  great  trochanter 
proximally  to  the  posterior  border  of  the  lateral  con- 
dyle distally. 
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5.  Along  the  line  of  a  medial  incision  extending 
vertically  upward  from  the  abductor  tubercle,  to 
expose  the  posterior  surface  of  the  lower  fourth  of 
the  shaft  (popliteal  surface). 

6.  The  anterior  oblique  incision  lateral  to  the  line 
of  the  upper  end  of  the  sartorius  muscle  for  the  ex- 
posure of  the  hip-joint,  the  neck  of  the  femur  and 
the  upper  part  of  the  shaft. 

Heitz-Boyer:  Twenty-Five  Cases  of  Massive  Bone 
Grafts  (A  propos  de  24  cas  de  grefTes  osseuses 
massives).  Btdl.  et  mint.  Soc.  de  chir.  de  Par.,  1919, 
xlv,  88. 

Ten  of  these  bone  grafts  were  done  in  cases  of 
pseudarthrosis  without  bone  loss  and  15  in  cases 
with  loss  of  substance  ranging  from  2  to  11  cms. 
Eight  cases  were  aseptic  and  17  septic. 

Of  the  aseptic  cases  4  were  without  loss  of  sub- 
stance and  gave  4  recoveries.  In  the  4  cases  with 
loss  of  substance  there  were  2  perfect  recoveries, 
I  failure,  and  i  case  of  fracture  of  the  graft. 

In  the  17  septic  cases,  there  were  12  successes, 
I  failure,  and  i  doubtful  result.  In  3  cases  the 
results  are  not  yet  complete. 

In  20  of  the  cases  in  which  the  graft  was  inserted 
more  than  a  year  ago  it  has  become  more  or  less  com- 
pletely eliminated  in  1 1 .  In  spite  of  the  elimina- 
tion, Heitz-Boyer  obtained  recovery  from  the  pseud- 
arthrosis and  bone  regeneration  sometimes  reaching 


5  cms.  in  10  of  these  cases.  The  eliminated  graft 
was  partly  eaten  away  and  some  parts  had  com- 
pletely disappeared. 

The  results  obtained  in  cases  in  which  there  was 
suppuration  were  almost  as  successful  as  those 
obtained  in  cases  without  suppuration,  showing  that 
a  bone  graft  may  "take"  almost  as  well  in  a  slightly 
infected  area  as  in  an  aseptic  area. 

A  second  finding  was  that  a  graft  of  dead  bone 
provokes  reparative  osteogenesis  almost  like  that 
caused  by  a  graft  of  living  bone,  and  such  repair- 
osteogenesis  can  be  obtained  even  when  the  graft 
is  eliminated  provided  the  elimination  does  not 
occur  too  soon. 

The  experience  gained  during  the  war,  therefore, 
has  established  the  fact  that  grafts  of  dead  tissue 
are  as  efficient  as  grafts  of  living  tissue,  and  that 
in  the  adult  it  is  the  bone  tissue  itself  rather  than 
the  periosteum  which  forms  the  reparative  bone 
tissue. 

The  graft  constitutes  a  passive  reserve  agent 
from  which  calcium  can  be  drawn  for  the  repair 
processes.  The  action  is  mostly  indirect,  and  as 
regards  the  graft  is  mechanical,  irritative,  and  chemi- 
cal. The  author  discusses  these  points  at  length,  and 
arrives  at  the  conclusion  that  from  the  viewpoint 
of  practical  surgery  the  use  of  grafts  of  dead  bone 
is  preferable  to  the  use  of  grafts  of  living  bone. 

W.  A.  Brennan. 
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Elsberg,  C.  A.:  On  Some  Lesions  Observed 
in  Operation  for  Old  Injuries  to  tiie 
Spinal  Cord,  with  Remarks  as  to  Treatment. 

Ann.  Surg.,  igiQ,  Ixix.  239. 

There  are  but  few  cases  of  injury  to  the  spinal 
cord  which  will  require  operative  interference 
months  after  the  initial  trauma.  The  definite 
indications  for  operation  the  author  sums  up 
succinctly.  In  order  to  arrive  at  the  proper  con- 
clusions thorough  and  repeated  neurologic  examina- 
tions and  the  use  of  good  X-ray  plates  are  very 
necessary. 

Even  if  the  reflexes  have  returned  and  spasticity 
is  marked,  surgical  relief  is  impossible  if  the  symp- 
toms of  a  complete  transverse  lesion  have  existed 
from  the  time  of  the  trauma.  Neither  has  the 
author  ever  seen  improvement  after  operative 
interference  upon  patients  with  symptoms  of 
incomplete  cord  lesions  who  had  large  bed  sores 
and  were  much  emaciated. 

Those  who  have  improved  considerably  for  a 
period  of  months  but  in  whom  the  improvement 


has  stopped  before  the  useful  function  of  the  limbs 
has  been  regained  should  be  operated  upon  if 
either  a  marked  angulation  of  the  cord  has  remained 
or  the  X-ray  shows  a  narrowing  of  the  spinal 
canal  by  dislocated  or  newly  formed  bone  and  un- 
less the  examination  shows  that  there  is  a  dis- 
sociated disturbance  of  superficial  sensation.  If 
there  has  been  considerable  return  of  the  power 
in  the  lower  limbs  and  the  condition  has  become 
stationary,  and  if  locomotion  is  interfered  with  by 
the  spasticity,  a  laminectomy  and  division  of  the 
appropriate  posterior  nerve  roots  is  often  followed 
by  very  satisfactory  results.  If  severe  root  pains 
at  or  near  the  upper  level  of  the  lesion  cannot  be 
relieved  by  immobilization  of  the  spine,  a  wide 
decompression  laminectomy  with  division  of  the 
posterior  nerve  roots  should-  be  done. 

The  author  has  performed  20  operations  for  old 
fractures  or  wounds  of  the  vertebral  column. 
Eight  patients  were  relieved  completely  and  the 
condition  of  6  of  them  was  greatly  improved. 

Gatewood. 
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INTERNATIONAL  ABSTRACT  OF  SURGERY 


SURGERY  OF  THE  NERVOUS   SYSTEM 


Cone,    S.    M.:     Some    Practical    Applications    of 
Pathology  to  the  War  Injuries  of  Nerves.   J . 

Orthop.  Surg.,  1919,  i,  157. 

Macroscopically  at  the  operating  table  note 
should  be  taken  systematically  of  the  size,  shape, 
location,  color,  circumscription  or  infiltration,  con- 
sistency, translucency,  and  homogeneity  of  the 
injured  tissue.  Protoplasm  (cells)  en  masse  is 
translucent,  gelatinous,  gray,  more  or  less  oedemat- 
ous  and  bulging.  When  compact,  it  is  gray  and 
opaque.  Fat  is  yellow;  muscle,  red;  arterial  cir- 
culation, pink;  venous  congestion,  blue;  and  broken- 
down  blood,  brown.  Fibrous  tissue  is  hard  to  tear, 
grates  on  cutting,  and  may  be  separated  readily 
from  its  surroundings  only  when  it  is  circumscribed 
or  beginning  to  retract.  When  dense,  it  cups  on 
section  and  retracts  about  softer  and  more  cellular 
tissue. 

The  author  continues  in  this  terse  fashion  to 
describe  the  gross  and  microscopic  findings  the 
surgical  indications,  and  the  prognosis.    The  article 


is  the  last  word  on  the  pathology  of  war  injuries  of 
the  nerves.  L.  C.  Do.vvelly. 

Jones,  A.  R. :  Tendon  Fixation  in  Irrecoverable 
Musculospiral  Paralysis.  J.  Orthop.  Surg.,  19 19, 
i,  135- 

With  his  description  of  the  deformity  of  the  hand 
caused  by  musculospiral  paralysis  the  author 
briefly  describes  also  tendon  fixation,  its  history,  and 
the  various  methods  of  applying  it.  The  treatment 
of  musculospiral  paralysis  consists  in  converting 
the  extensor  radialis  longior,  brevior  and  carpi 
ulnaris  into  ligaments. 

The  typical  Galli  operation  is  performed,  the 
tendons  bein^  buried  in  scarified  grooves  of  the 
bone  over  which  periosteum  is  then  sewed.  After 
the  operation  the  hand  is  held  in  a  slightly  dorsi- 
flexed  position  for  two  or  three  months  and  no  active 
motion  is  permitted  for  at  least  six  weeks  or  more. 
Case  reports  are  given  with  photographs  showing 
good  functional  results.  C.  C.  Chatterton. 


MISCELLANEOUS 


CLINICAL  ENTITIES— TUMORS,  ULCERS, 
ABSCESSES,  ETC. 

Alexander,  M.  E.,  and  Follett,  E.  C:  Subcutaneous 
Emphysema,  with  the  Report  of  Several  Cases, 
Particularly  One  with  Very  Extensive  Gen- 
eralized Emphysema.  /.  Am.  M.  Ass.,  1919,  Ixxii, 
930- 
Congenital  emphysema  is  very  rare.   Emphysema 
in  infants  as  the  result  of  rupture  of  pulmonary  ves- 
icles following  violent  exertion  or  a  fit  of  coughing  has 
been  observed  by  various  authors.    Traumatic  em- 
physema of  external  origin  may  result  from  stab 
wounds.   Puncture  wounds,  even  those  produced  by 
an  ordinary,  medium-sized  exploratory  needle,  have 
also  been  known  to  produce  severe  emphysema.   In 
regard  to  traumatic  emphysema  of  internal  origin, 
the  author  states  that  cases  have  been  described  in 
which  the  condition  was  due  to  rupture  of  almost 
any  part  of  the  alimentary  canal,  as  for  example 
the  oesophagus,  the  stomach,  or  the  rectum.    What 
is  true  of  the  alimentary  canal  is  true  of  the  air  pas- 
sages.   The  rupture  of  almost  any  part  may  pro- 
duce emphysema,  as  for  example  rupture  of  the  nose 
and  accessory  sinuses,  the  larynx,  the  trachea  and 
bronchi,  or  the  lungs. 

Emphysema  of  the  tissues  surrounding  an  abdom- 
inal wound  after  laparotomy  is  a  rather  curious  man- 
ifestation, but  cases  have  been  recorded  from  time 
to  time.  By  the  term  "spontaneous  emphysema"  is 
meant  the  occurrence  of  emphysema  after  exten- 
sive subcutaneous  extravasation  of  blood.  Emphy- 
sema during  labor  is  not  very  frequent.  Usually  it 
occurs  in  the  second  stage  of  labor,  during  the  pe- 


riod of  expulsion,  when,  owing    to  the  excessive 
straining,  pulmonary  vesicles  are  ruptured. 

In  reviewing  the  literature,  reports  of  a  consid- 
erable number  of  cases  of  generalized  emphysema 
are  found.  The  exact  distribution  of  the  emphy- 
sema varies  in  different  cases  and  depends  on  the 
extent  of  adherence  of  the  skin  to  the  subjacent 
structures. 

The  complications  of  emphysema  are:  (i)  exten- 
sion to  the  mediastinum;  (2)  extension  to  the  inter- 
nal organs;  (3)  haemopneumothorax  and  pyopneumo- 
thorax; and  (4)  erysipelas  and  cellulitis. 

Generally  speaking,  the  prognosis  is  good,  but 
depends  on  the  origin  of  the  condition  and  its  com- 
plications. The  accepted  opinion  seems  to  be  that 
subcutaneous  emphysema  requires  no  special  treat- 
ment beyond  that  of  the  condition  causing  it. 

H.  H.  Fkeilich. 

Lewis,  J.  H.:  Slow  Intravenous  Injection  of  Anti- 
serum to  Prevent  Acute  Anaphylactic  Shock. 

/.  Am.  M.  Ass.,  1919,  Ixxii,  329. 

After  a  thorough  review  of  the  literature  dealing 
with  anaphylactic  shock  in  serum  treatment,  and 
an  experimental  study  with  dogs,  rabbits  and 
guinea-pigs,  the  author  has  arrived  at  the  following 
conclusions: 

Acute  anaphylactic  shock  can  be  prevented  in 
sensitized  experimental  animals  by  giving  otherwise 
fatal  doses  of  diluted  antigen  intravenously  at  a 
very  slow  rate. 

So  far  as  these  results  can  be  applied  to  man,  it  is 
to  be  recommended  that  when  immune  serum  must 
be  given  intravenously,  it  should  be  injected  slowly 
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and  in  dilute  form.  The  exact  quantative  relation 
must  be  worked  out  experimentally  with  the  patient. 
At  present  it  can  be  said  only  that  the  injec- 
tions should  be  given  as  slowly,  and  the  dilutions 
should  be  as  high,  as  is  convenient  or  necessary  under 
given  conditions.  H.  J.  Van  dkn  Berg. 

SERA,  VACCINES,  AND  FERMENTS 

Casaubon,  A.:  The  Comparative  Value  of  the 
von  Pirquet  and  Mantoux  Reactions  in  Estab- 
lished Tuberculosis  (Sobre  las  reacciones  de  von 
Pirquet  y  dc  Mantoux;  su  valor  comparado  en  los 
tuberculoses  averiguados).  Rev.  Asoc.  med.  argent., 
1919,  XXX,  34. 

The  author  sums  up  his  conclusions  as  follows: 

1.  The  intradermal  reaction  of  Mantoux  is  more 
trustworthy  than  the  cutireaction  of  von  Pirquet 
in  all  types  of  tuberculous  infection,  active,  latent, 
or  cured. 

2.  The  dosage  in  the  von  Pirquet  test  is  i  drop 
of  pure  tuberculin.  In  the  Mantoux  test  the  dose 
ought  to  be  0.1  cc.  of  a  solution  of  i  :iooo  of  the  same 
tuberculin  instead  of  .01  mg.  as  proposed  by  the 
authors,  and  even  o.i  cc.  of  a  solution  of  1:100  in 
the  case  of  those  who  did  not  react  or  gave  only 
a  doubtful  reaction  in  two  or  three  previous  at- 
tempts with  the  first  dose. 

3.  Except  for  a  slight  and  transitory  elevation 
in  temperature  the  doses  indicated  do  not  cause  any 
disturbance  whether  the  tuberculosis  is  active  or 
latent  or  the  patient  is  a  child  or  an  adult.  The 
investigations  of  Combe  and  Jeanneret  have  shown 
also  that  they  cause  no  disturbance  even  in  the 
infant.  The  ulcerous  reaction  produced  by  the 
Mantoux  test  may  be  produced  also  by  the  von 
Pirquet  test. 

4.  Greater  technical  difficulties  are  offered  by  the 
Mantoux  test  but  it  has  the  advantage  of  greater 
accuracy. 

5.  The  high  percentage  of  positive  results  ob- 
tained by  the  von  Pirquet  test  in  the  case  of  those 
who  are  infected  with  tuberculosis  and  the  very 
great  simplicity  of  its  technique  and  materials 
makes  it  particularly  acceptable,  however,  under 
certain  conditions.  When  possible,  use  should  be 
made  of  both  tests. 

6.  Positive  reactions  to  tuberculin  are  dependent 
upon  the  presence  of  antibodies.  As  these  may  be 
absent,  either  permanently  or  temporarily  in 
persons  infected  with  tuberculosis,  the  tests  should 
be  repeated  at  different  times  before  it  is  asserted 
that  the  subject  is  free  from  infection. 

W.  A.  Brennan. 

BLOOD 

Delrez,  L.:  Sanguinary  Effusions  of  the  Serous 
Cavities  (Les  epanchements  sanguins  des  cavit6s 
s^reuses).    Arch.  med.  beiges,  1918,  Ixxii,  602. 

For  a  long  time  it  has  been  generally  believed 
that  blood  extravasated  into  serous  cavities  does 


not  coagulate.  This  theory,  however,  is  not  founded 
upon  correct  observation. 

Recent  animal  experimentation  by  Delrez  showed 
that  when  extravasated  blood  was  removed  by 
puncture  from  a  serous  cavity  it  did  not  coagulate 
in  vitro;  that  when  the  cavity  was  opened  either 
immediately  or  within  some  hours  after  the  extra- 
vasation, clots  always  were  found;  that  the  propor- 
tion of  defibrinated  blood  was  always  very  high  in 
comparison  with  the  clots;  and  that  in  animaU  the 
absorption  of  blood  effused  in  serous  cavities  is 
always  very  rapid. 

These  results  obtained  experimentally  in  animals 
are  entirely  in  accord  with  what  might  be  assumed. 
Blood  extravasated  into  the  serous  cavities  coagu- 
lates by  the  formation  of  gelatinous  clots  resembling 
coagulation  in  vitro.  It  resembles  defibrinated 
blood  because  of  the  abundance  of  serum.  In 
haemothorax  the  condition  is  due  at  least  in  part  to 
the  churning  caused  by  the  movements  of  the 
diaphragm,  and  in  haemoperitoneum  by  the  move- 
ments of  the  abdominal  viscerae. 

There  can  be  no  doubt  but  that  in  pleural  or 
peritoneal  extravasation  in  man  the  blood  undergoes 
coagulation.  Intra-articular  coagulation  has  been 
demonstrated  by  arthrotomies.  No  indication  as  to 
what  becomes  of  the  products  of  these  coagulations 
is  given  by  animal  experiments  as  in  the  latter 
absorption  is  rapid  while  in  man  it  is  extremely  slow. 

On  applying  the  findings  of  the  experiments 
reported  to  practical  surgery  it  is  evident  that 
puncture  of  extravasated  blood  by  the  needle  or 
syringe  is  futile  inasmuch  as  the  clots  and  fibrin 
escape  it.  A  more  radical  method  of  evacuation 
is  therefore  indicated.  The  area  of  such  effusions 
should  be  opened  with  the  scalpel,  the  opening  being 
made  large  enough  (8  to  10  mm.)  to  permit  the  easy 
passage  of  clots.  Rigorous  asepsis  is  required  but 
otherwise  this  method  is  simple.     W.  A.  Brennan. 

Mandlebaum,  F.  S.:  Two  Cases  of  Gaucher's 
Disease  in  Adults;  a  Study  of  the  Histo- 
pathology.  Biology,  and   Chemical   Findings. 

Am.  J.  M.  Sc,  1919,  clvii,  366. 

Only  16  cases  of  Gaucher's  disease  in  which  tlie 
diagnosis  w^as  established  by  histologic  examination 
had  been  recorded  up  to  the  year  19 16,  and  since 
that  time  the  reports  of  only  2  authentic  cases  have 
been  published.  The  writer  presents  2  additional 
cases  in  detail,  giving  the  histologic  and  chemical 
findings  and  attempting  to  establish  the  disease  on  a 
firm  anatomic  basis.  He  discusses  also  some 
disputed  questions  relating  to  the  histogenesis  of 
the  large  cells  in  the  haematopoietic  organs  and  the 
chemical  nature  of  the  substance  in  the  cells. 

The  disease  begins  usually  in  infancy  or  childhood 
and  is  characterized  clinically  by  progressive 
enlargement  of  the  spleen  and  subsequently  of  the 
liver,  a  discoloration  of  the  skin  of  the  exposed  parts 
of  the  body,  a  peculiar  thickening  of  the  con- 
junctivae, haemorrhages  such  as  epistaxis  or  bleeding 
from  the  gums,   and  a  definite  leucopenia.     The 
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superficial  lymph  nodes  are  not  enlarged,  there  is  no 
jaundice,  and  ascites  is  rare.  The  condition  is 
distinctly  chronic. 

The  organs  involved  are  the  spleen,  liver,  lymph 
nodes,  and  bone-marrow.  The  presence  in  these 
organs  of  peculiar  large  cells  with  a  characteristic 
cytoplasm  not  exactly  duplicated  in  any  other 
disease  is  a  distinguishing  histologic  feature.  These 
cells  are  derived  from  the  reticulum  of  the  hemato- 
poietic structures.  That  they  may  originate  also 
from  the  endothelial  cells  of  the  venous  sinuses  of 
the  spleen  cannot  be  denied.  Fat  or  lipoid  bodies 
cannot  be  found  in  the  large  cells  by  microchemical 
or  polariscopic  tests.  On  chemica  analysis  it  is 
found  that  the  peculiar  substance  in  the  large  cells 
does  not  belong  to  the  extractive  group,  but  is 
apparently  a  complex  protein  in  combination  with 
lipoids. 

Gaucher's  disease  is  evidently  caused  by  some 
disturbance  of  metabolism  the  products  of  which 
are  contained  in  a  specific  group  of  cells  (reticulo- 
endothelial) of  the  haematopoietic  system.  In  other 
diseases  and  in  some  lesions  produced  experi- 
mentally in  animals,  the  presence  of  large  cells  in 
the  same  specific  group  may  be  noted.  This  group 
may  react  in  various  ways  to  chemical,  bacterial, 
metabolic  or  toxic  irritation,  but  the  changes  in  each 
instance  are  dependent  on  the  etiologic  factor  and  a 
clear  distinction  between  the  reactions  of  these 
cells  and  the  large  cells  of  Gaucher's  disease  may  be 
made  by  microchemical  and  histologic  examination. 

H.  H.  Freilich. 

Kahn,  M.,  and  Barsky,  J.:  Studies  of  the  Chem- 
istry of  Pernicious  Anaemia.  Arch.  Int.  Med., 
1919,  xxiii,  334. 

In  an  endeavor  to  add  something  to  our  rather 
sparse  knowledge  of  the  pathochemistry  of  pernici- 
ous anaemia  Kahn  and  Barsky  conducted  a  series  of 
investigations  on  3  cases  of  the  disease.  These  cases 
"Were  as  follows: 

Case  i.  Jewish  woman,  45  years  old.  married; 
no  children;  four  miscarriages;  husband  well. 
A  Wassermann  test  was  made  and  twice  was  found 
to  be  weakly  positive.  When  the  patient  came  to 
the  hospital,  she  had  a  red  blood  count  of  720.000, 
hasmoglobin  35  per  cent,  color  index  2,  white  blood 
count  6,600,  neutrophils  53  per  cent,  eosinophils 
I  ■  per  cent,  large  mononuclears  2  per  cent,  and 
lymphocytes  44  per  cent.  Marked  anisocytosis  and 
poikilocytosis.  Coagulation  time,  12.5  min.;  blood 
platelets  150,000.  The  patient  remained  in  the 
hospital  tor  three  months,  and  was  given  several 
transfusions  by  the  citrate  method.  Salvarsan  had 
no  effect.  During  one  of  the  remissions  she  left  the 
hospital. 

Case  2.  Married  salesman;  one  child;  ill  for 
eight  months;  denied  syphilis;  had  had  gonorrhoea; 
Wassermann  doubtful.  Blood:  red  blood  count 
1,200,000;  haemoglobin  45  per  cent;  color  index  1.8; 
marked  anisocytosis  and  poikilocytosis;  normoblasts 
present;  platelets  185,000; coagulation  time,  11  min. 


The  patient  was  given  several  transfusions,  but  died. 
No  autopsy. 

Case  3.  Married  woman,  aged  42;  two  children; 
ill  one  year.  Blood:  Wassermann  negative;  red 
blood  count  1,400,000;  haemoglobin  42  per  cent; 
color  index  1.3;  blood  platelets  210,000;  coagulation 
time  13.5  min.;  white  blood  count  7,200;  polynu- 
clears  62  per  cent;  many  normoblasts.  The  patient 
was  given  several  transfusions  and  left  the  hospital 
during  a  remission. 

The  investigations  included  examination  of  the 
blood,  a  study  of  the  functional  capacity  of  the  gas- 
tro-intestinal  tract,  a  study  of  the  function  of  the 
pancreas,  examination  of  the  urine  and  a  study  of  the 
liver  and  kidney  function.  The  results  were  sum- 
marized as  follows: 

1.  The  blood  shows  a  lessened  specific  gravity 
of  the  serum,  reduction  of  the  protein  content,  an 
increase  in  the  ash  and  lime  content,  and  a  normal 
fat,  cholesterol  and  glucose  percentage. 

2.  There  is  complete  anacidity  in  the  stomach, 
an  increased  residuum,  and  absence  of  pepsin,  the 
picture  resembling  that  of  carcinoma  ventriculi. 

3.  The  WolfT-Junghans  test  is  negative. 

4.  Intestinal  digestion  is  disturbed.  The  faecal 
bulk  is  much  increased,  and  the  nitrogen  lost  in  the 
faeces  above  normal.   The  fat  in  the  faeces  is  normal. 

5.  Intestinal  putrefaction,  as  evidenced  by 
increased  ethereal  sulphate  output,  is  present. 
There  is  a  state  of  suboxidation — the  neutral  sul- 
phur fraction  is  increased. 

6.  The  pancreas  functionates  normally  as 
evidenced  by  enzyme  examination  of  the  duodenal 
contents  and  faeces. 

5.  There  is  a  deficiency  in  the  hepatic  detoxica- 
tion  function  as  shown  by  the  sulphoconjugation 
test.  The  glycogenic  and  ureogenic  functions  of 
the  liver  are  normal. 

8.  The  excessive  haemolysis  is  attended  by  both 
a  pleochromia  and  a  urobilinocholia.  In  this 
regard   Schneider's  experiments   are   corroborated. 

g.  There  is  an  increased  elimination  of  oxypro- 
teic  acid  nitrogen  in  the  urine;  the  other  urinary 
nitrogen  fractions  are  normal. 

10.  The  renal  function  is  normal  as  evidenced  by 
the  phenolsulphonephthalein  test  and  the  blood- 
nitrogen  partition. 

1 1 .  The  creatinin  in  the  blood  is  increased. 

12.  Acidosis  is  present  as  determined  by  the 
carbon-dioxid  combining  power  of  the  blood  plasma, 
the  H-ion  concentration  of  the  blood,  and  the  carbon 
dioxid  of  the  alveolar  air.  G.  W.  Hochrein. 

Goormaghtigh,  N.:  Arrest  of  Kidney  Function 
Following  Blood  Transfusion  (Note  sur  un 
cas  de  bloquage  du  rein  consecutif  a  la  transfusion 
du  sang).  Arch.  mid.  beiges,  1918,  Ixxii,  611. 

In  the  case  of  a  wounded  soldier  treated  by  a 
transfusion  of  blood  from  a  healthy  donor  a  de- 
crease in  the  kidney  function  was  observed  the 
following  day.  The  man  died.  The  autopsy  findings 
showed  the  picture  of  a  grave  toxaemia  and  the 
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presence  of  lesions  of  a  toxic  nature  in  the  liver  and 
the  heart.  The  blood  plasma  of  the  donor  appeared 
to  have  acted  as  a  toxin. 

The  symptoms  of  failure  in  the  kidney  function 
following  transfusion  are  marked  oliguria  which 
begins  early  and  develops  into  anuria,  a  gradual 
increase  in  the  arterial  pressure  associated  with 
slowing  of  the  pulse,  an  antitoxin  reaction  of  the 
organism,  and  marasmus,  i.e.,  the  clinical  picture  of 
uraemia. 

Two  questions  are  suggested:  What  was  the 
cause  of  the  kidney  block,  and  under  what  cir- 
cumstances may  the  blood  of  a  donor  act  as  a  toxin? 
In  answer  to  the  first,  the  author  states  that  the 
renal  condition  probably  had  its  origin  in  the  liver 
which  is  able  to  secrete  substances,  like  urea,  with 
an  effect  upon  the  renal  function.  Anuria  is  a  fre- 
quent symptom  in  severe  hepatites.  The  answer 
to  the  second  question  calls  for  further  research. 

W.  A.  Brennan. 

BLOOD  AND  LYMPH  VESSELS 

Gu6niot,  P. :  The  Value  of  Distant  Arterial  Liga- 
tion in  the  Treatment  of  Haemorrhage  (Valeur 
des  ligateurs  arterielles  a  distance  dans  le  traitement 
des  hemorragies) .  Bull,  med.,  Par.,  1919,  xxxiii,  107. 

In  Gueniot's  opinion  it  is  best  to  ligate  the  two 
ends  of  the  bleeding  vessel  in  the  area  of  the  wound. 
In  deep  haemorrhage  from  facial  wounds,  however, 
this  is  not  always  possible.  In  such  cases  recourse 
must  be  had  to  ligation  of  the  external  carotid 
artery,  the  efficiency  of  which  is  now  well  known. 

In  haemorrhages  from  wounds  of  the  limbs  arterial 
ligature  at  a  distance  from  the  wound  is  only  a 
makeshift,  an  operation  of  necessity  rather  than  of 
choice.  The  surgeon  may  be  compelled  to  ligate  in 
this  way,  for  example,  in  cases  of  secondary  haemor- 
rhage from  infected  wounds.  In  spite  of  all  objec- 
tions, however,  it  is  in  some  cases  an  admirable 
means  of  securing  hasmostasis.  The  arterial  trunk 
should  be  tied  as  near  as  possible  to  the  site  of  the 
lesion,  above  and  below  it.  W.  A.  Brennan. 

Rocher:  Arteriovenous  Aneurism  of  the  Aorta 
and  Vena  Cava  Produced  by  a  Bullet  in  the 
Left  Renal  Vein  (Anevrisme  arteriosa-veineux 
aortico-cave  produit  par  una  balle  de  fusil  logee 
dans  la  veine  renale  gauche).  Bull,  et  mem.  Soc. 
de  chir.  de  Par.,  1919,  xlv,  12. 

The  autopsy  on  Rocher's  patient  showed  that  a 
bullet  which  had  traversed  the  right  hypochondrium 
had  struck  the  lower  pole  of  the  right  kidney,  per- 
forated the  inferior  vena  cava  at  its  external  aspect, 
reperforated  the  vena  cava  on  the  anterior  aspect 
near  its  internal  edge,  and  pierced  the  anterior  wall 
of  the  aorta.  An  enormous  diffuse  aneurismal  haema- 
toma  had  resulted.  The  subsequent  heart,  lung, 
kidney,  and  other  disturbances  caused  death  within 
three  months.  A  diagnosis  of  aneurism  had  not  been 
made. 

Arteriovenous  communications  of  the  aorta  and 


superior  vena  cava  more  frequently  originate  from 
an  arterial  lesion  of  pathologic  order  than  from  a 
traumatism.  They  are  usually  situated  in  the 
ascending  portion  of  the  arch  of  the  aorta  and  the 
vena  cava. 

Arteriovenous  aneurisms  of  the  inferior  vena  cava 
usually  result  from  a  traumatism  in  the  form  of  a 
violent  abdominal  contusion. 

Although  in  aneurism  of  the  aorta  and  the  inferior 
vena  cava  there  is  a  pulsating  tumor  in  the  abdomen, 
an  arteriovenous  aneurism  has  been  diagnosed  only 
once  in  the  cases  recorded  in  the  literature.  In  no 
recorded  case  has  any  surgical  operation  been  at- 
tempted. The  author  believes,  however,  that  in 
traumatic  cases  separation  of  the  vessels  and  suture 
is  quite  feasible.  W.  A.  Brennan. 

Gr^goire,  R. :  Arteriovenous  Aneurisms  and  Ar- 
terial Suture  (Anevrismes  arterioveineux  et  suture 
arterielle).  Bull,  et  mem.  Soc.  de  chir.  de  Par.,  1919, 
xlv,  407. 

The  ideal  treatment  of  arteriovenous  aneurisms 
is  unquestionably  a  treatment  which  closes  the 
arteriovenous  communication  while  preserving  the 
physiologic  integrity  of  the  vessels.  Such  an  ideal 
operation  is  rare  for  in  qi  cases  of  arteriovenous 
aneurism  reported  to  the  Societe  de  Chirurgie 
during  the  past  four  years  it  was  performed  only 
Q  times.  Quadruple  ligature  and  extirpation  which 
is  the  usual  procedure  often  leave  distressing  se- 
quelae such  as  ischaemia  and  gangrene  of  the  limb. 

In  a  great  many  instances  it  is  quite  feasible  to 
re-establish  the  blood  current  and  this  might  have 
been  done  in  many  cases  in  which  the  operation 
performed  was  quadruple  ligature  and  extirpation. 
In  some  cases,  however,  ligature  and  extirpation 
is  the  only  justifiable  treatment.  Such  are  those 
in  which  the  aneurism  is  situated  at  the  extremity 
of  a  stump  or  the  arterial  wall  is  so  damaged  that 
it  will  not  hold  sutures.  Also  there  are  cases  in 
which  ligature  and  extirpation  is  the  only  prac- 
ticable method.  Such  for  instance  are  cases  of 
jugulocarotidean  aneurism  situated  at  the  base 
of  the  brain. 

If  an  aneurism  is  not  operated  upon  within  the 
first  thirty  to  forty  days  after  its  occurrence  the 
presence  of  the  sclerous  sheath  which  forms  about 
the  vessels  by  infiltration  renders  their  isolation 
and  suture  practically  impossible.  Dense  adhesions 
also  cause  difficulty. 

The  question  of  suture  is  therefore  confined 
almost  practically  to  recent  arteriovenous  aneurisms. 
A  few  cases  in  which  suture  of  the  artery  was  suc- 
cessful are  cited.  The  great  difficulty  in  all  opera- 
tions of  vascular  suture  is  to  obtain  perfect  hasmos- 
tasis.  Temporary  haemostasis  should  be  obtained 
in  the  wound  itself  by  temporarily  ligating  the 
artery  and  not  the  vein  above  the  site  of  the  lesion. 

Gregoire  insists  that  the  surgery  of  arteriovenous 
aneurisms  should  be  more  conservative.  The  object 
should  always  be  closure  of  the  arteriovenous 
communication.      Quadruple  ligature  and  extirpa- 
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tion  ought  to  be  reserved  to  cases  in  which,  because 
of  the  situation  of  the  aneurism,  sclerous  infiltra- 
tion, the  condition  of  the  vascular  wall,  or  the  small 
size  of  the  vessel,  no  other  course  is  practicable. 

W.  A.  Brennan. 

Filadoro,  P. :  Two  Cases  of  Popliteal  Aneurisms  of 
Syphilitic  Nature  (Due  casi  di  aneurisma  della 
poplitea  di  natura  sifilitica).  Policlin.,  Roma,  1919, 
xxvi,  sez.  chir.,  32. 

In  one  of  these  cases  the  aneurism  was  of  great 
size.  When  specific  treatment,  which  was  continued 
for  some  time,  failed  to  give  any  benefit,  operation 
was  performed.  In  the  other  case  the  aneurism  was 
small  and  under  intense  specific  treatment  the 
patient  recovered  without  operation. 

Filadoro  believes  that  the  prognosis  in  ectatic 
forms  of  arteritis  in  the  trunk  vessels  of  the  limb  is 
very  favorable.  When  such  an  aneurism  is  found 
to  be  due  to  syphilis,  the  patient  should  be  sub- 
jected to  rigorous  specific  treatment.  In  certain 
well-defined  cases  of  aneurism,  especially  when  the 
lesion  is  small,  such  specific  treatment,  if  begun 
early,  may  in  a  short  time  cause  the  disappearance 
of  all  subjective  symptoms.  Very  large  aneurisms 
require  surgical  intervention.  W.  A.  Brennan. 

SURGICAL  DIAGNOSIS,  PATHOLOGY,  AND 
THERAPEUTICS 

Senger,  W. :    The  Modern  Treatment  of  Burns. 

Am.  J.  Surg.,  1919,  xxxiii,  29. 

The  writer  uses  paraflfin  in  treating  all  superficial 
burns,  irrespective  of  their  extent  or  location.  He 
uses  it  also  for  third  degree  burns  if  they  are  not 
large.  This  treatment  he  believes  has  the  following 
advantages:  (i)  It  immobilizes  the  wound;  (2) 
protects  granulations;  (3)  stimulates  epithelial 
growth;  (4)  greatly  minimizes  pain;  (5)  renders  sub- 
sequent dressings  easy  and  much  more  rapid;  and 
(6)  prevents  excessive  scar  formation. 

Third  degree  burns  should  not  be  treated  with 
paraffin  unless  they  are  very  small.  When  the  burn 
is  extensive,  the  parts  should  be  rendered  aseptic 
at  the  earliest  moment  with  the  Carrel-Dakin 
solution,  after  which  skin  should  be  grafted  to  pre- 
vent scars  if  possible.  When  necessary  to  combat 
scars,  "relaxation  incisions"  or  the  "button  hole 
operation"  with  modifications  gives  the  best  results. 

E.  B.  Freilich. 

Levin,  O.  L.:  The  Ultraviolet  Rays  in  the  Treat- 
ment of  Chilblain.  J.  Am.  M.  Ass.,  1919,  Ixxii, 
8SS- 

Ultraviolet  rays  were  used  by  the  author  in  3  cases 
with  gratifying  results. 

The  first  patient,  who  had  failed  to  respond  to 
routine  methods,  was  very  much  relieved  after  the 
first  treatment,  and  the  trouble  had  almost  entirely 
disappeared  at  the  end  of  the  week.  There  was  no 
recurrence. 

In  the  second  case  there  was   complete   disap- 


pearance of  the  lesions  after  two  lo-minute  exposures 
at  a  distance  of  20  in.  administered  at  intervals  of  a 
week. 

In  the  third  case  the  pain  was  very  much  alleviat- 
ed after  the  first  treatment,  and  the  lesions  dis- 
appeared after  the  third. 

Chilblain  is  essentially  an  erythema  which  occurs 
in  those  who  have  poor  peripheral  circulation  and 
disturbed  vasomotor  tone.  The  good  results 
obtained  with  the  ultraviolet  rays  are  probably  due 
to  the  direct  effect  they  exert  upon  the  peripheral 
vessels  and  blood  stream.  It  is  therefore  suggested 
that  these  rays  be  used  in  the  treatment  of  this 
condition,  but  not  to  the  exclusion  of  other  local  and 
general  measures.  The  author  regards  them  of 
value  not  only  in  removing  the  lesions,  but,  if  used 
sufficiently  early  in  those  who  have  had  previous  at- 
tacks, in  preventing  recurrence. 

H.  J.  Van  den  Bekg. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Houssay,  G.  L.  Y.,  and  Giusti,  L.:  Bilateral  Vagot- 
omy in  Guinea-Pigs  (La  vagotomia  bilateral  en  Ids 
cobayos).    Rev.  Asoc.  med.  argent.,  1919,  xxx,  165. 

Experiments  were  carried  out  by  the  authors  in 
which  a  vagotomy  was  performed  on  more  than 
go  guinea-pigs  and  a  number  of  white  rats.  The 
operation  was  either  unilateral  or  bilateral.  When 
bilateral,  it  was  performed  in  one  or  in  two  stages. 
From  the  results  the  authors  draw  the  following 
conclusions: 

1 .  In  guinea-pigs  double  vagotomy  causes  death 
in  from  one  to  five  hours  even  when  a  tracheotomy 
is  performed  previously. 

2.  Unilateral  vagotomy  produces  few  symptoms 
and  is  always  well  borne. 

3.  Bilateral  vagotomy  in  two  stages  causes  death 
and  the  same  symptoms  as  when  it  is  performed  in 
one  stage. 

4.  Double  vagotomy  produces  instantaneous, 
intense,  progressive,  and  fatal  dyspncea. 

5.  The  dyspnoea  is  probably  due  to  failure  of  the 
peripheral  stimuli  which  are  indispensable  and 
usually  proceed  from  the  vagus  to  the  respiratory 
centers. 

6.  Double  vagotomy  when  performed  on  the 
white  rat  in  either  one  or  two  stages  produces  death 
in  the  same  way  as  in  guinea-pigs. 

W.  A.  Brennan. 

Ely,  L.  W. :  The  Formation  of  Bone.     Ann.  Surg., 

1919,  Ixix,  225. 

In  an  effort  to  avoid  some  of  the  mistakes  which 
he  believes  are  being  made  by  those  attempting  to 
determine  the  origin  of  new  bone,  the  author 
begins  by  laying  down  exact  definitions  of  bone 
cortex,  marrow,  and  periosteum.  "Bone  cortex" 
is  the  layer  of  compact  bone  tissue  at  the  surface 
of  all  bones.  It  is  perforated  by  channels  for  the 
entrance  of  blood-vessels  and  contains  the  longi- 
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tudinal  Haversian  systems,  prolongations  of  the 
periosteum,  and  marrow.  "Marrow"  is  all  the 
soft  tissue  within  the  bone.  It  is  generally  de- 
scribed as  being  lymphoid,  fatty,  or  "  myxomatous," 
but  its  situation,  not  its  composition,  determines  its 
name.  "Periosteum"  is  the  tissue  which  covers 
all  bone  except  at  the  joint  surfaces. 

Intracartilaginous  bone  begins  with  the  pushing- 
in  of  blood-vessels  into  the  cylinder  of  cartilage 
about  which  calcification  and  ossification  take 
place.  In  other  words,  this  is  bone  formation 
without  marrow  or  periosteum.  Other  examples 
might  be  cited  such  as  the  bone  formation  in  the 
walls  of  the  aorta,  in  necrotic  lymph  glands,  and 
in  the  kidneys  of  laboratory  animals  whose  renal 
vessels  have  been  ligated.  It  appears  that  all  that 
is  necessary  for  bone  formation  are  blood-vessels, 
a  loose  meshed,  fibrous  tissue,  a  homogeneous 
tissue  (cartilage  matrix),  or  a  granular  or  necrotic 
material,  and  a  stimulus.  The  stimulus  may  be 
physiologic  or  pathologic. 

The  derivation  of  the  osteoblast  is  still  uncer- 
tain. It  has  no  physical  characteristics  by  which 
it  can  be  distinguished  from  other  cells.  In  the 
author's  opinion  osteoblasts  can  both  build  up  and 
tear  down.  In  certain  inflammatory  processes  in 
the  marrow  the  active  factor  is  the  small  cell  which 
is  not  to  be  distinguished  from  the  osteoblast. 
The  fibrous  tissue  of  the  periosteum  is  the  same 
as  other  fibrous  tissue.  If  there  are  osteoblasts 
under  it  they  will  form  bone  there  as  well  as  any- 
where else.  Gatewood. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Lyster,  C.  R.  C,  and  Russ,  S.:  A  Biological  Basis 
for  Protection  Against  X-Rays.  /.  Roentg.  Soc, 
Lond..  1918,  xiv,  87. 

Lyster  and  Russ  report  a  study  of  the  amount  of 
radiation  reaching  individual  operators,  with  a  view 
to  determining  how  operators  may  be  adequately 
protected.  A  small  X-ray  plate  was  wrapped  in  1.5 
mm.  of  lead  in  which  four  holes  were  punched.  This 
was  carried  in  the  pocket  during  one  full  day's  work, 
after  which  it  was  developed  and  compared  with  a 
standard  exposure.  From  this  comparison  the  frac- 
tion of  an  erythema  dose  received  by  the  operator 
was  estimated.  The  test  exposures  were  made  with 
Coolidge  tubes  and  with  radium  bromid,  the  latter 
being  preferred. 

A  further  study  was  made  of  the  biologic  eflfect 
of  soft  and  hard  radiation.  In  each  case  it  was  ar- 
ranged that  the  plate  should  be  acted  upon  by  the 
beams  of  rays  which  produced  identical  ionization 
in  the  air  of  a  small  gold-leaf  electroscope. 

In  studies  of  this  kind  the  plate  carried  by  the 
operator  should  be  of  the  same  make  as  the  plate 
used  for  the  basis  test  or  it  will  be  necessary  to 
estimate   the   comparative   speed. 

Safety  from  X-rays  is  a  twofold  problem:  pro- 
tective devices  in  the  apparatus  and  precautions 
taken  by  the  operator  himself.    In  determining  the 


safety  of  an  installation  both  factors  must  be  con- 
sidered. 

In  the  studies  reported  plates  were  carried  by 
twelve  difTerent  operators  with  results  varying  from 
no  exposure  to  an  exposure  equal  to  3  min.  of  the 
basis  test  plate. 

The  writers  offer  to  estimate  the  exposure  of 
plates  carried  by  operators  if  they  are  sent  to  them 
at  the  Middlesex  Hospital.  This  offer  arises  from 
their  conviction  that  even  at  the  present  time  ade- 
quate steps  are  not  always  taken  for  protection 
against  the  X-ray.  They  believe  it  a  matter  of 
national  importance  that  medical  X-ray  procedure 
should  not  come  under  the  category  of  dangerous 
occupations.  D.  R.  Bowen. 

Einhorn,  M.:  X-Ray  Visualization  of  the  Gut  by 
Means  of  a  New  Intestinal  Delineator.  Med. 
Rec,  1919,  xcv,  509. 

The  "delineator"  described  by  Einhorn  consists 
of  about  30  feet  of  braided  silk  through  the  lumen  of 
which  are  run  sixty  strands  of  annealed  copper  .002 
inch  in  thickness.  At  the  distal  end  is  a  small  metal 
ball.  Leaded  markers  indicate  the  length  of  the 
string  from  the  ball  in  yards.  The  cord  is  run  through 
a  mouthpiece  somewhat  like  a  cigar  holder  and 
passes  from  a  reel  without  any  special  swallowing 
effort  by  the  patient.  X-ray  exposures  are  made  at 
two-hour  intervals  until  the  ball  appears  in  the 
stool. 

The  use  of  the  instrument  by  two  patients  is 
described  and  the  following  conclusions  are  drawn: 

The  delineator  passes  the  small  intestine  without 
curling  but  curls  in  the  colon. 

In  the  small  intestine  the  ball  always  runs  ahead 
of  the  string  and  pulls  the  latter  along,  but  in  the 
colon  the  string,  in  spiral  form,  is  frequently  seen 
ahead  of  the  ball. 

These  normal  findings  will  probably  be  of  diag- 
nostic value  in  pathologic  conditions.  In  obstruc- 
tions along  the  small  intestine  the  forward  passage 
of  the  ball  will  be  stopped  and  the  string  will  curl  up. 

D.  R.  BowEN. 

Cheney,  H.  H.:  The  Use  of  X-Rays  in  Gastro- 
intestinal Diagnosis.  Canadian  M.  Ass.  J.,  igig, 
ix,  238. 

Theauthor  briefly  describes  the  method  he  employs 
in  making  gastro-intestinal  examinations  with  the 
roentgen  ray  and  his  findings.  Relative  to  oesophageal 
conditions,  he  mentions  deviation  associated  with 
aortic  aneUrysm  and  cardiospasm  with  ulcer  near 
the  cardia  or  cicatricial  contraction.  He  sums  up 
the  findings  that  point  to  ulcer  under  positive  and 
possible  signs.  The  former  include  the  niche,  per- 
foration, pyloric  obstruction  with  cicatricial  con- 
traction, permanent  hour-glass  deformity,  and 
incisura;  the  latter,  absence  or  temporary  irregular- 
ity of  the  duodenal  cap,  retention,  or  rapid  empty- 
ing. The  possible  signs  may  be  of  reflex  origin  or 
produced  by  lesions  outside  of  the  gastro-intestinal 
tract. 
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Unusually  rapid  emptying  of  the  caecum  points 
to  an  enteritis  or  subacute  appendicitis,  whereas 
delayed  emptying  may  indicate  a  cicatrix,  chronic 
appendicitis,  or  neoplasm.  Colonic  stasis  is  evident 
in  the  majority  of  cases  brought  before  the  roent- 
genologist and  is  caused  by  hepatic  or  splenic  acnity, 
or  both,  in  75  per  cent  of  these  cases. 

Adolph  Hartung. 

Spriggs,  E.  I.:  The  Examination  of  the  Vemiifonn 
Appendix  by  the  X-ray.  Arch.  Radiol,  y  Elec- 
trotherapy, 1919,  xxiii,  301. 

A  resume  of  the  history  of  the  demonstration  of 
the  appendix  with  the  aid  of  the  roentgen  ray  is 
followed  by  a  description  of  the  meals  given  and  the 
methods  used  in  the  examination.  The  appearance 
of  the  normal  and  diseased  appendix  as  observed  on 
the  plate  and  screen  is  described  in  detail  and  the 
findings  summarized. 

The  signs  of  present  inflammation  are,  beside  pain 
and  other  clinical  symptoms,  a  tender  point  and 
varying  dilatation  of  the  lumen  from  hyperactivity 
and  spasm,  while  evidence  of  former  disease,  recent 
or  remote,  is  given  by  concretions,  abnormal  outline, 
delay  in  filling  or  emptying,  adhesions,  severe  kinks, 
and,  in  certain  cases  at  least,  by  the  absence  of  a 
shadow. 

The  author's  summary  is  as  follows: 

1 .  In  the  large  majority  of  cases,  it  is  possible  to 
observe  the  appendix  with  the  X-rays  by  the  use  of 
an  opaque  meal  of  buttermilk  and  barium  sulphate 
after  preparation  with  castor  oil. 

2.  The  normal  appendix  fills  and  empties  about 
the  same  time  as  the  caecum.  Especially  in  young 
persons  it  may  fill  and  empty  repeatedly  while  the 
caecum  remains  full.  The  best  view  is  usually  ob- 
tained about  twelve  to  fourteen  hours  after  the  in- 
gestion of  the  opaque  meal. 

3.  Direct  X-ray  examination  of  the  appendix  is 
of  much  help  in  the  diagnosis  of  chronic  appendicitis. 
With  adequate  observation  it  is  found  that  the 
proportion  of  cases  in  which  no  barium  sulphate 
enters  the  appendix  is  small. 

4.  In  determining  whether  the  appendix  is  or 
has  been  diseased,  attention  must  be  paid  to  the 
filling  and  emptying,  the  shape,  mobility,  and  po- 
sition, and  the  presence  of  concretions,  hyperactivity 
spasm,  or  tenderness.  Continued  contractions  and 
spasm  are  associated  with  active  inflammation. 
The  presence  of  a  tender  point  is  a  valuable  sign, 
but  requires  care  in  its  interpretation. 

5.  In  36  cases  in  which  the  X-ray  reports  were 
compared  with  the  operative  findings,  the  diagnosis 
was  verified  at  the  operation.        Adolph  Hartung. 

Mauclaire:  Review  of  Operations  Performed 
Under  Screen  Control  by  Didier,  Lapeyre, 
Rhabourdin,  and  Marcille.  Bull,  et  mem.  Soc.  de 
chir.  de  Par.,  1919,  xlv,  207. 

Didier's  statistics  comprised  11  cases  of  pro- 
jectiles situated  in  the  upper  and  middle  portions  of 
the  lung,  10  in  the  region  of  the  hilum,  2  in  the 


pleurodiaphragmatic  area,  3  in  the  mediastinum, 
and  I  fixed  in  the  anterior  wall  of  the  left  ventricle 
of  the  heart. 

In  every  instance  the  extraction  under  screen 
control  was  easily  accomplished  by  a  limited 
thoracotomy.  Only  a  few  centimeters  of  the  rib  or 
cartilage  were  removed,  a  Tuffier  retractor  was 
applied,  and  the  projectile  searched  for  and  removed 
with  the  forceps. 

Lapeyre  reported  4  similar  cases  treated  in  the 
same  way. 

Rhabourdin's  statistics  included  40  cases  of 
extraction  of  projectiles  in  3  of  which  the  foreign 
body  was  removed  from  the  lung. 

Mauclaire  himself  has  performed  operations  under 
screen  control  since  1913,  on  the  head  and  elsewhere 
as  well  as  on  the  thorax. 

In  the  case  reported  by  Marcille  the  fixation  of  a 
screw  in  the  neck  of  the  femur  in  the  treatment  of  an 
old  pseudarthrosis  was  accomplished  under  screen 
control  very  easily. 

Mauclaire  believes  this  method  is  applicable 
also  to  the  reduction  of  subcutaneous  fractures. 

The  most  serious  objection  to  screen  control 
during  operations  is  the  possibility  of  producing 
radiodermatitis,  but  this  is  almost  obviated  by  the 
present  elaborate  means  of  protection. 

W.  A.  Brexnan. 

Simpson,  F.  £.:    Epithelioma  of  the  Face.    Surg. 

Cl'n.  Chicago,  1919,  iii,  70. 

From  the  standpoint  of  the  treatment  of  a  cancer 
it  is  most  important  to  determine  its  pathologic 

The  clinical  diagnosis  of  epithelioma  of  the 
skin  is  comparatively  simple.  A  probable  diagnosis 
can  be  made  clinically  if  it  is  borne  in  mind  that 
epitheliomata  of  the  face,  especially  of  the  upper 
two-thirds  and  away  from  the  mucous  membranes, 
are  usually  of  the  basal-cell  type  while  those  of  the 
tongue  and  lower  lip  are  of  the  squamous-cell 
type.  The  latter  frequently  have  a  papillomatous 
aspect,  grow  rapidly,  and  form  metastases  early. 
The  others  grow  very  slowh'  and  it  is  said  that  they 
never  metastasize. 

Squamous-cell  cancer,  if  seen  early,  should  pref- 
erably be  excised  e«  bloc  with  the  draining  lymph- 
atic glands  and  the  area  then  subjected  to  post- 
operative prophylactic  radiations.  Inoperable  cases 
may  be  held  in  abeyance  or  even  clinically  cured  in 
some  cases  by  radium.  In  dealing  with  basal-cell 
epitheliomata,  radium  when  properly  applied  is  the 
agent  of  choice  and  produces  prompt  recovery  with 
good  cosmetic  results. 

The  case  is  cited  in  detail  of  a  patient  with  an 
epithelioma  of  the  left  lower  eyelid,  nose,  cheek,  and 
upper  lip  who  was  treated  with  200  mg.  of  radium 
element  at  intervals  for  a  total  period  of  twenty-five 
hours  in  about  eight  weeks.  At  the  end  of  that 
time  the  lesion  was  completely  healed  and  has 
remained  so  to  the  date  of  the  report. 

Adolph  Hartuxg. 
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'Simpson,  F.  E.:    Cancer  of  Base  of  Tongue  and 
Epiglottis.  Surg.  Clin.  Chicago,  1919,  iii,  63. 

A  case  of  epithelioma  involving  the  base  of  the 
tongue,  median  glosso-epiglottic  fold,  and  left 
vallecula  and  diagnosed  by  macroscopic  and  micro- 
scopic examination  was  treated  by  the  author  with 
three  radium  needles  which  were  inserted  into  the 
growth  by  means  of  a  specially  devised  introducer. 
This  introducer  is  described  in  detail.  The  needles 
were  left  in  place  for  eight  hours.  The  changes  noted 
on  subsequent  examinations  until  complete  healing 
had  occurred  about  six  months  later  are  given.  The 
patient  has  remained  well  for  over  a  year. 

Adolph  Hartung. 

Simpson,    F.    E.:    Cancer  of   the  Tongue.    Surg. 
Clin.  Chicago,  1919,  iii,  67. 

Cancer  of  the  tongue  offers  difficulty  in  both 
•diagnosis  and  treatment.  It  is  frequently  mistaken 
for  a  syphilitic  ulcer,  from  which,  however,  it  can 
usually  be  differentiated  by  the  fact  that  it  is  single, 
situated  at  the  border  of  the  tongue,  has  a  hard 
nodular  raised  edge,  and  forms  metastases  early  in 
the  glands  of  the  neck. 

A  case  is  reported  in  this  article  in  which  the 
■condition  was  in  its  early  stages  and  there  was  no 
perceptible  involvement  of  the  adjacent  glands. 
Five  radium  needles,  each  containing  12  mg.  of 
radium  element,  were  inserted  into  the  borders  of 
the  growth  and  left  in  place  for  thirteen  and  one- 
half  hours.  About  six  weeks  later  the  patient 
received  fifteen  hours'  treatment  with  125  mg.  of 
radium  element  applied  externally  below  the  angle 
of  the  jaw.  Two  weeks  thereafter,  a  second  appli- 
■cation  of  six  needles  inserted  into  the  lesion  was 
given. 

Clinical  recovery  was  followed  three  months  later 
by  metastasis  to  the  submaxillary  and  submental 
glands.  Five  radium  needles  were  inserted  into  the 
submaxillary  mass  and  allowed  to  remain  in  place 
for  five  hours,  and  on  the  following  day  200  mg.  of 
radium  were  used  over  the  submaxillary  and  sub- 
mental glands  for  sixteen  hours.  In  six  weeks  the 
glands  had  shrunk  to  a  small  and  indistinct  mass 
and  the  disease  has  remained  quiescent  to  date, 
nearly  a  year  later.  In  the  last  few  months  a  few 
prophylactic  radiations  over  the  neck  have  been 
given.  Adolph  Hartung. 

MILITARY     SURGERY 

Bainbridge,  W.  S.:  Report  on  Surgical  Develop- 
ment of  the  War  Internal.  J.  Surg.,  1919,  xxxii,  69. 
The  section  dealing  with  joint  lesions,  fractures 
and  trephination  in  the  author's  comprehensive 
report  in  the  United  States  Naval  Medical  Bulletin 
of  January,  1919,  forms  the  subject  of  this  article. 
Joint  injuries  are  in  the  foreground  of  public  atten- 
tion in  the  period  of  reconstruction  following  the 
war,  when  the  extent  of  permanent  physical  dis- 
abilities is  the  determining  factor  in  the  reshaping 
of  the  lives  of  many  discharged  soldiers.  In  all 
probability  the  treatment  of  joint  lesions  will  be 


profoundly  modified  by  the  lessons  learned, through 
bad  experience  with  the  methods  used  before  and, 
in  part,  during,  the  war. 

The  practice  of  immobilizing  joint  injuries  of  all 
kinds  has  been  charged  with  making  cripples  for  life 
of  thousands  of  British  soldiers  who  might  have 
regained  the  use  of  their  limbs  if  treated  by  Willems' 
modern  method  of  immediate  mobilization  and 
various  forms  of  physical  therapy.  The  apparently 
revolutionary  but  really  well-grounded  objections  of 
Willems  to  prolonged  immobilization  were  promptly 
appreciated  by  the  author  during  his  tour  of  in- 
spection of  military  hospitals  presided  over  by  the 
Belgian  surgeon,  and  on  the  basis  of  personal  findings 
he  emphasizes  that  this  treatment  of  joint  cases 
undoubtedly  yields  better  functional  results  and  a 
larger  percentage  of  cures  than  the  older  methods. 

In  order  to  obtain  the  best  results,  the  motions, 
which  are  practically  painless,  must  be  made  by 
the  patient  himself,  carried  to  the  maximum  and 
as  nearly  as  possible  continuous.  These  active  move- 
ments must  involve  the  muscles  ordinarily  used 
in  moving  the  joint,  and  are  not  to  be  replaced  by, 
or  combined  with,  passive  motion. 

The  most  surprising  results  of  all  can  be  achieved 
in  the  treatment  of  purulent  arthritis.  In  such  cases 
Willems'  simple  method  nearly  always  preserves 
the  function  of  the  joint. 

In  the  discussion  of  fractures  an  account  is  given 
of  the  system  developed  by  the  French  Army  for 
this  type  of  injury  and  joint-injuries.  The  report 
contains  also  numerous  illustrations  of  extension 
apparatus,  fracture  splints,  and  other  mechanical 
devices,  all  of  which  are  carefully  described  and 
explained. 

The  last  part  of  the  article  deals  with  the  manage- 
ment of  the  difficult  class  of  patients  on  whom  tre- 
phinations have  been  performed  for  the  removal  of 
intracranial  projectiles  or  for  other  reasons,  and 
who,  as  a  result,  are  apt  to  develop  psychic  anomalies 
and  phobias  of  various  kinds  due  to  the  dread  of 
injury  to  the  gap  left  in  the  bony  skull-cap.  By 
introducing  a  plate  of  some  kind  between  the  skin 
and  the  dura,  French  operators  have  endeavored 
to  secure  protection  from  pressure  and  relief  from 
direct  adhesion  between  the  dura  and  the  sub- 
cutaneous tissue.  For  this  purpose  use  has  been 
made  of  perforated  silver  plates,  osteocutaneous  or 
osteoperiosteal  flaps,  and  best  of  all,  cartilaginous 
grafts  taken  from  the  ribs.  Cartilaginous  grafts 
provide  a  permanent  and  physiologic  protective 
covering  and  are  preferred  by  Warren  Woodruffe, 
surgeon  to  the  Ulster  Volunteer  Hospital,  because 
they  are  safe,  simple,  autoplastic  and  autogenous. 
The  author  has  seen  a  number  of  these  cranioplastic 
operations  and  some  postoperative  results  in  the 
Buffon  Hospital  at  the  clinic  of  Chutro  whose 
operation  with  rib  cartilage  is  a  modification  of 
Gosset's  method,  and  who  had  62  uniformly  success- 
ful cases.  The  remarkable  resistance  of  cartilage 
to  infection  renders  this  tissue  an  ideal  material 
for  reconstructive  surgery.  F.  A.  Robbins. 


36 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


Maisonnet:  Shell  Wound  Completely  Dcstroyinti 
the  Right  Suprarenal  Capsule.  Rapid  Appear- 
ance of  an  Addisonian  Syndrome  (Destruction, 
par  6clat  d'obus  de  la  capsule  surr6nale  droite. 
Apparition  rapide  d'un  syndrome  addisonian). 
Btdl.  el  mint.  Soc.  de  chir.  dc  Par.,  1918,  xliv,  1874. 

The  case  is  reported  of  a  soldier  who  received  a 
shell  injury  in  the  right  kidney  and  developed  the 
syndrome  of  Addison's  disease  on  the  seventh  day 
following.   Death  occurred  two  days  later. 

Autopsy  showed  the  right  kidney  cavity  to  be 
filled  with  fibrin.  There  was  an  oblique  tear  of  the 
lower  pole  of  the  kidney,  but  the  hilum  vessels  were 
intact.  The  suprarenal  capsule  was  completely 
destroyed.  The  left  kidney  was  normal  in  appear- 
ance but  hypertrophied,  and  its  suprarenal  capsule 
was  much  reduced  in  size. 

The  author  states  that  while  he  has  seen  very 
many  war  wounds  of  the  kidney,  he  has  never  ob- 
served the  syndrome  of  Addison's  disease  in  any 
other  instance. 

In  discussing  this  report,  Delbet  stated  that  in  3 
cases  he  had  extirpated  the  suprarenals  for  hyper- 
tension, the  operation  being  justified  as  a  last 
resort  on  account  of  the  patient's  condition. 
Although  there  was  a  postoperative  reduction  of 
the  pressure,  all  three  patients  rapidly  succumbed. 

W.  A.  Brennan. 

Durante,  L. :  The  Streptococcus  in  the  First  Phases 
of  the  Evolution  of  War  Wounds  (Lo  streptococco 
nelle  prime  fasi  della  evoluzione  delle  ferite  di  guer- 
ra).   Riforma  med.,  1918,  xxxiv,  1014. 

In  a  systematic  bacteriologic  study  of  210  war 
wounds  it  was  found  that  33.5  per  cent  harbored 
the  streptococcus.  This  percentage  included  both 
severe  and  slight  wounds. 

In  72  wounds  examined  within  12  hours  of  the 
injury  and  found  to  be  primarily  infected  by  the 
streptococcus,  the  diplotype  of  coccus  was  present 
in  98  per  cent,  and  a  coccus  which  appeared  in  chains 
of  4  or  5  in  2  per  cent.  The  best  time  to  search  for 
the  streptoccocus  is  from  the  tenth  to  the  fifteenth 
hour  after  injury.  Durante  found  it  in  85  per  cent 
of  his  positive  cases  within  the  tenth  hour;  in  9  per 
cent  within  the  eighteenth  hour;  in  5  per  cent  within 
the  forty-eighth  hour. 


Pure  streptococcal  infection  of  war  wounds  is  rare. 
It  occurred  in  9.4  per  cent  of  Durante's  cases.  In 
20  per  cent  the  streptocccous  was  associated  with 
aerobic  bacteria,  in  28.6  per  cent  with  anaerobic 
bacteria  and  in  42  per  cent  with  aero-anaerobic 
bacteria. 

The  nature  of  the  wound  is  important.  Of  the 
streptococcal  infections  82  per  cent  occurred  in  cases 
of  fracture  of  the  limbs  with  extensive  muscular 
lesions;  18  per  cent,  in  other  wounds. 

In  pure  streptococcal  infection  the  evolution  of  the 
wound  passes  after  the  third  or  fourth  day  to  the 
characteristic  exudative  phase  in  which  there  is  a 
copious  exudation  of  serous  haematic  fluid  with  few 
corpuscles.  This  exudation  is  generally  mixed  with 
elements  of  spacelous  tissue  which  diminish  gradually 
as  the  stage  of  granulation  is  approached.  This  is 
the  mogt  characteristic  clinical  manifestation  of  pure 
streptococcal  infection.  The  patient  shows  the 
modifications  of  facies,  pulse,  and  respiration  common 
to  all  severe  pyogenic  infections.  The  duration  is 
never  less  than  two  weeks. 

Mixed  streptococcal  infection  is  far  more  com- 
mon. In  wounds  which  are  not  surgically  treated  and 
in  which  devitalized  muscle  tissue  and  other  con- 
ditions favor  the  development  of  anaerobic  bacteria 
the  association  of  the  latter  with  the  streptococcus 
produces  gaseous  infection.  Eight  such  wounds 
were  observed  in  the  210  examined. 

In  fracture  or  other  wounds  largely  involving  the 
muscles  which  are  treated  with  extensive  exeresis 
followed  by  immediate  primary  suture  and  in  which 
the  streptococcus  is  associated  with  anaerobic 
bacteria,  gaseous  infections  are  almost  always  atten- 
uated and  limited  to  abscesses  and  inflammation. 
Of  64  wounds  bacteriologically  examined  and  so 
treated,  these  conditions  developed  in  4. 

In  wounds  of  small  extent  involving  the  soft 
parts,  or  in  supra-  or  subdural  cranial  wounds,  the 
association  of  the  streptococcus  with  gaseous 
anaerobic  bacteria  never  results  in  gaseous  infec- 
tions but  is  the  cause  of  gangrene. 

In  the  war  wounds  examined  by  Durante  there  was 
no  case  of  gaseous  infection  in  which  the  streptococ- 
cus was  not  associated  with  anaerobic  bacteria. 
This  is  in  accordance  with  the  findings  of  Wright 
and  other  investigators.  W.  A.  Brenn.\n. 
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Thorek,  M.:  Absence  of  Uterus  (Absence  d'uterus). 
Ann.  dc  gynic.  el  d'obst.,  Par.,  1918,  Ixxii,  294. 

Thorek  reports  a  case  of  absence  of  the  uterus 
in  a  woman  23  years  of  age  who  had  been  married  for 
two  years.  She  had  never  menstruated.  Complaint 
was  made  of  dragging  pains  in  the  lower  abdomen 
and  hypogastric  cramps.  The  physical  examination 
showed  the  general  appearance  and  external 
genitalia  to  be  normal.  Bimanual  examination  re- 
vealed sensitiveness  in  the  region  of  the  right 
ovary  and  the  absence  of  a  cervix  in  the  vaginal 
dome.  Diagnosis:  Possible  absence  of  uterus; 
adnexal  tumor  with  pelvic  adhesions.  Laparotomy 
showed  the  total  absence  of  the  uterus,  both  tubes, 
and  the  broad  and  round  ligaments.  The  pelvic 
floor  was  covered  by  the  peritoneum,  a  reflected 
fold  of  which  contained  one  ovary  somewhat  en- 
larged and  cystic.  The  latter  was  resected.  Micro- 
scopically the  resected  part  was  fibrous  and  showed 
no  trace  of  uterine  tissue.  Recovery  from  the 
laparotomy  was  normal. 

The  condition  in  the  case  reported  appeared  to 
the  author  to  be  due  to  deficient  embryologic  evolu- 
tion. He  reviews  the  literature  since  the  anomaly 
was  first  described  by  Realdus  Colombus  in  1572. 
About  400  cases  have  been  recorded  many  of  which, 
however,  he  believes  were  undoubtedly  cases  of 
hermaphrodism.  W.  A.  Brennan. 

Bonifield,  G.  L,:  The  Undeveloped  Uterus.    N.  Y. 

St.  J.  Med.,  1919,  xix,  40. 

The  author  classifies  undeveloped  uteri  as  follows: 

1.  The  rudimentary  type  of  uterus  due  to 
arrested  development  during  foetal  life. 

2.  The  infantile  type  of  uterus  due  to  arrested 
development  during  infancy. 

3.  The  pubescent  or  undeveloped  uterus  due  to 
arrested  development  at  the  time  of  puberty. 

This  paper  deals  only  with  the  third  type. 

The  pubescent  uterus  is  comparatively  common, 
but  not  generally  dififerentiated  from  the  infantile 
uterus  and  the  normal  uterus. 

The  author  divides  women  with  undeveloped 
uteri  into  three  types:  (i)  The  very  small,  frail, 
thin  woman,  who  is  almost  a  dwarf;  (2)  the  normal 
sized  woman,  possibly  taller,  but  thin,  with  no 
"feminine  beauty"  to  her  development;  and  (3)  the 
large  robust  woman  of  masculine  build. 

In  the  first  type  a  disturbance  in  the  endocrine 
system,  he  believes,  is  the  sole  cause  of  the  arrest  in 
development.  While  also  in  the  second  and  third 
types,  the  cause  may  be  due  to  faulty  endocrine 
secretion,  certain  infections  and  constitutional 
diseases  play  a  most  important  r61e  in  the  etiology. 


In  the  third  type  the  masculine  characteristics 
crop  out  and  coincidently  an  undeveloped  uterus  is 
always  present. 

Dysmenorrhoea  is  the  most  prominent  symptom 
and  is  the  one  complaint  given  to  the  physician. 
Menstruation  is  also  often  scanty  and  irregular. 
In  the  married,  sterility  is  common. 

In  treatment,  prophylaxis  is  always  the  best. 
The  proper  time  to  treat  lack  of  development  of  the 
uterus  is  in  early,  rather  than  late,  adolescence. 
Dietetic  and  hygienic  treatment  for  young  girls  at 
puberty  is  certainly  most  efficacious.  Coupled  with 
this,  the  administration  of  thyroid  extract,  pituitary 
and  ovarian  glands  is  a  very  important  adjuvant. 
In  extreme  cases  operation  may  be  necessary,  but 
every  other  measure  should  be  tried  first. 

In  conclusion,  the  author  urges  the  family 
physician,  who  is  naturally  the  first  to  see  these 
cases,  to  guard  the  welfare  of  his  patients  during 
adolescence  more  carefully.  H.  B.  Matthews. 

McArthur,  A.  N. :  A  New  Operation  for  Procidentia 

Uteri  in  the  Old.   Med.  J.  Australia,  1919,  i,  149. 

McArthur  strips  off  an  elliptical  portion  of  the 
posterior  and  anterior  vaginal  walls  and  then  joins 
the  denuded  portions.  This  operation  is  done  only 
in  the  aged  with  complete  procidentia  when  the  use 
of  the  stem  pessary  is  the  only  alternative.  He 
claims  that  by  this  procedure  there  is  no  possibility 
of  prolapse  of  the  vagina.  The  method  is  more  rapid 
than  excision  of  the  vagina,  there  is  no  interference 
with  cervical  discharge,  the  mucous  membrane  peels 
off  readily,  surgical  shock  is  slight,  and  the  patient 
is  comfortable  afterward.  W.  F.  Hewitt. 

Dixon,  A.  F. :  The  Special  Supports  of  the  Uterus. 

Med.  Press  &"  Circ,  1919,  cvii,  237. 

The  special  supports  of  the  uterus  are  in  the 
subperitoneal  tissue  and  are  applied  at  the  lateral 
aspect  of  the  cervix  and  lateral  fornix  of  the  vagina. 
Here  the  subperitoneal  tissue  is  packed  with  smooth 
muscle  and  connective-tissue  fibers  which  radiate 
outward  with  the  numerous  vessels  and  nerves. 
This  dense  mass  is  continuous  with  the  muscular 
wall  of  the  cervix  and  vaginal  wall.  In  front  of 
them  it  is  continuous  in  the  muscular  wall  of  the 
lateral  angle  of  the  bladder  and  forms  the  ureteral 
sheath.  The  term  "parametrium"  is  therefore,  not 
inclusive.  When  these  continuous  muscle  bundles 
are  traced  away  from  their  attachments  to  the 
uterus  and  vagina  they  are  found  to  radiate. 

In  considering  how  these  supports  act  in  holding 
the  uterus,  we  must  remember  they  are  parts  of  the 
uterine  and  vaginal  walls.  Therefore  they  are  active, 
not  passive,  and  support  is  due  to  the  bundle  of 
smooth  muscle  fibers.  W.  F.  Hewitt. 
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Judd,  A.  M.:  The  Cure  of  Prolapse  of  the  Uterus. 

Am.  J.  Obst.,  N.  Y.,  1919,  Ixxix,  217. 

Having  tried  many  methods  with  only  moderate 
success,  the  writer  undertook  a  careful  study  of  the 
procedures  used  by  him  during  a  period  of  twenty 
years.  After  the  employment  during  the  past  five 
years  of  the  Sims-Emmett-Baldwin  combined 
method  on  70  cases  in  which  he  obtained  uniformly 
good  results,  he  concludes  that  he  can  practically 
guarantee  a  cure  to  any  patient  suffering  from 
uterine  prolapse.  In  the  case  of  those  who  are 
near  or  past  the  childbearing  age  any  procedure  for 
the  cure  of  this  condition  which  requires  opening  of 
the  abdomen  from  above  is   unnecessary  surgery. 

Edward  L.  Cornell. 

Chenhall,  W.  T. :  Shortening  of  the  Uterine  Liga- 
ments in  Retroversion  of  the  Gravid  Uterus; 
Fifth  Successful  Case.  Med.  Press  \i  Circ,  1919, 
cvii,  241. 

The  patient,  who  had  retroversion  with  prolapse 
of  the  uterus  and  a  relaxed  vaginal  outlet,  had  been 
pregnant  for  two  months.  A  perineorraphy  and 
modified  Alexander  operation  were  performed,  care 
being  taken  not  to  handle  the  uterus.  After  op- 
eration, morphin  was  given  to  control  the  pain. 
The  patient  ultimately  gave  birth  normally  to  a 
child  weighing  q>^  pounds.  When  examined  two 
weeks  later,  the  outlet  was  found  to  be  intact  and 
the  recti  were  in  position.  W.  F.  Hewitt. 

Scott,  J.  R. :  Tuberculosis  of  the  Uterus.  California 
State  J.  Med.,  1919,  xvii,  52. 

The  author  summarizes  this  article  as  follows: 

1.  Tuberculosis  of  the  uterine  mucosa  occurs 
much  more  commonly  than  would  be  suspected 
from  a  perusal  of  current  medical  literature. 

2.  It  occurs  at  all  age  periods,  but  is  most  com- 
mon in  the  decade  between  the  ages  of  20  and  29 
years. 

3.  The  symptoms  are  disturbances  of  menstrua- 
tion, especially  metrorrhagia  and  dysmenorrhoca,  a 
feeling  of  weight  in  the  pelvis,  progressive  consti- 
pation, painful  defecation,  and  pain  radiating  from 
the  hypogastrium  to  the  lumbar  region,  to  the 
upper  thorax,  and  along  the  perineum. 

4.  The  differential  diagnosis  must  be  made  be- 
tween carcinoma,  chronic  endometritis,  and  syphilis 
of  the  uterus. 

5.  The  primary  form  of  the  disease  is  compara- 
tively rare,  most  cases  being  secondary  to  the  dis- 
ease elsewhere  in  the  body. 

6.  It  occurs  in  four  main  types,  ulcerative, 
miliary,  interstitial  and  peritoneal.  Of  these  types, 
the  ulcerative  is  found  most  frequently. 

7.  The  prognosis  is  extremely  unfavorable  in 
all  except  the  rare  primary  cases. 

8.  The  treatment  in  the  secondary  cases  must 
be  symptomatic  and  supportive.  In  the  primary 
cases,  curettage  of  the  uterus  will  result  in  a  cure 
if  the  disease  has  not  invaded  the  fallopian  tubes. 
If  the  tubes  are  involved,  hysterectomy  must  be  the 


operation  of  choice.  Operative  procedures  on  the 
uterus  when  it  is  the  seat  of  secondary  tuberculosis, 
are  harmful  and  are  positively  contra-indicated. 

Mac  Carty,  W.  C,  and  Blackman,  R.  H.:  The 
Frequency  of   Adenomyoma   of   the   Uterus. 

Ann.  Surg.,  Phila.,  1919,  Ixix,  135. 

Between  1906  and  1918,  3,388  fibromyomatous 
uteri  were  removed  at  the  Mayo  Clinic.  Of  these, 
6.45  per  cent  contained  adenomyomata.  In  5  cases 
the  tumor  was  in  the  fallopian  tubes.  The  last  109 
cases  were  studied  with  reference  to  certain  clinical 
features  which  might  be  intimately  associated  with 
the  condition.  Ninety-five  patients  were  married; 
41  per  cent  gave  histories  of  miscarriages;  50  per 
cent  suffered  from  profuse  and  prolonged  uterine 
bleeding;  and  31  per  cent  from  irregular  bleeding. 
Sixty-five  per  cent  of  the  married  women  had  borne 
living  children.  In  5.5  per  cent  of  the  cases  an 
associated  condition  was  epithelioma  of  the  cervix 
or  carcinoma  of  the  body  of  the  uterus,  neither  of 
which  bore  any  apparent  relationship  to  the  adeno- 
mata. In  72  per  cent  other  pathologic  pelvic  con- 
ditions were  present,  such  as  ovarian  cysts,  chronic 
or  acute  salpingitis,  uterine  or  cervical  polypi,  cystic 
cervicitis  or  prolapsus  uteri.  In  no  instance  was  a 
clinical  diagnosis  of  malignancy  made  when  malig- 
nancy was  not  present,  and  in  every  case  the  clinical 
diagnosis  before  operation  was  fibromyoma  or  pelvic 
tumor  rather  than  adenomyoma. 

G.  W.  HOCHREIN. 

Broun,  L.:  A  Review  of  the  Uterine  Myomata 
Operated  on  at  the  Woman's  Hospital  During 
1918,  Comprising  262  Cases.  Arri.  J.  Obst.,  1919, 
Ixxix,  333. 

During  1918,  262  patients  were  operated  upon 
for  uterine  myomata.  Four  patients  died,  a  mor- 
tality of  1.52  per  cent.  Two  deaths  were  due  to 
embolus  and  one  to  intestinal  obstruction  occurring 
eight  days  after  myomectomy  with  ventral  suspen- 
sion and  removal  of  tuberculous  appendages.  The 
fourth  death  followed  within  three  days  after  a 
supravaginal  hysterectomy  and  removal  of  purulent 
uterine  appendages. 

The  2  deaths  from  embolus  in  the  present  series 
of  260  cases  in  addition  to  7  deaths  from  the  same 
cause  among  1,500  patients  operated  upon  during 
the  eight  years  previous  (in  which  series  the  total 
number  of  deaths  from  all  causes  was  28),  gives 
embolus  as  the  largest  causative  factor  in  the  fatal 
terminations.  The  next  highest  cause  was  perito- 
nitis to  which  7  deaths  were  due. 

In  the  author's  opinion,  the  fact  that  embolus 
was  the  causative  factor  in  28  per  cent  of  the  fatal 
cases  in  1,760  operations,  one-half  of  i  per  cent  of 
the  entire  number  in  which  operation  was  performed, 
accentuates  the  theory  that  myocardial  changes 
may  be  associated  with  the  presence  and  growth 
of  myomatous  tumors  of  the  uterus. 

The  recoveries  of  10  of  the  262  patients  were  im- 
paired by  some  complication.   Two  of  these  patients 
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were  not  discharged  until  thirty  days  after  the 
operation  on  account  of  severe  colon  bacillus  infec- 
tion of  the  kidneys.  One  had  a  vesicovaginal 
fistula  from  an  ununited  injury  of  the  bladder. 
One  developed  a  severe  bronchitis  immediately 
after  operation  which  resulted  in  the  re-opening  of 
the  wound  when  the  skin  sutures  were  removed 
on  the  eighth  day.  Six  developed  mural  abscesses  in 
the  abdominal  wound  which  in  most  cases,  however, 
were  of  superficial  character. 

In  40  cases  cysts  of  the  corpus  luteum  were  pre- 
sent in  addition.  These  varied  in  size  from  a  few 
cubic  centimeters'  capacity  to  that  of  a  half  liter  or 
more.  Haemorrhagic  cysts  were  also  not  uncom- 
mon, there  being  17  in  the  262  cases  of  myomata. 
Twenty  patients  had  chronic  salpingitis  and  16, 
hydrosalpinx. 

Other  pathologic  ovarian  conditions  associated 
with  the  myomata  were  dermoid  cysts,  4;  serous 
cysts,  7;  parovarian  cysts,  2;  pseudomucinous 
cysts,  I ;  adenocystoma,  3 ;  papillomatous  cysts,  2 ; 
and  carcinoma  of  the  ovary  of  a  papillary,  glandular 
type,  2. 

In  addition  to  the  case  of  chronic  salpingitis  and 
hydrosalpinx  mentioned  there  were  the  following 
associated  tubal  involvements:  purulent  salpingitis, 
2;  tuberculous  salpingitis,  4;  haematosalpinx,  4;  and 
gonorrhoeal  salpingitis,  i. 

In  the  myomatous  tumors  removed  at  the 
Woman's  Hospital  during  the  last  nine  years,  it 
was  found  that  go  (5.1  per  cent)  of  the  tumors  were 
undergoing  necrotic  changes.  In  some  instances 
this  condition  was  diagnosed  previous  to  opening 
the  abdomen  but  in  the  majority  was  not  suspected. 
The  same  may  be  said  of  calcareous  changes  of  the 
myomata  which  were  found  in  25  cases,  (1.5  per 
cent).  Carcinoma  was  present  in  25  cases  (1.5  per 
cent). 

The  X-ray  and  radium  should  be  used  in  myomata 
only  to  control  bleeding  and  then  only  when  the 
contents  of  the  pelvis  can  be  clearly  mapped  out. 
Under  such  conditions  they  are  of  value  and  by 
their  use  what  would  otherwise  be  a  mutilating 
operation  can  be  avoided. 

No  sarcomatous  changes  occurred  in  the  series 
of  the  past  year.  Among  the  1,500  operations  of 
the  eight  years  previous  there  were  7  cases,  this 
making  a  little  less  than  Q.4  per  cent  for  nine  years. 

In  4  cases  there  were  adenomyomata  of  the  uterus, 
and  in  9,  adenomyometritis.    Edward  L.  Cornell. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Bovee,  J.  W. :  Tubal  and  Ovarian  Haemorrhage; 
Its  Etiological  Relation  to  Pelvic  Haematocele 
and  Extra-Uterine  Pregnancy.  Surg.,  Gynec.  & 
ObsL,  1919,  xxviii,  117. 

Cases  are  reported  which  are  illustrative  of  tubal 
and  ovarian  haemorrhages  not  due  to  pregnancy. 
Such  haemorrhages  occur  in  infancy  and  after  the 
menopause  but  more  commonly  at  puberty  and  a 
little  less  frequently  later  in  the  child-bearing  period. 


In  the  tubal  variety  the  causes  are  not  always 
clear,  but  inflammations  and  trauma  seem  to  be  the 
most  common.  Tubal  ruptures  from  severe  exercise 
have  often  been  found  at  operation. 

In  ovarian  haemorrhages  the  escaping  blood  may 
be  confined  in  the  ovary,  forming  one  or  multiple  • 
hacmatomata  which  may  remain  separate  or  coalesce, 
or  it  may  escape  into  the  peritoneal  cavity,  forming 
a  haematocele  in  the  pelvis  the  size  of  which 
depends  upon  the  amount  and  rapidity  of  the 
blood  loss.  The  haemorrhage  may  be  into  the  stroma 
or  into  the  follicle.  The  stroma  variety  is  commonly 
preceded  by  an  infection  in  the  ovary.  The  resulting 
chronic  ovaritis  is  characterized  by  the  development 
of  connective  tissue  which  probably  increases  the 
proportion  of  atretic  follicles.  Later  fatty  degen- 
eration of  the  blood  vessel  walls  leads  to  their 
rupture  at  the  time  of  menstrual  congestion  —  the 
time  of  most  ovarian  haemorrhages.  Such  haemorr- 
hages may  occur  at  successive  periods  as  was  so  well 
marked  in  the  case  reported  by  Whitehouse.  The 
sclerocystic  ovary,  which  is  regarded  as  a  product  of 
ovarian  infection,  is  contrasted  with  the  cystic 
ovary  which  is  regarded  as  a  normal  condition. 
The  ovary  is  believed  to  be  the  organ  of  the  body 
most  frequently  the  seat  of  haemorrhage. 

The  follicular  form  of  ovarian  haemorrhage  is  by 
far  the  most  common.  The  atretic  follicle  is  probably 
the  variety  most  easily  affected  with  haemorrhage, 
but  the  gravity  of  this  condition  is  not  be  to  compared 
with  that  in  the  mature  follicle  or  in  the  corpus 
luteum  as  the  latter  are  less  apt  to  limit  the  blood 
loss  into  the  peritoneal  cavity  and  give  rise  to 
symptoms  strikingly  similar  to  those  of  ruptured 
tubal  pregnancy  and  fully  as  grave. 

The  diagnosis  of  ovarian  haemorrhage  seems  to  be 
very  difficult  because  its  symptoms  are  so  much 
like  those  of  ectopic  pregnancy,  acute  appendicitis, 
perforated  ulcers  of  the  small  intestines  and  the 
effect  of  various  toxic  agents.  Of  these  conditions, 
ruptured  ectopic  pregnancy  most  closely  resembles 
ovarian  haemorrhage  in  symptoms  produced.  Greater 
care  in  the  study  of  cases  and  the  consideration  of 
ovarian  haemorrhage  as  a  possibility  will  probably 
lead  to  a  proper  diagnosis  before  operation  or 
autopsy.  Reference  is  made  to  19  cases  in  which 
provisional  post-operative  diagnoses  of  ectopic 
pregnancy  were  made.  Fifteen  of  them  were  tubal 
and  but  two  of  this  class  passed  a  microscopic  test. 
The  four  cases  of  ovarian  haemorrhage  were  also 
found   microscopically   negative   as   to   pregnancy. 

EXTERNAL  GENITALIA 

Legueu,  F. :  The  Transperitoneovesicle  Route  in 
the  Treatment  of  Certain  Vesicovaginal  Fis- 
tulas (De  la  vole  transperitoneo-vesicale  pour  la 
cure  de  certaines  fistulas  v6sico-vaginales).  Bull,  et 
mem.  Soc.  de  chir.  de  Par.,  1915,  xlv,  170. 

In  1914  Legueu  introduced  his  intraperitoneal 
vesical  section  in  the  treatment  of  vesicovaginal 
fistula  but  had  only  one  ca.ie  to  report.    Since  then 
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he  has  had  a  number  of  cases  and  has  been  able 
to  systematize  and  develop  the  technique. 

Intraperitoneal  section  is  the  only  method  which 
always  permits  primary  union,  entirely  overcomes 
the  fistula:,  obviates  the  necessity  for  a  retention 
«  catheter,  and  leaves  the  patient  in  as  favorable  a 
condition  as  after  an  ordinary  laparotomy.  The 
object  desired  is  to  obtain  a  large  field  for  the 
exploration  of  both  the  bladder  and  the  vagina,  and 
to  be  able  to  suture  each  organ  independently  and 
interpose  peritoneum  if  necessary. 

Legueu  distinguishes  operative  and  nonoperative 
fistulae.  In  the  treatment  of  the  former,  which  are 
seen  after  total  hysterectomy,  the  first  step  after 
the  laparotomy  consists  in  making  a  longitudinal 
median  incision  in  the  posterior  wall  of  the  bladder, 
extending  down  to,  and  including,  the  vagina. 
Generally  after  retraction  of  the  edges  of  the  in- 
cision the  fistula  is  easily  discovered. 

In  the  second  stage  the  connection  between  the 
bladder  and  vagina  is  closed,  the  vagina  being 
sutured  with  silk  and  the  bladder-wall  sutured  in 
three  layers  with  catgut  and  silk. 

The  next  stage  is  to  cover  the  posterior  face  of 
the  bladder  and  the  superior  pole  of  the  vagina  as 
completely  as  possible  with  peritoneum,  the  suturing 
being  done  with  fine  silk. 

The  use  of  this  method  is  rarely  indicated  in  ob- 
stetrical fistulae  and  only  when  they  are  situated  very 
high.  Legueu  has  had  one  such  case.  The  fistula 
is  not  necessarily  on  the  median  line  but  more 
usually  to  the  right  or  left  of  it.  In  the  literature 
he  has  found  only  one  or  two  reports  of  trans- 
peritoneal operation  for  vesicovaginal  fistulae. 

One  of  the  advantages  of  the  technique  is  that  it 
affords  a  very  great  amount  of  light  for  access  to 
the  fistulae  and  the  search  for,  and  closure  of,  the 
orifices.  In  general,  the  advantage  of  the  trans- 
peritoneal incision  is  that  it  allows  easy  approxima- 
tion of  the  bladder.  The  writer  has  never  seen  a 
fistula  after  operation.    The  peritoneum  becomes 


so  perfectly  adapted  that  the  failures  which  occur 
in  extraperitoneal  sections  are  never  observed. 

Peritoneal  infection  is,  of  course,  always  possible, 
but  precautions  in  the  operative  field  protect 
against  it. 

Legueu  has  operated  upon  12  vesicovaginal 
fistulae  in  this  way.  Eleven  were  operative  fistulae 
following  abdominal  hysterectomy.  There  was  one 
death  from  uraemia,  which  was  not  due  to  the  method 
of  operation.  All  the  other  patients  recovered 
without  any  incident  and  the  fistulje  were  cured 
after  the  first  attempt,  no  subsequent  comple- 
mentary operation  being  necessary  in  any  case. 

During  the  same  period  the  author  operated  upon 
a  number  of  obstetrical  vesicovaginal  fistulae  by 
other  methods  but  has  been  far  from  obtaining  the 
same  percentage  of  immediate  recoveries. 

Legueu  considers  his  method  applicable  more 
particularly  to  cases  of  operative  fistulae  consecutive 
to  total  abdominal  hysterectomy  in  which  the 
fistula  is  high.  For  obstetrical  fistulae  which  are  low 
the  method  is  not  suitable  as  they  cannot  well  be 
reached  through  the  abdomen.        W.  A.  Brennan. 

MISCELLANEOUS 

Da  Costa,  C.  G. :   Metameric  Dysthenia  (Dystenia 
metamerica).    Arch,    brasil.  de  med.,    1919,  ix,   10. 

The  internal  genitalia  are  supplied  with  two  types 
of  sympathetic  nerve  fibers;  the  first,  sympathetic, 
properly  so  called,  being  motor  and  secretory,  and 
proceeding  from  the  lumbar  medulla;  the  other, 
autonomous  and  inhibitory  and  proceeding  from 
the  second  and  third  sacral  segments.  The  vagina 
or  internal  organs  may  be  acted  upon  by  these 
difTerent  elements,  a  fact  which  explains  many  of  the 
phenomena  observed  in  the  genital  region.  The 
author  discusses  also  various  types  of  disturbances 
which  may  result  in  such  metameric  disorders. 

W.  A.  Brenx.\x. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Davis,  E.  P.:  The  Springs  of  a  Nation's  Life.   Am. 

J.  Obst.,  N.  Y.,  1919,  Ixxix,  177. 

To  secure  a  healthy  infant  population,  it  is  abso- 
lutely essential  that  the  conditions  of  life  be  such 
that  early  marriage  may  be  encouraged.  A  living 
wage,  sanitary  and  comfortable  dwellings,  civic 
sanitation,  including  a  pure  and  reasonable  food 
supply,  and  all  agencies  which  make  for  physical, 
mental,  and  moral  hygiene  are  of  the  utmost  im- 
portance. 

No  greater  curse  upon  the  nation  in  the  care  of 
its  infant  population  could  be  advised  than  the 
presence  of  a  large  standing  army. 

The  crying  need  in  the  prevention  of  infant  mor- 
tality is  better  obstetrics.  It  is  true  that  in  order 
to  make  improvement  in  obstetrics  possible,  the 
economic  and  other  factors  to  which  reference  has 
been  made  are  necessary,  but  it  is  also  true  that 
without  better  obstetrics  these  factors  will  be  of 
little  value. 

The  encouragement  of  the  early  marriage  of 
healthy  persons  is  a  step  of  primary  importance. 
Marriage  among  those  physically  unfit  is  to  be  dis- 
couraged or  forbidden.  It  may  not  yet  be  possible 
to  require  a  physical  examination  of  men  and 
women  before  marriage,  but  certainly  the  need  for 
it  is  evident. 

Education  of  the  laity,  nurses,  and  doctors  in 
matters  concerning  the  increase  and  care  of  the 
population  is  of  paramount  importance. 

The  suggestion  is  made  that  a  brief,  clear  state- 
ment of  the  symptoms  of  dangerous  conditions 
arising  in  pregnant  women  be  posted  in  rooms  used 
only  by  women  throughout  the  country.  Also  that 
the  attention  of  expectant  mothers  be  called  to  the 
dangers  of  miscarriage  and  convulsions  and  the 
haemorrhages  occurring  during  pregnancy. 

Among  the  most  recent  measures  of  interest  in  the 
prevention  of  infant  mortality  are  those  due  to  the 
recognition  of  the  value  of  prenatal  care  among 
parturient  women.  Second  in  importance  is  the 
campaign  instituted  by  the  Army  and  Navy 
against  venereal  disease,  and  third,  the  fight  against 
tuberculosis.  Also  important  is  the  movement 
to  abolish  the  use  of  alcohol.  The  author  states 
that  if  all  of  the  measures  proposed  could  be  effi- 
ciently carried  out,  the  result  upon  the  infant  popu- 
lation would  be  amazingly  good. 

Edward  L.  Cornell. 

Meyer,  A.  W.:  The  Occurrence  of  Superfcetation. 

/.  Am.  M.  Ass.,  1919,  Ixxii,  769. 

Under  certain  conditions  in  cases  of  twin  preg- 
nancy there  are  gross  differences  which  are  largely 


responsible  for  the  quite  general  belief  in  super- 
fcetation. The  usual  menstrual  period  in  women 
being  twenty-eight  days,  it  would  seem  that  the 
foetus  of  one  conception  would  rather  effectively 
occlude  the  uterine  cavity  and  alone  make  difficult 
fertilization  of  any  ovum  liberated  at  a  subsequent 
ovulation.  Besides  this,  there  is  the  possible  effect 
of  the  cervical  mucus  plug  to  which  reference  is 
made  so  frequently.  Another  obstacle  to  implanta- 
tion might  be  the  condition  of  the  decidua,  even  if 
later  ovulation  occurred. 

Loeb  found  that  in  the  pregnant  guinea-pig  the 
endometrium  cannot  be  stimulated  to  form  a  new 
decidua.  Therefore  it  is  evident  that  if  similar  con- 
ditions obtain  in  women,  the  fertilized  ovum  might 
encounter  great  difficulties.  While  a  few  investiga- 
tors have  reported  cases  of  ovulation  during  preg- 
nancy, exact  knowledge  is  so  slight  that  the  en- 
tire matter  remains  undecided.  It  is  interesting  to 
note  that  in  the  past  papyraceous  foeti  have  been 
regarded  as  examples  of  superfcetation. 

I.  W.  Bach. 

ComeU,  E.  L.,  and  Stillians,  A.  W.:  The  Value  of 
the    Wassermann    Reaction    in    Pregnancy. 

/.  Am.  M.  Ass.,  1919,  Ixxii,  551. 

The  authors  question  the  results  obtained  by 
Falls  and  Moore  relative  to  the  positive  Wassermann 
test  in  pregnancy  in  private  cases.  Eleven  and  three 
tenths  per  cent  positive  reactions,  if  correct,  would 
show  that  a  large  number  of  syphilitics  in  private 
practice  were  escaping  detection.  Cornell  ran  a 
series  of  Wassermann  tests  consecutively  in  his  own 
private  practice,  finding  3.6  per  cent  positive  reac- 
tions in  107  cases.  Two  of  the  four  patients  gave  a 
history  pointing  to  syphilis,  while  the  histories  of 
the  other  two  were  not  at  all  suggestive.  In  Stillian's 
series  of  loi  charity  patients  who  entered  the  Chica- 
go Lying-in  Hospital,  the  Wassermann  reaction 
was  positive  in  a  little  less  than  10  per  cent,  a  figure 
practically  agreeing  with  that  of  Falls  and  Moore. 
Two  of  these  patients  had  active  skin  lesions  and 
two  gave  a  history  pointing  to  syphilis.  The  history 
of  the  others  was  little  suggestive  of  syphilitic 
infection. 

In  Cornell's  cases,  the  attention  is  attracted  by 
the  number  in  which  there  was  a  history  of  abor- 
tion or  stillbirth.  In  all  probability  these  patients 
were  not  syphilitic.  Twenty  and  three  tenths  per 
cent  of  the  patients  gave  such  a  history  but  in  the 
authors'  opinion  it  does  not  seem  reasonable  to 
ascribe  any  large  proportion  of  these  occurrences 
to  syphilis  which  has  since  become  extinct  or  beyond 
reach  by  clinical  or  serological  recognition.  Cornell 
has  tried  to  ascribe  many  of  these  stillbirths  to  focal 
infection. 
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The  authors  summarize  as  follows: 

1.  Our  first  series  of  private  cases  of  pregnancy 
gave  only  3.6  per  cent  of  positive  Wassermann 
reactions. 

2.  Our  second  series  of  charity  cases  gave  nearly 
10  per  cent  of  positive  reactions. 

3.  More  than  one  third  of  these  positive  cases 
were  detectable  only  by  the  serum  examination. 

4.  Routine  Wassermann  reactions  in  pregnancy 
are  amply  justified  by  these  findings. 

5.  A  surprisingly  large  number  of  apparently 
nonsyphilitic  women  giV^e  a  history  of  frequent 
abortions. 

6.  The  Wassermann  reaction  should  be  checked 
by  searching  for  the  spirochete  and  by  postmortem 
examinations  when  possible. 

Hansen,  T.:  Ileus  Complicating  Pregnancy  (Ileus 
under  Svangerskab).  Ugesk.  f.  Laeger,  19 19,  Ixxxi, 
356. 

Up  to  1Q16  there  were  reports  in  the  literature  of 
102  cases  of  ileus  complicating  pregnancy,  57  of 
which  proved  fatal.  In  64  cases  in  which  operation 
was  performed  the  mortality  was  45  per  cent,  while 
in  the  38  cases  not  treated  surgically  the  mortality 
was  71  per  cent. 

The  condition  is  generally  due  to  complications 
arising  from  the  formation  of  adhesions  in  the  abdo- 
men following  some  previous  operation,  pressure  of 
the  pregnant  uterus  on  the  bowel  being  the  cause 
in  only  a  few  cases. 

The  question  of  the  desirability  of  emptying  the 
pregnant  uterus  in  an  operation  for  ileus  is  undecided. 
Essen-Moller  recommends  such  emptying  by  a 
vaginal  cjEsarean  section  as  in  24  of  7,7,  cases  studied 
by  him  the  abdominal  operation  was  followed  by 
abortion. 

The  author  reports  2  of  his  own  cases.  The  first 
was  that  of  a  3-para  aged  37  years  whose  last  labor 
occurred  thirteen  years  before.  Since  then  she  had 
been  operated  upon  for  extra-uterine  pregnancy. 
A  few  months  after  her  last  menstruation  she  was 
seized  with  violent  abdominal  pains.  Because  of 
these  and  subsequent  symptoms  of  intestinal 
occlusion  she  came  to  the  hospital.  At  operation  a 
thick  fibrous  band  was  found  strangulating  the 
small  intestine  and  was  excised.  The  patient  was 
discharged  a  month  later  and  delivered  normally  at 
term. 

The  second  case  was  that  of  a  woman  aged  25 
years  who  had  been  operated  upon  five  years  pre- 
viously for  appendicitis.  In  the  sixth  month  of  her 
last  pregnancy  she  came  to  the  hospital  with  symp- 
toms of  intestinal  occlusion.  A  fibrous  band  was 
found  passing  from  the  small  intestine  near  the  ileo- 
caecal  valve  to  the  transverse  colon,  the  small 
Intestine  being  kinked  over  it.  The  band  was  ligated 
and  removed.  The  woman  made  an  uneventful  re- 
covery and,  like  the  first  patient,  was  delivered 
normally  at  term. 

The  uterus  was  not  disturbed  in  either  case. 

W.  A.  Brennan. 


Hirst,  J.  C. :  The  Control  of  che  Nausea  and  Vomit- 
ing of  Pregnancy  by  Intramuscular  Injections 
of  Corpus  Luteum  Extract.  Am.  J.  Ohst.,  ijig, 
Ixxix,  327. 

Two  preliminary  reports  on  this  subject  have 
already  appeared.  The  present  paper  covers  a  series 
of  1 1 1  cases,  including  those  already  published. 

Every  woman  during  the  period  of  sexual 
activity  is  constantly  absorbing  corpus  luteum. 
No  sooner  is  the  corpus  luteum  of  one  menstruation 
disposed  of,  than  another  appears  to  take  its 
place.  With  the  onset  of  pregnancy,  this  absorp- 
tion ceases.  The  corpus  luteum  of  pregnancy  in- 
creases in  size  until  about  the  third  month.  From 
that  time  on,  it  is  gradually  absorbed.  Is  it  not 
reasonable  to  assume  that  this  is  not  coincidence, 
but  cause  and  effect,  and  that  the  corpus  luteum 
plays  an  important  part  in  relation  to  the  nausea? 

In  the  average  case,  in  which  the  nausea  amounts 
only  to  discomfort  and  the  vomiting  is  limited  to 
one  or  two  morning  attacks,  the  patient  will  usually 
respond  to  a  dose  of  i  mil  every  other  day  for  five 
or  six  doses.  Particularly  is  this  true  in  cases  in 
which  the  nausea  has  begun  to  decline.  In  these 
cases  the  effect  is  almost  immediate.  In  more  severe 
cases,  when  nausea  is  constant  and  the  patients  are 
subject  to  frequent  paroxysms  of  vomiting  at  any 
time  during  the  day,  the  dose  should  be  i  mil  daily 
for  from  twelve  to  fifteen  doses.  During  the  period 
of  treatment,  the  patient's  activity  should  be  cur- 
tailed and  she  should  take  as  much  rest  as  possible. 

In  pernicious  cases,  the  author  has  given  i  mil 
twice  daily,  and  states  that  he  would  not  hesitate 
to  give  more  than  this. 

The  material  used  is  put  up  in  ampules  containing 
K  gr.  of  soluble  corpus  luteum  powder  in  16  min.  of 
physiologic  salt  solution  saturated  with  chlorbutanol 
for  its  local  anaesthetic  effect.  The  smallest  number 
of  doses  in  any  successful  case  was  four,  and  the 
largest,  forty-four.  The  average  number  required 
in  successful  cases  was  eleven. 

The  extract  was  administered,  under  the  author's 
own  supervision,  to  1 1 1  patients.  The  nausea  varied 
from  a  very  mild  type  to  the  most  excessive  type, 
several  being  actually  pernicious.  Of  these  iii 
patients,  65  were  entirely  relieved  and  34  were  so 
improved  that  what  nausea  remained  after  the 
usual  twelve  doses  of  extract  had  been  given  was  so 
slight  that  they  declined  further  treatment  as  un- 
necessary to  their  comfort.  Thus,  90  of  the  11 1  pa- 
tients were  entirely  relieved  or  made  comfortable. 
In  8  cases  the  extract  had  no  beneficial  effect  what- 
ever and  was  therefore  discontinued  after  the 
twelfth  dose.  In  4  cases  the  nausea  was  consider- 
ably increased  and  in  2  of  these  it  was  alarmingly 
increased.  All  4  of  these  patients  had  a  marked 
goiter,  and  therefore  the  author  has  discontinued 
the  use  of  the  extract  in  cases  with  this  complication. 

In  only  2  of  the  cases  was  there  any  anaphylactic 
reaction  and  in  both  the  result  was  failure.  One 
patient  had  urticaria  and  one  severe  headache  with- 
out prostration. 
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The  risk  of  abortion  is  certainly  not  increased  by 
the  administration  of  the  extract.  Of  the  iii 
patients,  only  4  had  abortions,  a  percentage  decided- 
ly lower  than  the  average. 

Brief  case  reports  of  12  unsuccessfully  treated 
cases  are  given.  Edward  L.  Cornell. 

Mosher,  G.  C:  Forty-Four  Cases  of  Prej^nancy 
Toxaemia  Since  May,  1917.  Results  of  Stand- 
ardized Treatment.  /.  Missouri  M.  Ass.,  1919, 
xvi,  69. 

During  the  past  winter,  the  writer  had  under 
observation  among  his  own  patients  and  those 
referred  or  seen  in  consultation,  22  cases  of  pre- 
eclamptic toxaemia  or  eclampsia.  Since  May,  19 17, 
39  patients  have  been  under  treatment.  Within  the 
last  twelve  months  5  cases  of  pernicious  vomiting, 
another  type  of  toxaemia  of  pregnancy,  have  been 
observed. 

The  reason  why,  in  the  six  weeks  from  Jan.  i  to 
Feb.  15,  1918,  there  were  as  many  such  cases  as  are 
ordinarily  met  with  in  a  year,  is  a  mystery.  The 
writer  is  at  a  loss  to  account  for  this  fact  except  by 
charging  it  to  either  the  extreme  changes  in  tempera- 
ture from  bitter  cold  to  mild  weather  and  back 
again  (just  as  epidemic  jaundice  and  herpes  zoster 
have  in  some  seasons  been  ascribed  to  climatic 
conditions)  or  else  to  the  nervous  unrest  and 
tension  from  which  every  sensitive  woman  suffered  on 
account  of  the  entrance  of  the  United  States  into  the 
war. 

Knowing  that  next  to  sepsis,  eclampsia  is  the  most 
deadly  of  all  obstetric  complications,  every  woman 
has  been  examined,  on  coming  under  observation, 
with  the  realization  that  her  symptoms  may  at  any 
time  suggest  that  she  is  a  pre-eclamptic.  As  soon 
as  pregnancy  is  recognized  the  blood  pressure  is 
taken,  the  eye  symptoms  are  noted  and  the  urine  is 
examined  as  a  routine  procedure,  and  the  teeth  and 
tonsils  are  inspected  for  foci  of  possible  infection. 

The  causes  of  eclampsia  are  formulated  according 
to  their  relative  values  is  as  follows: 

1.  Failure  of  elimination  of  toxins.  In  the  early 
months  these  toxins  are  doubtless  due  to  the  placenta, 
and  in  the  second  half  of  pregnancy  to  the  excretions 
of  the  foetus. 

2.  Infections  of  various  types  which  throw  a 
burden  on  the  pregnant  woman. 

3.  Asphyxia  of  greater  or  less  degree  resulting 
from  pressure  and  from  stasis  and  a  decrease  in  the 
normal  maternal  oxygenation  due  to  interference 
with  lung  expansion  and  the  action  of  the  heart. 

In  every  case  of  eclampsia  some  focus  of  infection 
will  be  found  before  the  eclampsia  develops. 

The  author  has  attempted  to  standardize  the  plan 
of  prophylaxis  and  treatment  as  follows: 

1.  A  diet  of  non-irritating  food. 

2.  Stimulation  of  elimination  by  kidney,  bowels, 
and  skin.  The  intake  and  output  of  fluids  are  most 
important  and  must  be  shown  in  a  daily  report. 

3.  Eradication  of  all  foci  of  infection  in  the 
tonsils,  teeth,  kidneys,  and  bowels. 


4.  Encouragement  of  deep  breathing  by  fresh  air 
and  stimulation  of  the  general  circulation  to  prevent 
asphyxia. 

5.  Free  ingestion  of  alkaline  salts  and  food  to 
prevent  acidosis. 

6.  Administration  of  veratrum  viride  to  lower  the 
blood  pressure,  to  reduce  the  pulse,  and  to  aid  dia- 
phoresis. 

7.  The  emptying  of  the  uterus  as  a  therapeutic 
measure.  This  should  be  done  in  the  way  least  con- 
ducive to  shock  and  is  indicated  as  soon  as  prophy- 
lactic measures  fail.  Every  one  at  all  familiar  with 
the  toxaemia  of  pregnancy  recognizes  the  marked 
improvement  of  the  patient's  condition  following 
the  removal  of  the  products  of  conception. 

The  uterus  is  emptied  under  ether  anaesthesia, 
ether  being  the  only  safe  inhalation  anaesthetic  in 
these  cases. 

The  technique  involving  the  least  shock  is  as  fol- 
lows: (i)  Preliminary  gradual  dilation  by  Hegar's 
dilators  up  to  No.  20,  and  (2)  Voorhees  bag  No.  4,  if 
at  term.  After  the  uterus  is  emptied  gavage  of  soda 
bicarbonate,  2  per  cent,  should  be  given.  Cases  of 
the  fulminating  type,  with  a  long,  hard  cervix  (in 
which  no  vaginal  examination  has  been  done)  are 
best  treated  by  classical  caesarean  section. 

When  after  contamination  by  frequent  digital 
examination  infection  is  to  be  expected,  a  Porro  or 
other  hysterectomy  should  be  done  in  the  interest 
of  the  mother. 

The  results  in  this  series  of  cases  show  95  per  cent 
recoveries  of  mothers,  and  85  per  cent  of  children  at 
term. 

Twenty  case  reports  are  given  in  detail. 

Edward  L.  Cornell. 

Briggs,  H.:  Placenta  Praevia.    Brit.  M.  J.,  1919, 1,179. 

The  chilling  aspect  of  an  avoidable  stillbirth  in 
placenta  praevia  leads  the  author  to  make  some 
pointed  observations  on  the  management  of  this 
obstetric  complication.  He  cites  cases  of  its  proper 
successful  management  and  by  contrast  reviews 
instances  of  failure. 

This  clinical  situation  appeals  for  improvement 
which  must  be  reached  by  earlier  concentration  and 
co-operation  in  regard  to  three  important  particulars: 
(i)  the  ante-partum  haemorrhage;  (2)  the  viability 
of  the  foetus;  and  (3)  the  bulk  and  area  of  the  placen- 
ta within  the  zone  of  obstruction.  The  distressing 
antepartum  haemorrhage  has  received  maximum 
attention  by  the  liberal  sacrifice  of  the  foetus  as  a 
plug.  A  live  foetus  situated  mostly  above  a  thick- 
ened and  damaged  placenta  has  faint  prospects  of 
survival.  In  the  graver  degrees  of  placenta  praevia 
only  a  speedy  and  safe  birth-route  can  meet  all  of 
the  requirements  of  labor. 

Eight  case  reports  are  as  follows: 

Case  I.  Caesarian  section  for  central  placenta 
praevia.  The  patient,  40  years  of  age,  vi-para,  had 
had  two  smart  haemorrhages  lasting  respectively 
two  days  and  one  day  and  occurring  one  week 
apart  in  the  thirty-fifth  and  thirty-sixth  weeks  of 
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gestation.  Eight  days  after  the  second  haemorrhage 
the  bleeding  returned  in  increasing  volume.  Caesa- 
rian section  was  done  five  hours  after  the  onset  of 
this  attack,  with  delivery  of  a  live  child  weighing 
6  pounds,  3  ounces.  The  placenta,  which  was 
attached  four-fifths  on  the  left  and  one-fifth  on  the 
right  of  the  cervix  on  the  anterior  uterine  wall, 
weighed  12^  ounces.  A  normal  convalescence 
followed  for  both  mother  and  child. 

The  diagnosis  here  concerned  the  detection  of 
the  haemorrhages,  the  location  of  the  placenta  around 
the  cervix  in  the  lower  zone  of  the  uterus,  and  the 
viability  of  the  child. 

Case  2.  Caesarian  section  for  low  lateral  placenta 
prajvia:  The  patient,  who  was  a  primipara.  39 
years  old  and  in  labor,  had  one  severe  haemorrhage 
when  a  diagnosis  was  made  of  low  lateral  placenta 
praevia.  Immediate  caesarian  section  saved  both 
mother  and  child. 

The  author  presents  also  some  cheerless  contrasts 
as  object  lessons. 

Case  3.  Central  placenta  praevia  at  term.  In 
1 914  a  woman  at  full  term  died  of  haemorrhage  in 
the  ambulance  on  the  way  to  the  Liverpool  Ma- 
ternity Hospital.  Postmortem  examination  re- 
vealed an  undilated  cervix,  a  fully  developed  male 
child  of  large  size,  a  central  placenta  praevia,  and  an 
inappreciable  separation  of  the  placenta.  In  this 
case  it  was  not  proved  that  the  antepartum  haem- 
orrhage was  observed,  or  that  the  presence  of  a 
low  implantation  of  the  placenta  was  determined 
in  the  presence  of  an  undilated  cervix. 

Case  4.  Central  placenta  praevia  at  term.  This 
patient  had  one  sharp  warning  haemorrhage  in  the 
night,  followed  by  another  a  week  later  with  the 
onset  of  labor.  Collapse  increased  during  the  delay 
of  twelve  and  a  half  hours  in  getting  the  doctor  and 
removing  the  patient  to  the  hospital.  She  was  ad- 
mitted to  the  hospital  at  2:30  a.  m.  in  profound 
collapse,  a  condition  which  was  treated  by  intra- 
venous saline  and  pituitrin.  A  podalic  version  was 
then  done,  after  which  the  bleeding  stopped,  but 
the  shock  ended  fatally  three  hours  later. .  In 
this  case  delay  seems  to  have  been  responsible  for 
the  double  loss. 

Case  5.  Central  placenta  praevia  at  the  thirty- 
fifth  week.  In  this  case  the  occurrence  of  two  sharp 
haemorrhages  one  month  apart  is  reported.  At  the 
time  of  the  second,  which  occurred  twenty-four 
hours  prior  to  admission  to  the  hospital,  packing  was 
resorted  to.  As  the  blood  re-appeared  at  the  vulva, 
a  vaginal  examination  was  made.  This  showed  two 
fingers  dilatation,  a  vertex  presentation,  and  a  com- 
plete placenta  praevia.  The  treatment  consisted 
in  digital  perforation  of  the  praevial  placenta  and 
version.  Two  hours  later  the  still-born  child  came 
through  the  placenta.  The  loss  of  blood  had  not 
been  severe,  and  the  patient  made  a  normal  re- 
covery. The  foetal  sacrifice  in  this  effective  method 
of  providing  for  maternal  safety  cannot  be  avoided 
by  using  the  Champetier  de  Ribes  bag,  for  cervical 
dilatation  does  not  abolish  the  placental  obstruction 


and  placental  damage  which  are  potent  causes  of 
still-birth. 

Case  6.  Low  lateral  and  over-lapping  placenta 
praevia.  The  patient,  who  was  29  years  of  age  and 
had  had  four  children,  was  admitted  to  the  maternity 
hospital  at  10:30  a.  m.  with  slight  but  gradually 
increasing  haemorrhage.  On  insertion  of  the  Cham- 
petier de  Ribes  bag  at  4:30  p.m.  the  separated  lower 
third  of  the  placenta  was  found  thickened  and  in- 
durated and  hanging  over  the  promontory,  thus 
diminishing  the  conjugate.  The  head  remained 
loose  above  the  brim  of  the  pelvis.  In  three  quarters 
of  an  hour,  with  dilatation  completed,  the  bag  was 
removed  and  a  version  performed.  The  fcetal 
heart  rate  was  one  hundred  and  thirty.  The  placental 
mass  was  i  to  iX  inches  in  thickness.  In  three 
hours  a  still-born  foetus  was  expelled.  The  mother 
recovered.  Placental  obstruction  to  labor  is  in- 
contestible.  Variations  in  the  bulk  and  area  of  the 
placenta  praevia  and  in  the  extent  of  the  damage  to 
it  are  compatible  with  variations  in  their  effects 
on  the  destruction  or  preservation  of  foetal  life 
during  labor. 

Case  7.  Placenta  praevia  with  prolapse  of  the 
placenta.  In  this  case  the  larger  part  of  the  placenta 
was  found  early  in  the  vagina,  the  smaller  portion 
still  attached  anteriorly  in  the  uterus.  Bleeding  and 
labor  began  twenty-four  hours  prior  to  admission 
to  the  hospital.  Loss  of  blood  was  then  free  and 
there  was  a  shoulder  presentation.  Internal  podalic 
version  was  soon  fol'owed  by  expulsion  of  the  pla- 
centa which  preceded  the  assisted  delivery  of  a 
foetus  weighing  6  pounds,  6  ounces.  The  patient, 
who  was  30  years  of  age,  had  had  five  children  and 
one  abortion. 

Case  8.  The  patient,  viii-para,  was  32  years 
of  age.  Labor  pains  and  bleeding  began  simultane- 
ously. The  membranes  ruptured  two  hours  later, 
and  in  two  hours  more  the  haemorrhage  had  prac- 
tically stopped.  Six  hours  after  the  beginning  of 
labor  there  was  full  dilatation  and  the  placenta 
appeared  at  the  vulva.  Twenty  minutes  later  the 
foetus  in  the  membranes  was  expelled.  There  was 
no  excessive  blood  loss  at  any  time. 

The  conclusions  drawn  are  as  follows: 

1.  The  initial  haemorrhage  is  a  warning  to  be 
taken    seriously.      Equipment    is    required;    also 
prompt  transference  of  the  patient  to  a  hospital  or 
a  nursing  home. 

2.  The  viability  of  the  foetus  at  or  after  the 
thirty-sixth  week  of  gestation  is  acceptable;  in- 
duction of  premature  labor  has  practically  proved 
this;  caesarean  section  is  unlikely  to  disprove  it. 

3.  The  bulk  and  area  of  the  placenta  praevia 
in  the  zone  of  obstruction  can  be  approximately 
estimated  by  examination.  This  obstruction  may 
be  an  important  item  in  directing  the  management 
of  the  labor. 

If  early  opportunities  and  complete  equipments 
are  obtainable,  the  three  particulars  mentioned 
are  more  consistent  with  maternal  and  foetal  safety 
by  caesarean  section  than  by  any  other  method  of 
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treatment  of  placenta  pra^via.  Debatable  matters 
have  developed  amid  the  large  number  of  ca;sarean 
sections  already  published.  The  defects  and  hazards 
of  the  earlier  operations  have  been  recognized. 
Opposition  will  wane  with  better  selection. 

The  present  attitude  of  obstetricians  lacks  neither 
prejudice  nor  proof.  Caution  is  cherished  due  to 
lapses  in  opportunities  and  the  gaps  in  equipments 
yet  to  be  banished  by  an  ever-increasing  co-opera- 
tion. C.  D.  Holmes. 

Canales,  M.:  A  Case  of  Total  Premature  Detach- 
ment of  the  Placenta  (Un  case  de  desprendi- 
miento  total  precoz  de  la  placenta).  Repert.  de  med. 
y  drug.,  1919,  X,  172. 

Canales'  case  was  that  of  a  woman  aged  42  years 
who  was  at  term  in  her  fifteenth  pregnancy.  When 
examined  some  days  before,  the  head  was  found 
presenting  and  there  were  no  abnormal  signs.  At 
the  onset  of  labor  the  pains  and  contractions  were 
normal.  Suddenly  a  sharp  pain  was  felt  and  the 
patient  soon  showed  all  the  symptoms  of  syncope 
and  severe  internal  haemorrhage,  with  a  flow  of 
blood  from  the  vagina.  Examination  led  to  the 
diagnosis  of  premature  detachment  of  the  normally 
inserted  placenta. 

Serum  was  administered,  the  cervix  dilated,  and 
the  labor  terminated.  The  extracted  foetus  was 
dead.  With  some  difficulty  the  placenta,  which  was 
found  in  the  vagina,  was  expressed  with  an  enormous 
number  of  clots.    The  puerperium  was  normal. 

The  author  excludes  all  causes  for  the  accident 
except  multiparity  in  which  condition  the  placenta 
is  not  likely  to  be  firmly  attached  and  may  easily 
yield  on  strong  uterine  contractions. 

W.  A.  Brennan. 

Vogt,  W.  H. :  Ablatio  Placentae,  with  Report  of  a 
Case  Treated  by  Csesarean  Section.  /.  Mis- 
souri M.  Ass.,  1919,  xvi,  47. 

The  frequency  of  this  condition  has  no  doubt  been 
greatly  underestimated.  The  writer  has  seen  8 
cases  in  consultation,  none  of  which  had  been  diag- 
nosed by  the  attending  physician.  Attention  is  called 
to  the  case  reports  of  Williams,  in  which  he  mentions 
the  pathologic  changes  in  two  uteri  which  had  been 
removed  by  caesarean  section.  Haemorrhagic  infarc- 
tions of  the  myometrium,  extensive  thrombosis,  and 
peculiar  arterial  changes  were  found.  Williams  con- 
cluded from  these  examinations  that  arterial  changes 
are  probably  very  common,  toxic  in  origin,  and  due 
to  the  action  of  some  substance  which,  circulating  in 
the  blood,  possibly  produces  changes  in  the  smallest 
arterioles  and  thus  permits  the  blood  to  escape  into 
the  tissue.  This  condition  has  been  designated  by 
Couvelaire  as  uteroplacental  apoplexy. 

Mention  is  also  made  of  the  experiments  of  Morse, 
in  which  the  pregnant  uteri  of  dogs  were  over  dis- 
tended with  sterile  salt  solution  to  the  point  of 
bursting.  After  forty-eight  hours  the  abdomen  was 
opened.  An  abortion  was  found  to  have  taken  place, 
but  no  extravasation  of  blood  into  the  myometrium. 


From  this  it  was  concluded  that  an  extreme  over- 
dilatation  will  not  cause  haemorrhage  into  the  myo- 
metrium. Morse  later  tied  off  various  groups  of 
veins  in  the  uterus  of  the  pregnant  rabbit  to  deter- 
mine the  efTect  of  venous  blocking.  He  found  no  per- 
ceptible changes,  for  always  there  was  sufficient  col- 
lateral circulation.  Not  until  he  tied  off  all  three 
groups  of  veins,  the  ovarian,  the  mesometric  and 
the  uterovaginal,  was  the  result  obtained.  After  two 
hours  the  uterus  was  opened  and  its  cavity  found 
to  be  filled  with  blood.  The  placenta  was  partially 
or  completely  separated.  Minute  haemorrhages  were 
visible  in  the  myometrium.  In  other  words,  the  ex- 
periment produced  a  premature  detachment  of  the 
placenta  and  the  same  conditions  that  are  found  in 
ablatio  placentae  of  the  accidental  type.  The  cause 
of  this  blocking  of  the  veins  in  the  pregnant  woman 
is  not  fully  explained,  but  it  is  thought  that  the  great 
mobility  of  the  uterus  which  is  permitted  by  the 
often  greatly  relaxed  abdominal  walls  in  the  multip- 
arous  woman,  might  be  mentioned  as  a  contributory 
cause.  It  is  therefore  suggested  that  more  atten- 
tion be  paid  to  the  proper  support  of  the  pregnant 
uterus  to  prevent  such  free  mobility  and  great 
torsion. 

The  symptoms  depend  on  whether  the  haemor- 
rhage is  that  of  the  concealed  or  the  revealed  type. 
In  the  early  stages  ablatio  placentae  consists  in  the 
development  of  a  decidual  haematoma  which  causes 
compression  and  places  a  portion  of  the  placenta  out 
of  function.  These  cases  are  perhaps  quite  frequent. 
As  a  rule  they  show  no  clinical  symptoms  and  are 
recognized  only  after  the  examination  of  the  freshly 
delivered  placenta  when  a  smaller  or  larger  blood 
clot  is  found  on  its  maternal  surface.  In  the  severe 
forms  of  concealed,  as  well  as  revealed,  haemorrhage, 
the  uterus  becomes  extremely  hard  and  has  a  very 
tense  feeling  which  as  a  rule  makes  it  impossible  to 
map  out  the  foetal  parts.  The  foetal  heart  tones 
are  naturally  absent  and  there  is  always  intense 
shock. 

The  diagnosis  of  ablatio  placentae  should  be  a  sim- 
ple matter.  Practically  all  antepartum  haemorrhages 
are  due  to  a  separation  of  the  placenta  from  the 
uterine  wall,  and  it  behooves  us  to  differentiate  be- 
tween a  placenta  praevia  and  ablatio  placentae. 

If  placental  tissue  can  be  felt  either  covering  the 
internal  os  or  lying  to  one  side  or  the  other,  the  diag- 
nosis of  placenta  praevia  becomes  a  simple  affair. 
If,  on  the  other  hand,  no  placental  tissue  can  be  felt, 
we  are  justified  in  making  a  diagnosis  of  ablatio  pla- 
centae. The  essential  points  in  diagnosis  are  bleed- 
ing, evidences  of  shock  and  anaemia,  a  hard  and  firm 
uterus  which  suddenly  increases  in  size,  the  inability 
to  palpate  the  fcEtal  parts,  and  the  absence  of  the 
foetal  heart  tones,  or  evidences  of  internal  haemor- 
rhage. The  amount  of  external  bleeding  is  no  guide 
to  the  amount  of  blood  lost. 

In  the  treatment  it  must  be  borne  in  mind  that 
bleeding  due  to  detachment  of  the  placenta  will  con- 
tinue until  the  uterus  has  been  emptied  of  its  con- 
tents. Therefore  it  is  most  important,  first,  to  empty 
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the  uterus,  and  second,  to  control  or  stop  the  bleed- 
ing and  relieve  the  anaemia  and  shock. 

When  there  is  complete  dilatation  of  the  cervix, 
version  or  the  application  of  forceps  is  indicated.  If 
such  dilatation  is  not  present,  however,  it  is  the 
writer's  belief  that  abdominal  ca'sarean  section  should 
be  the  method  of  choice  since  it  offers  the  best  chance 
for  the  mother  and  gives  the  only  possible  chance  of 
a  living  child.  It  likewise  afTords  the  surgeon  the  op- 
portunity of  dealing  with  postpartum  haemorrhage 
in  the  surest  way,  i.  e..  by  supravaginal  amputation 
of  the  uterus.  Vaginal  packing  and  the  use  of  the 
various  rubber  bajs  do  not  seem  advisable  for  the 
reason  that  they  are  too  slow  in  their  action. 

Va  inal  casarcan  section  may  be  done  if  one  is 
skilled  in  operating,  but  cannot  compete  with  ab- 
dominal casarean  section. 

The  following  case  is  reported: 

A  woman,  38  years  old,  who  had  three  living  chil- 
dren, and  whose  previous  labors  had  been  normal, 
was  sent  to  the  hospital  in  a  state  of  shock.  The 
time  of  her  last  menstrual  period  could  not  be  defin- 
itely ascertained  but  from  the  patient's  statement 
and  the  findin  s  it  was  estimated  that  she  had  been 
pre  nant  about  seven  months.  There  were  no  uter- 
ine pains  e^  cept  extreme  sensitiveness  to  touch. 
The  fundus  of  the  uterus  reached  to  the  xiphoid 
process.  1  he  fo  tal  parts  could  not  be  felt  or  the 
foetal  heart  tones  heard.  1  here  was  no  vaginal  bleed- 
ing and  no  history  of  the  rupture  of  the  bag  of  wa- 
ters. The  extremities  showed  marked  a?dema.  In 
the  urine  was  a  large  quantity  of  albumin  and  gran- 
ular and  hyaline  casts.  The  diagnosis  was  internal 
haemorrhage  due  to  separation  of  the  placenta. 
Owing  to  the  seriousness  of  the  case,  immediate  de- 
livery was  decided  upon.  The  use  of  a  general  an- 
aesthetic being  prevented  by  the  patient's  precarious 
condition,  novocain  was  used  for  local  anaesthesia. 
A  casarean  section  with  the  high  incision  was  made 
without  difficulty  and  a  dead  seven  months  foetus 
promptly  extracted.  The  placenta  lay  practically 
loose  in  the  uterus  which  was  filled  with  dark  blood 
clots.  Pituitrin,  i  cc,  given  before  the  operation 
was  begun,  controlled  the  bleeding  from  the  inci- 
sion in  the  uterus  very  satisfactorily.  The  uterus 
and  abdomen  were  closed  in  the  usual  manner,  after 
which  stimulation  was  given.  Several  hours  later, 
however,  the  patient  w-as  seized  with  an  attack  of 
eclampsia  from  which  she  died  in  about  half  an  hour. 
No  postmortem  was  obtained. 

The  conclusions  drawn  were  as  follows: 

I.  Ablatio  placentae  is  not  so  rare  as  is  generally 
believed. 

,  2.  With  care  and  observation,  all  cases  of  ablatio 
placentae,  of  the  severe  type  particularly,  should  be 
recognized. 

3.  When  concealed  haemorrhage  with  shock  and 
anaemia  are  present  in  the  absence  of  cervical  dila- 
tation, the  abdominal  caesarean  section  should  be 
the  operation  of  choice;  when  there  is  no  con- 
traction of  the  uterus,  a  supravaginal  amputation 
should  be  performed. 


4.  Most  important  is  the  proper  diagnosis  and 
prompt  and  rapid  interference  by  some  method 
which  causes  the  least  injury  to  the  mother. 

Bandler,  S.  W. :  The  Technique  of  Caesarean  Sec- 
tion.  Internal.  J.  Surg.,  1919,  xxxii,  65. 

Bandler  gives  morphin  and  atropin  one  hour 
before  operation;  also  a  vaginal  douche  of  iodine 
solution.  The  anaesthetic  used  is  gas-oxygen  with 
a  minimum  of  ether,  if  any.  The  skin  incision  is 
vertical  and  above  the  umbilicus.  Pituitrin  is 
given  before  the  peritoneum  is  reached.  The  uterine 
closure  is  done  in  layers.  Catharsis  is  begun  twenty- 
four  hours  after  the  operation  and  small  repeated 
doses  of  ergot  are  prescribed  for  a  week. 

W.  F.  Hewitt. 

Niemack,  J.:    Caesarean  Section  and  Other  Ob- 
stetrical Problems.    Interstate  M.  J.,  1919,  xxvi, 

118. 

The  application  of  modern  eugenic  ideas  to  problems 
of  obstetrical  and  surgical  technique  is  the  keynote  of 
the  article.  It  is  the  author's  conviction  that  in 
obstetrics  every  problem  must  be  individualized  and 
humane  principles  rather  than  stereotyped  rules 
accepted. 

Eight  casarean  sections  and  two  hysterectomies  of 
the  pregnant  uterus  with  100  per  cent  good  results 
are  reported.  In  no  case  was  there  an  absolute  indi- 
cation; four  were  for  placenta  praevia,  two  for  nar- 
row pelvis,  one  for  eclampsia  and  one  for  vagina 
duplex.  When  there  is  a  predisposition  to  epilepsy, 
caesarean  section  is  advocated  for  an  overlarge  child 
so  as  to  avoid  additional  birth  trauma. 

With  the  exception  of  one  woman  who  had  a  small 
hernia,  all  of  the  mothers  in  the  cases  reported  made 
a  normal  recovery  and  have  strong  abdominal  walls. 
The  author  advises  the  imbrication  of  the  upper  part 
of  the  abdominal  incision  if  time  permits  as  at  the 
end  of  pregnancy  the  walls  about  the  umbilicus  are 
very  thin. 

In  performing  a  caesarean  section  the  author  uses 
the  transverse  incision  of  the  uterus.  Attention  is 
called  to  the  great  unevenness  in  the  thickness  of  the 
walls  of  the  fundus  of  the  uterus.  It  was  always  pos- 
sible to  pack  the  great  omentum  in  between  the  in- 
cision in  the  uterus  and  bowels  and  thus  with  cer- 
tainty prevent  dangerous  adhesions.  As  there  is 
need  for  broad  co-aptation  of  the  uterine  walls,  he 
sees  no  reason  why  the  first  row  of  stitches  should 
not  be  allowed  to  penetrate  the  endometrium.  Dur- 
ing manual  removal  of  the  afterbirth,  the  hand  is 
never  in  contact  with  the  uterus,  but  remains  al- 
ways in  the  amniotic  sac.  "Boldness  and  absolute 
confidence  in  his  ability  to  control  haemorrhage  after 
extraction  *  *  *  and  strict  .avoidance  of  un- 
called-for examinations  by  the  obstetrician  are  need- 
ed for  successful  operation. "  The  author  calls  at- 
tention especially  to  the  fact  that  in  placenta  praevia 
manual  examination  is  never  necessary  unless  a  de- 
cision has  been  made  to  proceed  with  version  and  ex- 
traction. 
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The  two  cases  of  hysterectomy  reported  the  author 
considers  are  open  to  discussion  but  believes  that 
the  humane  and  eugenic  principles  were  paramount. 
The  first  case  was  that  of  an  imbecile,  highly  sexual 
girl,  a  county  charge,  who  was  hysterectomized  in 
the  fifth  month.  There  were  twins.  The  second  case 
was  that  of  a  is-year-old  girl  with  gonorrhoea  of  the 
cervix  and  early  pregnancy.  In  commenting  on  this 
case  the  author  says:  "Local  applications  to  the 
cervix  would  bring  on  abortion  sooner  or  later.  *  * 
Would  there  not  be  salpingitis  after  that?  If  the 
cervical  aflfection  be  left  alone  and  the  full  term 
awaited,  what  then  about  salpingitis?  In  either  case 
sterility  would  ensue. "  In  the  meantime,  the  girl 
would  have  been  the  source  of  many  infections.  To 
quote  again:  "We  did  hysterectomy  and  then 
speedily  cured  the  gonorrhoea.  The  possible  (but 
possibly  blind)  baby  was  sacrificed  and  the  girl 
permanently  sterilized,  but  was  it  unchristian,  un- 
professional, unsurgical?  Did  we  not  help  in  saving 
more  out  of  this  wreck  than  could  possibly  have  been 
saved  in  any  other  way?  Let  every  one  answer  for 
himself." 

In  conclusion  the  author  states  that  there  are  very 
real  problems  before  the  doctor  of  today  the  open 
discussion  of  which,  without  hysteria  or  hypocrisy, 
should  be  encouraged. 

Beck,  A.  C:  Observations  on  a  Series  of  Caesarean 
Sections  Done  at  the  Long  Island  College 
Hospital  During  the  Past  Six  Years.    Am.  J. 

Obst.,  N.  Y.,  1919,  Ixxix,  197. 

In  this  paper  the  author  presents  a  detailed  report 
of  37  personal  cases,  a  morbidity  study  of  107 
consecutive  sections  and  an  improved  technique  for 
this  operation. 

Much  has  been  written  concerning  the  too  fre- 
quent use  of  caesarean  section  as  a  means  of  over- 
coming obstetrical  difficulties.  Its  dangers  are 
being  constantly  brought  out  while  very  little  is 
said  of  the  dangers  of  the  cruder  measures  which 
serve  as  the  only  alternative  in  difficult  cases. 
Craniotomy  and  decapitation  in  neglected  cases 
are  associated  with  a  high  maternal  mortality.  The 
same  may  be  said  of  version  and  extraction  when 
performed  late  in  labor,  long  after  the  membranes 
have  ruptured  and  the  presence  of  Bandl's  ring;  warns 
of  an  impending  rupture  of  the  uterus.  Forceps 
on  the  unengaged  head  likewise  cannot  be  regarded 
as  an  absolutely  safe  operation.  Nothing  is  said  of 
these  sequelae  when  we  are  reminded  of  the  possi- 
bility of  the  rupture  of  a  caesarean  scar. 

In  the  author's  37  cases  of  caesarian  section  only 
one  woman  died  and  in  all  probability  the  operation 
had  little  to  do  with  this  fatality  as  the  patient  was 
an  eclamptic.  Three  infants  died  soon  after  birth; 
all  were  premature.  In  2  cases,  the  operation  was  the 
best  procedure  to  employ  in  the  interest  of  the 
mother.  In  the  third,  a  case  of  placenta  praevia, 
the  outcome  was  unsatisfactory  as  this  means  of 
delivery  was  chosen  largely  in  the  interest  of  the 
child. 


The  cases  are  classified  according  to  the  indica- 
tions. Pelvic  dystocia  was  the  principal  indication 
in  16  cases.  Of  these,  q  showed  marked  contraction 
while  7  were  of  the  border-line  variety.  All  mothers 
and  infants  in  this  group  survived.  F«etal  dystocia 
was  present  in  3  cases.  Convalescence  in  each  of 
these  was  uneventful.  All  of  the  infants  lived. 
There  were  3  cases  of  cervical  dystocia  with  no  deaths. 
Postoperative  dystocia  was  encountered  once.  Large 
fibroid  tumors  in  the  pelvis  were  the  cause  of  marked 
dystocia  in  2  cases.  In  5  cases  an  abnormal  presen- 
tation combined  with  other  complications  was  the 
indication.  Placenta  praevia  and  eclampsia  account- 
ed for  2  cases.   The  eclamptic  patient  died. 

The  records  of  all  of  the  caesarian  sections  per- 
formed during  the  past  six  years,  numbering  107, 
have  been  reviewed  from  the  standpoint  of  mor- 
bidity and  mortality.  During  this  period,  2  mothers 
died  of  eclampsia  shortly  after  operation.  Deducting 
these  2  cases,  105  remain.  Four  of  these  105  patients 
died,  a  gross  mortality  of  3.8  per  cent.  Of  the  19 
cases  handled  on  the  outside,  3  were  lost,  a  mor- 
tality of  slightly  under  16  per  cent.  Only  one 
patient  died  of  the  86  treated  wholly  in  the  hospital, 
a  mortality  of  a  trifle  over  i  per  cent.  Most  of  the 
caesarian  sections  which  have  been  followed  by 
peritonitis  showed  the  first  signs  of  peritoneal 
involvement  from  five  to  seven  days  after  operation. 
Of  the  operations  the  purpose  of  which  is  to  give 
better  peritoneal  protection,  the  Kronig  procedure 
has  been  the  most  satisfactory.  Occasionally, 
however,  this  technique  has  not  given  a  good  result. 

Edward  L.  Cornell. 

Carlini,   P.:    A  Vaginal  Caesarean  Operation    (A 

propos  d'une  operation  cesarienne  vaginale).    Rev. 
mens,  de  gynec,  d'obst.  et  de  pediat.,  1919,  xl,  49. 

Carlini  discusses  a  recent  report  by  Delmas  who 
performed  a  vaginal  caesarean  section  on  a  woman 
with  a  flat  rachitic  pelvis  after  he  had  failed  to 
induce  deliverj'^  at  the  beginning  of  the  eighth 
month  by  the  use  of  Krause  sounds. 

Consideration  is  given  also  to  the  question  as  to 
the  feasibility  of  vaginal  caesarean  section  performed 
by  the  average  obstetrician  in  the  patient's  home. 
While  most  surgeons  believe  that  the  procedure  does 
not  lie  within  the  scope  of  the  average  practitioner, 
they  do  not  ofifer  any  suggestion  as  to  what  should 
be  done  when  it  is  impossible  to  induce  labor. 

Attention  is  called  to  the  great  value  of  the  me- 
chanical cervical  dilator  of  Bossi,  the  use  of  which  is 
simple  and  within  the  ability  of  every  physician. 
By  means  of  this  dilator  pregnancy  can  be  termin- 
ated without  accident  in  from  three  to  five  minutes. 
The  method,  which  is  thirty  years  old,  has  received 
favor  both  in  Italy  where  it  originated  and  elsewhere. 
Twelve  of  the  author's  own  cases  in  which  delivery 
was  afi'ected  in  this  way  are  reported.  The  method 
is  unquestionably  preferable  to  the  vaginal  and 
abdominal  caesarean  operations,  and  by  means  of  it 
labor  may  be  induced  at  whatever  time  it  is  con- 
sidered best.  W.  A.  Brennan. 
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Hartman  H.  and  Bergeret  A. :  Remarks  Upon  186 
Consecutive  Cases  of  Extra-Uterine  Pregnancy 
Observed  in  the  Early  Montlis  (Quclques  re- 
marques  k  propos  de  i86  cas  cons^cutifs  de  grossesse 
extra-ut6rine  observdes  dans  les  premiers  mois). 
Ann.  de  gynic  et  d'obsl.  19 19,  xlii,  321. 

The  authors  have  treated  surgically  186  cases 
of  extra-uterine  pregnancy. 

The  ages  of  the  patients  varied  from  18  to  45 
years,  the  greater  number  being  from  25  to  35  years 
old. 

The  time  at  which  puberty  was  established  did 
not  seem  to  have  any  particular  significance. 

Forty-seven  of  these  women  were  delivered  at 
term  in  one  prior  pregnancy;  37  were  not.  All  the 
others  had  had  two  or  more  normal  pregnancies 
ending  at  term.  Sixty-six  had  had  no  previous 
abortion,  and  48  at  least  one. 

In  69  of  the  cases  there  had  been  previous 
treatment  for  some  utero-adnexal  lesion.  The 
authors  draw  attention  to  this  high  figure.  Of 
these  6q  women,  64  had  ampullar  pregnancies  and 
5  interstitial  pregnancies. 

Extra-uterine  pregnancy  occurred  more  frequently 
on  the  right  side  (00:70).  Nearly  all  were  tubal. 
Of  93  cases  in  which  such  findings  are  stated  there 
were  74  cases  of  haematosalpingitis  without  a 
recognizable  embryo,  and  14  with  a  living  embryo. 

In  only  3  cases  were  abdominal  pregnancies  ob- 
served in  which  the  ovum  was  fixed  and  developed 
in  the  abdominal  cavity.  Of  153  cases  of  which 
details  are  given,  1 50  pregnancies  were  tubal.  In  i 
case  the  placenta  was  implanted  in  the  infundibulum 
and  connected  with  the  intestine.  In  only  2  cases 
was  the  placental  insertion  on  one  of  the  pelvic 
parts  of  the  large  intestines  (colon  or  rectum) . 

Of  119  ampullar  pregnancies,  27  ruptured  but 
only  4  were  followed  by  peritoneal  inundations. 
The  others  gave  rise  to  limited  hcematoceles.  In 
isthmic  or  interstitial  pregnancies  rupture  with 
peritoneal  flooding  is  usual.  Thus,  in  24  cases  of 
isthmic  pregnancy,  flooding  occurred  in  23,  and  in 
3  cases  of  interstitial  pregnancy  it  occurred  in  2. 
From  the  point  of  view  of  haemorrhage,  therefore, 
there  is  a  distinct  difference  between  ampullar,  and 
isthmic  and  interstitial  pregnancy. 

Study  of  the  cases  shows  further  that  usually  there 
are  pathologic  lesions  in  the  utero-adnexal  ap- 
pendages and  that  such  lesions  have  an  action  in 
the  development  of  extra-uterine  pregnancy.  Hence 
Lawson  Tait's  idea  that  a  tubal  pregnancy  may 
follow  ampullar  salpingitis  seems  to  the  authors 
in  many  cases  to  be  admissible. 

The  operation  usually  practiced  was  a  unilateral 
salpingo-oophorectomy.  This  was  done  in  121 
cases  with  cuneiform  resection  of  the  uterine  cornu 
and  in  3  with  salpingoplasty  of  the  opposite  side. 
There  were  115  recoveries.  Of  6  deaths  4  were 
due  to  acute  anaemia.  Twenty-one  subtotal  abdom- 
inal hysterectomies  gave  20  recoveries  and  i  death. 
Nine  total  hysterectomies  gave  8  recoveries  and  i 
death. 


With  regard  to  the  interesting  question  of  the 
genital  future  of  women  who  have  been  subjected 
to  unilateral  salpingo-odphorectomy,  44  such  patients 
were  traced  for  more  than  five  years.  Five  have  had 
children;  4,  abortions;  and  5,  recurrences  of  ectopic 
pregnancy.  The  figures  show  that  the  proportion 
of  normal  and  abnormal  pregnancies  following  the 
operation  is  the  same.  No  doubt  pregnancy  is 
avoided. 

The  histories  of  21  cases  of  particular  interest  are 
given  in  detail.  W.  A.  Brennan. 

LABOR  AND   ITS   COMPLICATIONS 

Goldsborough,  F.  C. :   Induction  of  Labor  in  the 
Subnormal  Pelvis.    N.  V.St.  J.  Med.,  igig,xix,  43. 

In  the  management  of  labor  in  borderline  pelves, 
Goldsborough  emphasizes  the  fact  that  unless  we 
make  a  thorough  study  of  the  case — pelvis  and  child 
— we  frequently  encounter  difficulties  which  end  in 
disaster  to  the  mother  or  the  child,  or  both. 

After  reviewing  all  the  data  relative  to  a  thorough 
understanding  of  the  possibilities  in  this  class  of 
cases,  he  concludes  as  follows: 

"I  hope  that  I  have  indicated  that  by  careful 
examination  before  term,  and  in  certain  cases  in- 
ducing of  labor  just  before  term,  we  are  enabled  to 
safely  accomplish  delivery  for  both  mother  and  child 
without  subjecting  either  to  any  undue  risk,  whereas 
if  these  patients  with  sub-normal  pelves  are  allowed 
to  continue  in  the  pregnancy  until  spontaneous 
labor  begins,  we  frequently  encounter  difficulties 
due  to  the  undue  size  of  the  child  and  have  to  resort 
to  more  serious  operative  procedures  to  accomplish 
a  delivery,  often  with  unsatisfactory  results  to  both 
mother  and  chUd."  H.  B.  Matthews. 

Cobum,  R.  C. :  Nitrous  Oxide  Analgesia  in  Labor. 

N.  Y.  J.  Med.,  1919,  xix,  37. 

The  author  believes  the  day  has  arrived  when 
women  are  going  to  demand  relief  from  the  pain  of 
childbirth.  And  why  not?  "Twilight  sleep."  he 
continues,  "has  had  its  day"  and  has  accomplished 
a  great  deal  of  good,  "not  because  it  was  founded 
on  a  proper  basis,  but  because  it  was  so  widely 
advertised  and  presented  in  such  a  spectacular 
manner." 

It  was  the  ardent  endeavor  to  find  a  substitute 
for  morphin-scopolamin  anaesthesia  that  led  to  the 
extensive  use  in  labor  of  nitrous  oxid  gas.  which  the 
author  believes  is  an  ideal  obstetrical  anaesthetic. 
It  may  be  used  as  an  analgesic  or  anaesthetic.  It  may 
be  administered  by  the  patient  or  by  an  attendant. 
All  the  effects  of  any  other  anaesthetic  can  be  ob- 
tained from  nitrous  oxid,  and  its  action  is  vastly 
more  transient  and  has  the  least  effect  upon  tissue 
change.  It  does  not  hinder  the  progress  of  labor,  but 
actually  accelerates  it.    It  is  safe  for  the  child. 

The  author  firmly  believes  that  nitrous  oxid- 
oxygen  analgesia  or  anaesthesia  is  the  preferred 
method  in  the  production  of  painless  childbirth. 

H.  B.  Matthews. 
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Harper,  P.  T.:  The  Clinical  Courses  of  Labor  in 
Breech  Presentations,  with  Special  Reference 
to  the  Prevention  of  Complications.     N.    Y. 

St.  J.  Med.,  1919,  xix,  45. 

Harper  very  exhaustively  discusses  the  clinical 
course  of  labor  in  breech  presentations  and  points 
out  very  graphically  the  ways  and  means  for  the 
prevention   of   complications. 

He  states  that,  as  is  well  known,  there  is  a  mechan- 
ism of  labor  peculiar  to  breech  presentations,  and 
unless  this  mechanism  is  thoroughly  understood  by 
the  accoucheur,  complications  will  oftentimes  arise. 

The  most  common  complications  of  delivery  by 
the  breech  are:  (i)  Dry  labor;  (2)  retraction,  which 
the  author  uses  synonymously  with  the  term 
"impaction;"  (3)  extended  arms;  (4)  intra-uterine 
asphyxia  from  delay  in  delivery  of  the  after-coming 
head;  and  (4)  laceration  of  the  pelvic  floor. 

The  management  of  the  usual  breech  labor  is 
given  in  detail. 

In  concluding,  the  author  says:  "Attention  is 
directed  to  the  clinical  aspects  of  labor  in  breech 
presentations  in  order  that  none  but  suitable  cases 
shall  be  given  the  test  of  labor  and  that  considera- 
tion of  the  physiological  mechanism  of  labor  peculiar 
to  the  presentation  shall  be  the  basis  of  conduct  of 
those  cases  in  which  expectancy  has  been  decided 
upon."  H,  B.  Matthews. 

Chamorro,  T.  A. :  A  Conservative  Method  of  Treat- 
ing Uterine  Ruptures  (Contribuci6n  al  estudio 
del  metodo  conservador  en  las  rupturas  uterinas). 
Semana  med.,  1918,  xxv,  755. 

In  the  case  reported  the  patient  was  35  years  of 
age  and  had  had  nine  pregnancies.  Six  of  the 
pregnancies  and  labors  were  normal;  the  seventh 
was  terminated  by  forceps;  and  in  the  eighth  the 
the  foetus  was  extracted  dead.  The  uterine  rupture 
occurred  after  the  recent  labor  had  lasted  thirty- 
six  hours.  The  foetus,  which  was  extracted  after  a 
version,  was  dead.    It  weighed  3,000  gr. 

In  treating  the  uterine  rupture  the  author  applied 
the  method  first  described  by  Boero  in  1910 
which  consists  in  introducing  the  hand  through  the 
vagina,  seizing  the  upper  lip  of  the  rupture  by  the 
fingers,  and  drawing  it  down  until  it  laps  over  the 
lower  lip.  The  upper  lip  is  then  strongly  held  by 
forceps.  This  procedure  is  repeated  along  the  upper 
lip  of  the  uterine  wound  until  the  whole  upper  part 
of  the  wound  overlaps  the  lower  part  and  the 
peritoneal  face  of  the  upper  lip  is  opposed  to  the 
uterine  face  of  the  lower  lip.  The  uterine  cavity  is 
then  tightly  packed  with  gauze  to  keep  the  parts 
in  place.  The  patient  is  placed  in  the  Fowler  position 
with  ice  to  the  abdomen  and  permanent  procto- 
clysis. The  drawing  down  of  the  upper  lip  of  the 
wound  is  much  facilitated  by  externally  pushing 
the  uterus  downward. 


In  Chamorro's  case  the  forceps  were  released 
after  seventy-nine  hours.  The  temperature  re- 
mained normal  till  the  fifth  day  when  there  was  a 
rise  which  fell  after  the  administration  of  a  laxative. 

The  loss  of  blood  was  not  great,  about  300  gm., 
and  the  recovery  was  easy. 

An  examination  several  months  later  showed 
that  the  overlapping  tissue  could  be  felt  as  a  linear 
scar  about  i  cm.  wide.  There  has  been  no  further 
disturbance.  W.  A.  Brennan. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Hicks,  C.  F.:  Puerperal  Gangrene  of  Both  Legs 
Extending  to  the  Knees;  Double  Amputation; 
Recovery.   W.  Virginia  M.  J.,  1919,  xiii,  337. 

The  patient,  aged  20,  was  delivered  normally  on 
January  14,  1916.  She  had  always  enjoyed  good 
health,  had  borne  two  children  previously,  and  the 
puerperal  period  following  this  delivery  was  normal. 
Four  weeks  after  confinement  she  complained  of 
pain  in  the  feet  and  ankles.  The  ankles  were  swollen, 
somewhat  tender  to  the  touch,  and  exhibited  a 
few  vesicles.  In  a  few  days  the  condition  was 
worse,  pain  and  a  tingling  sensation  being  felt  in 
the  feet  and  legs.  In  two  weeks  the  toes  were 
swollen  and  cold  and  were  taking  on  a  dark  purple 
color.  Complaint  was  made  of  much  pain  in  the 
ankles  which  radiated  up  the  legs.  The  gangrene 
which  had  started  in  the  toes,  began  first  in  the 
left  foot  and  extended  to  the  ankles  and  up  the 
legs  gradually.  Repeated  examinations  of  the  urine 
were  always  negative. 

When  admitted  to  the  Welch  Hospital  on  March 
3,  the  temperature  was  loi  F.  and  pulse  1 10,  soft  and 
regular.  The  patient's  past  history  was  negative 
as  to  infectious  diseases.  The  pelvic  examination 
was  negative  and  the  uterus  in  normal  position. 
There  was  no  lochia. 

The  feet  and  legs  were  markedly  swollen,  ex- 
tremely tender  to  the  touch,  cold,  and  in  some 
places  showed  vesicles.  The  discoloration  was  very 
black,  but  near  the  knees  shaded  off  to  a  dark  purple. 
Near  the  tubercle  of  the  tibia  was  a  faint  line  of 
demarcation.  The  patient  complained  of  pain  in  the 
knees  and  calves  of  the  legs. 

On  March  4,  the  temperature  was  loi  and  the 
pulse  120.  The  left  leg  was  amputated  above  the 
knee.  The  operation  was  well  borne  and  on  March 
6,  the  other  leg  was  amputated  above  the  knee.  Fol- 
lowing this,  the  temperature  came  down  to  normal 
immediately  while  the  pulse  dropped  to  normal 
gradually. 

A  good  recovery  was  made.  The  wounds  healed 
without  infection,  the  stitches  were  removed  on  the 
tenth  day,  and  the  patient  was  discharged  from 
the  hospital  on  the  fourteenth  day. 

Edward  L.  Cornell. 
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"Willems  and  Goormaghtigh :  Traumatic  and 
Tuberculous  Lesions  of  tlie  Suprarenal  Cap- 
sules (Ldsions  traumatiques  et  tuberculeuses  des 
capsules  surr6nales).  Bull,  et  m6m.  Soc-  de  chir.  de 
Par.,  iQiQ,  xlv,  301. 

The  authors  have  systematically  examined  the 
suprarenals  in  the  course  of  go  autopsies  performed 
during  the  war,  and  in  3  instances  found  traumatic 
lesions.  In  every  case  these  lesions  were  associated 
with  very  severe  traumatisms  of  other  organs,  and 
all  were  unilateral.  The  conclusions  drawn  from  the 
observations  were  as  follows: 

1.  Traumatic  lesions  of  the  suprarenals  some- 
times occur  in  violent  traumatisms  involving  the 
•dorsolumbar  region  or  the  abdominal  walls. 

2.  The  production  of  retroperitoneal  haematomata 
is  sometimes  associated  with  haemorrhagic  lesions 
in  the  suprarenals. 

3.  In  old  persons  who  have  been  the  victims  of 
■crushing  accidents,  the  suprarenal  may  be  the 
only  abdominal  organ  injured. 

In  addition  to  the  traumatisms,  the  authors 
observed  4  tuberculous  lesions  of  the  suprarenals  in 
young  soldiers  who  had  died  from  wounds.  The 
incidence  of  such  lesions  they  believe  is  high. 
In  one  case  the  lesions  were  bilateral  and  death  was 
probably    hastened    by    suprarenal     insufficiency. 

One  of  the  clinical  characteristics  of  these  cases 
had  been  the  occurrence  of  repeated  vomiting. 
From  this  fact  the  authors  conclude  that  when 
vomiting  is  unexplainable  by  other  causes  a  lesion 
of  the  suprarenals  may  be  suspected. 

W.  A.  Brennan. 

'Goormaghtigh,  N.:  The  Function  of  the  Supra- 
renal Capsule  in  Man  in  the  Normal  State  and 
in  Infections,   Particularly  in  Gas  Gangrene 

(Contribution  k  I'etude  du  fonctionnement  de  la 
capsule  surr^nale  humaine  k  I'^tat  normal  et  dans 
les  6tats  infectieux  en  particulier  dans  les  gangrenes 
gazeuses).  Arch,  de  med.  expir.  et  d'anat  prat., 
1919,  xxviii,  277. 

The  authors  have  made  detailed  macroscopic  and 
microscopic  examinations  of  70  suprarenal  capsules 
removed  from  the  bodies  of  soldiers  from  fifteen 
minutes  to  one  hour  after  death.  In  some  instances 
the  men  had  died  suddenly  from  acute  anaemia, 
craniocerebral  wounds,  etc.,  and  no  morbid  process 
was  found  in  the  bodies  at  autopsy.  These  supra- 
renals were  considered  as  normal  and  used  as 
controls  for  the  others.  Other  suprarenals  were 
removed  rom  the  bodies  of  men  who  had  died  of 
gas  gangrene  which  had  developed  at  various  periods 
after  injury. 

The  details  of  the  examinations  and  a  number  of 


photographs  of  the  microscopic  tissue  sections  are 
given. 

It  was  found  that  the  suprarenal  capsule  in  man 
reacts  against  infection  by  its  two  constituent 
glands.  The  part  played  by  each  gland  is  de- 
scribed. 

Between  the  development  of  gas  gangrene  and  the 
morphologic  and  functional  alterations  of  the  corti- 
cal gland  there  is  a  complete  parallelism.  The 
parallelism  as  regards  the  medullary  changes  is  less 
marked. 

The  cortex  is  more  frequently  the  site  of  patho- 
logic lesions  than  the  medullary  substance.  Supra- 
renal insufficiency  in  gas  gangrene  is  especially  an 
insufficiency  of  the  cortical  gland. 

Treatment  should  consist  in  the  administration 
of  extracts  from  the  whole  suprarenal  gland. 

W.  A.  Brennan. 

Stevens,  W.  E.:  Some  Interesting  Surgical  Con- 
ditions of  the  Kidney  and  the  Prostate.  Cali- 
fornia J.  Med.,  1919,  xvii,  82. 

Stevens  claims  that  because  in  most  statistics  the 
ages  of  the  patients  vary  from  15  to  40  years,  the 
impression  is  general,  evqn  among  the  urologists, 
that  tuberculosis  of  the  kidneys  is  uncommon  in 
children.  This  idea,  he  insists,  is  erronetius  and 
arises  from  ne.;lect  to  examine  the  urine  of  children 
for  tubercle  bacilli  and  disregard  of  the  more 
modern  diagnostic  aids. 

The  cystoscope  can  be  used  in  male  children  as 
young  as  16  months  and  in  female  children  as  young 
as  14  months.  The  ureters  have  been  catheterized 
in  male  children  under  3  years  of  age  and  in  female 
children  22  months  of  age. 

Two  cases  of  the  removal  of  tuberculous  kidneys 
from  children  are  reported,  those  of  a  girl  of  9  and  a 
boy  of  13  years  of  age.  Emphasis  is  placed  on  the 
importance  of  early  examination  of  the  urine  of  every 
child  with  urinary  disturbances  for  the  presence  of 
tubercle  bacilli. 

As  an  instance  of  renal  re'^ex,  the  author  reports 
the  case  of  a  man.  38  years  of  age  who  complained 
of  pain  in  the  right  lumbar  region  and  the  upper  and 
lower  right  abdominal  quadrants.  Radiography  and 
pyelography  revealed  the  shadows  of  two  calculi  in 
the  upper  pole  of  the  left  kidney.  Following  the 
removal  of  these  calculi,  the  pain  in  the  right  side 
disappeared. 

Also  reported  is  the  removal  of  a  prostatic  calculus 
w'eighing  over  50  gms.  which  the  author  believes  had 
formed  primarily  in  the  upper  urinary  tract  and 
increased  in  size  in  a  pouch  or  diverticulum  of  the 
prostatic  urethra  where  it  had  lodged. 

An  enlarged  prostate  weighing  256  gms.  is 
described.  Louis  Gross. 
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Judd,  E.  S.,  and  Harrington,  S.  W.:  Ectopic  or 
Pelvic  Kidney.  Surg.,Gynec.  y  Obst.,  1919,  xxviii, 
446. 

Nineteen  cases  of  renal  ectopia  recorded  at  the 
Mayo  Clinic  have  made  possible  a  study  of  the 
relative  frequency,  anatomic  variations,  clinical 
features,  diagnosis,  and  treatment  of  the  abnor- 
mality. 

Because  of  its  rarity,  renal  ectopia  or  congenital 
misplacement  of  the  kidney,  has  been  of  interest  to 
the  anatomist  for  centuries.  Lately,  because  of  the 
association  of  genital  malformation  with,  and  the 
development  of  pathologic  conditions  in,  the  ectopic 
kidney,  it  has  been  brought  for  correction  and 
treatment  to  the  surgeon.  Gerard  finds  the  abnor- 
mality only  once  in  about  2,500  persons,  and  in  121 
clinical  cases  reviewed  by  Borland,  the  displace- 
ment or  disease  in  the  kidney  caused  clinical  symp- 
toms in  only  one  third.  Occasionally,  if  the  kidney 
is  functionally  impotent  because  of  its  location,  the 
surgeon  alters  its  position,  but  if  the  cause  of  the 
trouble  is  pathologic,  he  treats  it  as  he  would  the 
normally  placed  organ. 

The  ectopic  kidney  presents  some  distinct  ana- 
tomic features.  It  is  usually  of  average  size,  although 
it  may  be  small,  and  its  oval  or  pyramidal  shape 
depends  on  the  surrounding  structures.  The  origin 
of  its  very  liberal  vascular  supply  is,  as  a  rule,  in  the 
lower  few  inches  of  the  aorta.  Its  arterial  and 
venous  supply  often  do  not  correspond.  The  ureter 
is  generally  comparatively  short,  but  as  it  takes  the 
most  direct  course  to  the  kidney,  it  enters  at  the  nor- 
mal position.  The  pelvis  of  the  kidney,  which  is  not 
always  developed,  and  the  ureter  are  usually  on  its 
anterior  side  and  therefore  retain  their  foetal 
relationship.  Although  it  may  become  movable 
from  trauma  or  pregnancy,  the  ectopic  kidney  is 
usually  firmly  fixed  by  its  vascular  pedicle  within 
the  small  pelvis  behind  the  uterus  where  is  may  be 
found  at  one  side  resting  on  the  promontory  of  the 
sacrum  or  sacro-iliac  joint,  in  the  iliac  fossa,  or, 
rarely,  in  the  abdominal  wall.  It  is  situated  on  the 
left  side  much  more  often  than  on  the  right  and  is 
usually  on  the  side  where  it  normally  belongs, 
although  it  may  be  one  of  crossed  ectopic  kidneys. 
Genital  malformations,  imperfect  development, 
entire  absence  of  the  uterus  and  vagina,  vulvar  or 
urethral  openings,  and  atrophic  and  undescended 
testicle,  if  unilateral,  are  found  on  the  same  side  as 
the  ectopic  kidney. 

The  same  clinical  symptoms  which  suggest  a 
pathologic  condition  of  the  normally  placed  kidney, 
are  suggestive  also  of  a  pathologic  condition  in  the 
pelvic  kidney,  although  appendiceal  inflammation  in 
males  and  pelvic  disorders  in  the  female  adnexa  are 
frequently  misleading.  Because  of  their  predisposi- 
tion to  pelvic  disturbance,  more  cases  of  ectopic 
kidney  are  observed  during  life  in  women  than  in 
men,  but  necropsies  show  that  the  incidence  of  the 
condition  in  both  sexes  is  the  same. 

The  presence  of  an  ectopic  kidney  is  suggested 
by  the  palpation  of  a  mass  through  the  abdominal 


wall,  the  absence  of  the  kidney  from  its  normal 
position,  the  absolute  and  relative  fixation  of  the 
tumor  mass,  the  palpation  of  the  lobulations  of  a 
kidney,  the  depression  of  the  hilus,  the  pulsation  of 
a  large  artery  on  the  anterior  wall  of  the  kidney, 
and  genital  malformation  associated  with  pelvic 
tumor.  The  diagnosis  depends  on  cystoscopic  and 
pyelographic  examinations  and  is  finally  deter- 
mined by  pulsation  in  the  trigone  from  an  underlying 
large  renal  artery,  a  short  ureter,  the  abnormal  posi- 
tion of  the  pelvis,  the  presence  of  stones,  and  the 
pathologic  condition  of  the  organ. 

The  surgical  treatment  of  the  ectopic  and  the 
normal  kidney  is  essentially  the  same.  If  the  kidney 
is  functioning  normally  there  is  no  reason  to  disturb 
it.  Symptoms  suggestive  of  intermittent  hydrone- 
phrosis, however,  lead  the  surgeon  to  attempt  chang- 
ing the  position  of  the  pelvic  kidney.  If  it  interferes 
with  pregnancy,  he  may  be  able  to  raise  it  above  the 
brim  of  the  pelvis,  although,  because  of  the  fixity 
of  its  blood  vessels,  a  caesarean  section  in  the  last 
stages  of  pregnancy  may  be  preferable.  Nephrect- 
omy is  indicated  in  all  cases  of  destruction  of  kidney 
tissue,  but  should  not  be  considered  until  the  surgeon 
has  made  sure  that  the  opposite  kidney  is  normal 
instead  of  missing  as  in  some  cases  of  renal 
ectopia. 

As  in  the  19  cases  of  ectopic  kidney  observed  in 
the  Clinic  operation  was  performed  in  only  9  for 
some  pathologic  condition  and  the  others  were  dis- 
covered only  during  routine  examination  or  opera- 
tion for  some  other  trouble,  this  report  agrees  with 
statistics  which  record  the  abnormality  as  clinically 
and  pathologically  unimportant  in  the  majority  of 
cases. 

Gregoire,    R.    and    Marsan,    F.:     Pyelonephritis 
Without  Kidney  Wound  in  War  Injuries   (La 

pyelonephrite  sans  plaie  du  rein  chez  les  blesses  de 
guerre).  /.  d'urol.  mSd.  et  chir.,  Par.,  1918-1919,  vii, 
425- 
The  authors  observed  kidney  infection  in  three 
wounded    soldiers    who    showed    no    kidney    trau- 
matism.    The  first  case  was  a  thigh  injury;   the 
second,  purulent  arthritis  of  the  knee  necessitating 
amputation;  and  the  third,  injuries  principally  in 
the  sacrolumbar  region. 

Pyelonephritis  as  observed  in  the  three  cases  re- 
ported is  not  a  frequent  complication  of  war  in- 
juries. These  were  the  only  cases  seen  by  the 
authors  in  their  war  experience,  and  they  believe 
that,  owing  to  their  routine  practice  of  examining 
the  urine,  any  others  would  not  have  escaped  their 
notice.  The  rarity  of  the  condition  is  due  to  the 
integrity  of  the  organs  in  these  young  and  other- 
wise healthy  subjects.  When  pyelonephritis  is 
observed  in  connection  with  a  war  injury  else- 
where than  in  the  kidney  region,  the  resistance  of 
the  kidney  region  has  generally  been  diminished  by 
some  previous  infection.  The  gravity  of  a  wound 
elsewhere  does  not  determine  the  kidney  lesion, 
and  where  infection  occurs,  as  in  the  case  reported, 
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the  route  of  infection  is  by  the  blood.  Such  infec- 
tions are  usually  bilateral  unless  there  is  a  special 
predisposition  in  one  kidney  alone.  Usually  also  they 
are  benign  in  their  evolution.  Of  the  three  patients 
two  made  normal  recoveries.  One  patient  died  but 
death  was  not  due  to  the  kidney  lesion,  which  was 
found  only  at  autopsy. 

Pyelonephritis  associated  with  war  lesions  may 
be  present  for  a  long  time  unperceived  and  simulate 
purulent  retention  or  septicaemia.  The  urine  should 
be  examined  whenever  the  condition  of  a  wound 
does  not  explain  the  patient's  symptoms. 

W.  A.  Brennan. 

Rovsing,  ^.:  Diagnosis  and  Treatment  of  Renal 
Calculi  on  the  Basis  of  25  Years'  Personal  Ex- 
perience (Om  Diagnosen  og  Behandlingen  af 
Nyresten  paa  Grundlag  af  fem  og  tyve  Aars  per- 
sonlige  Erfaringer).    Hosp.-Tid.,  1919,  Ixii,  i. 

Rovsing's  article  is  a  resume  of  his  twenty-five 
years'  work  in  the  diagnosis  and  treatment  of  kid- 
ney calculi  since  he  performed  his  first  nephrolithoto- 
my in  September,  1893.  The  total  number  of 
patients  treated  was  533.  One  hundred  and  eighty- 
five  of  these  had  apparently  a  haematogenous  infec- 
tion and  348  were  aseptic  cases.  Of  the  latter,  only 
221  were  operated  upon. 

Usually  there  were  no  symptoms  from  the  stone 
until  pain  or  hajmaturia  directed  attention  to  it. 
In  the  causation  of  kidney  stone  an  important  role 
is  attributed  to  an  unbalanced  diet. 

Gravel  and  small  stones  are  usually  passed  spon- 
taneously and  do  not  require  an  operation.  In  the 
case  of  one  patient  who  had  had  several  attacks  of 
ureteral  colic  and  had  passed  gravel,  the  presence  of  a 
stone  in  the  kidney  had  never  been  detected  by 
radiologic  examination. 

Phosphaturia  may  be  associated  with  the  forma- 
tion of  large  concretions.  The  majority  of  phospha- 
tic  kidney  calculi  are  due  to  accidental  or  artificial 
phosphaturia  caused  by  the  prolonged  drinking  of 
mineral  waters  perhaps  taken  to  combat  the  very 
condition  which  they  increase. 

The  symptoms  of  kidnej'^  stones  may  simulate 
those  of  appendicitis,  etc.,  and  vice  versa.  There- 
fore a  careful  differential  diagnosis  must  always 
be  made. 

The  haematuria  may  be  found  only  by  microscopic 
examination.  Both  kidneys  and  ureters  should  be 
carefully  examined  radiographically.  A  calculus 
may  be  present  in  an  apparently  sound  kidney. 
On  the  other  hand,  the  radiographic  findings  may 
be  quite  negative  while  the  clinical  and  catheter 
findings  are  very  positive.  Examples  of  such  cases 
are  given.  Phosphatic  and  urate  calculi  cast  only 
slight  shadows  and  their  detection,  especially  in  the 
obese,  may  be  impossible.  In  32  of  195  cases  in 
which  calculi  were  found  at  operation  the  X-ray 
findings  had  been  negative  and  in  6  other  cases 
had  been  misleading. 

For  the  treatment  of  nephrolithiasis  Rovsing 
advises  the  copious  drinking  of  distilled  water  which 


washes  the  kidneys  and  does  not  leave  any  deposit. 
The  stone  will  be  affected  only  when  it  is  a  urate 
or  an  oxalate  and  small  in  size.  Even  in  the  case 
of  patients  who  are  to  be  operated  upon,  however, 
such  treatment  is  advantageous  when  there  is 
infection.  Unless  a  case  is  very  urgent,  Rovsing 
always  puts  his  patients  upon  this  distilled- water 
regime  to  get  rid  of  toxins  and  bacteria.  It  may  also 
transform  an  inoperable,  into  an  operable,  case,  or 
keep  the  patient  in  a  good  condition  without  opera- 
tion for  a  long  period.  One  of  his  patients  who  has 
a  large  kidney  stone  has  been  treated  in  this  way 
for  twenty-five  years. 

After  operation  the  drinking  of  distilled  water  is 
continued.  The  author  believes  it  is  particularly 
important  in  cases  of  uric  acid  diathesis. 

In  221  of  his  cases  the  urine  was  bacteria-free. 
In  the  infected  cases  B.  coli  was  the  organism  most 
frequently  discovered. 

In  58  cases  bilateral  calculi  were  found  and  in 
63  cases  calculi  were  present  in  the  ureter.  In  10 
cases  there  was  anuria.  Of  the  533  patients,  295 
were  operated  upon  as  follows:  Nephrolithotomies, 
202;  pyelolithotomies,  8;  nephrectomies,  55;  and 
ureterolithotomies,  30.  There  were  29  deaths, 
a  mortality  of  13  per  cent.  W.  A.  Brentxan-. 

Presno  y  Bastiony,  J.  A.:  The  Operative  Indica- 
tions in  Bilateral  Ureterorenal  Lithiasis  (Indi- 
caciones  operatorias  en  la  lithiasis  bilateral  uretero- 
renal). Rev.  de  med.  y  drug  de  la  Habana,  1919, 
xxiv,  93. 

The  author  gives  the  clinical  history  of  a  case 
of  lithiasis  of  the  right  ureter  associated  with  cal- 
culus in  the  left  kidney.  The  patient  was  a  woman 
26  years  of  age.  Extraperitoneal  ureterolithotomy 
followed  by  pyelotomy  and  pyelostomy  was  per- 
formed. The  renal  calculus  removed  weighed  64 
gms.,  and  the  ureteral  calculus,  6  gms.  The  patient 
recovered  without  the  development  of  any  type  of 
fistula. 

In  order  to  obtain  every  possible  assistance  in  the 
diagnosis  of  urinary  lithiasis  complete  radiographs 
must  be  made.  In  the  case  reported  the  renal  cal- 
culus caused  no  symptoms  and  was  discovered  only 
in  this  w'ay.  In  many  instances  radiography  has 
demonstrated  the  presence  of  bilateral  lithiasis 
when  clinically  the  calculi  appeared  to  be  located 
on  only  one  side. 

The  practice  recommended  by  AJbarran  and 
Legueu  of  operating  in  bilateral  lithiasis  on  the 
healthiest  side  first  the  author  believes  is  correct  in 
cases  of  double  renal  calculus  but  not  alwa3's  correct 
in  bilateral  reno-ureteral  calculus.  In  these  cases 
the  extraction  of  the  calculus  in  the  ureter  is  the 
most  urgent. 

Drainage  by  the  renal  pelvis  or  pjelostomy, 
though  not  generally  employed,  is  a  simple  form  of 
treatment  which  cures  without  leaving  fistulae. 
Pyelotomy  as  its  prelimary  operation  does  not 
destroy  the  integrity  of  the  renal  parenchyma. 

W.  A.  Brennan. 
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Covisa,  I.  S.:  Neoplasms  of  the  Kidney  and  of  the 
Renal  Pelvis  (Algunos  cases  de  neoplasias  del 
riflon  y  de  la  pelvis  renal).  Rev.  cspatl.  de  drug., 
1919,  i,  2. 

In  reporting  three  cases  of  renal  neoplasm  the 
author  discusses  the  symptomatology  of  the  condi- 
tion at  length.  The  cardinal  symptoms  are  a  palpa- 
ble tumefaction,  renal  pain,  and  hematuria.  In 
general,  the  co-existence  of  these  is  sufficient  for  the 
diagnosis  of  tumor  but  in  some  cases  it  is  necessary 
to  differentiate  between  renal  tuberculosis,  lithiasis, 
and  hydronephrosis. 

Hematuria  is  the  most  frequent  symptom  of 
renal  tumor  but  is  not  absolute.  The  pain  arising 
from  a  neoplastic  process  has  nothing  special  to 
characterize  it  from  that  due  to  any  renal  tumefac- 
tion. When  severe  and  constant,  it  simulates  that 
of  large  renal  calculi.  Sharp  and  violent  crises  of 
pain  accompanied  by  the  expulsion  of  coagulum 
are  similar  to  those  due  to  the  passage  of  a  calculus 
through  the  ureter.  For  the  diagnosis  of  tumor, 
analysis  of  the  urine  is  very  important  as  especially 
urea  and  the  chlorids  are  reduced  in  the  urine  from 
an  affected  kidney.  In  addition,  the  presence  in  the 
sediment  of  remnants  such  as  neoplastic  cells  gives 
an  indication  of  the  character  of  the  tumor  and  are 
of  as  much  pathognomonic  significance  as  the  find- 
ing of  the  Koch  bacillus  in  tuberculosis  or  the 
echinococcus  in  hydatid  cysts  disrupting  into  the 
renal  pelvis. 

Clinically  there  are  tvv^o  groups  of  renal  tumors, 
those  found  in  children  and  those  which  occur  in 
adults.  The  former,  which  are  glandular,  embryonic, 
sarcomatous  tumors,  are  characterized  by  their 
appearance  before  the  fourth  year  of  age  and  their 
rapid  growth  without  haematuria  or  metastases. 
The  latter,  which  are  associated  with  haematuria 
and  metastases,  are  usually  seen  between  the 
thirtieth  and  fortieth  years  of  age  and  are  of  slow 
growth.  This  group  includes  hypernephroma,  car- 
cinoma, and  sarcoma.  Hypernephroma  is  the  most 
frequent  and  develops  more  slowly  than  carcinoma 
or  sarcoma.  Sarcoma  causes  more  rapid  and  marked 
cachexia.  W.  A.  Beennan. 

Rossi,  F.:  Three  Cases  of  Malignant  Kidney  Tu- 
mors in  Young  Children  (Sopra  tre  casi  di 
tumore  maligno  del  reno  in  bambini).  Rev.  di 
din.  pediat.,  1918,  xvi,  617. 

Neoplasms  of  the  kidney  are  rarely  observed  in 
infants.  The  classical  syndrome  which  in  adults 
consists  of  tumor,  pain,  and  haematuria,  in  the  child 
is  represented  principally  at  first  by  increased 
volume  of  the  kidney,  the  other  symptoms  of 
malignant  neoplasm  coming  later.  Ha?maturia  is 
inconstant  and  the  symptoms  of  pain  untrust- 
worthy or  lacking.  Generally  speaking,  a  kidney 
tumor  in  a  young  child  is  discovered  only  when  the 
child  is  treated  for  some  other  condition. 

The  author  gives  the  clinical  histories  of  3  cases, 
one  that  of  a  child  8  years  of  age  and  2  those  of 
children  2  years  of  age.    All  of  the  tumors  were 


sarcomata  and  were  operated  upon.  In  the  first 
case,  owing  to  the  enormous  size  of  the  tumor  and 
adhesions,  it  was  not  possible  to  remove  the  entire 
growth.  The  child  died  some  weeks  later.  The 
other  two  patients  recovered,  one  of  them  definitely. 
The  other  was  still  under  observation  two  months 
after  operation. 

The  mortality  in  non-operated  cases  of  kidney 
tumor  in  young  children  has  been  100  per  cent. 
The  operative  mortality  fell  after  1880  to  52  per 
cent,  and  since  1890,  owing  to  improved  technique, 
has  been  reduced,  according  to  Heresco's  statistics 
to  17  per  cent,  and  according  to  Lecene's  statistics, 
to  12.44  per  cent.  The  brilliancy  of  the  improve- 
ment, however,  has  been  dimmed  by  the  fact 
that  there  were  88  per  cent  of  recurrences  (Albarran 
and  Imbert).  While  many  surgeons,  therefore,  are 
doubtful  as  to  the  value  of  intervention,  Albarran, 
Israel,  Kocher,  Hartmann,  Concetti  and  others 
continue  to  operate  whatever  the  age  of  the  patient 
or  the  nature  of  the  tumor.  Very  young  children 
stand  a  long  operation  well. 

The  only  definite  recovery  among  14  patients 
operated  upon  in  the  pediatric  clinic  of  Rome 
was  that  of  a  child  1 1  months  old. 

In  view  of  the  fact  that  the  mortality  in  non- 
operated  cases  is  100  per  cent,  the  author  believes 
that  failures  and  recurrences  ought  not  to  dis- 
courage surgical  intervention.  When  the  diagnosis 
is  made  early  in  the  disease  the  indication  for 
operation  is  imperative.  W.  A.  Brennan. 

Goyanes,  I.:  Ureterostomy  as  an  Operation  of 
Urgency  (La  ureterostomla  como  operaci6n  de 
urgencia).    Rev.  espan.  de  drug.,  1919,  i,  65. 

The  author  operated  upon  a  woman  for  an 
immense  ovarian  tumor.  The  tumor  was  removed 
and  a  hysteromyomectomy  done  with  ligature  and 
lateral  section  of  the  ligament  and  uterine  arteries. 
The  freeing  of  the  bladder  was  very  difficult.  To 
stop  the  haemorrhage  it  was  necessary  to  place 
continuous  catgut  sutures  in  the  anterior  and  lateral 
walls  of  the  vagina. 

On  the  third  day,  owing  to  the  persistence  of 
postoperative  anuria,  it  was  decided  to  operate 
again  at  once.  As  it  was  assumed  that  the  ureters 
had  been  included  in  the  suture  of  the  anterior 
vaginal  wall,  and  as  difficulties  would  be  met  in 
liberating  the  ureters  by  an  abdominal  route,  a 
lumbar  incision  was  made  in  the  right  flank.  In- 
cision into  the  ureter,  which  was  enlarged,  then 
gave  issue  to  a  strong  flow  of  urine  through  the 
wound.  When  a  sound  was  passed  through  the  in- 
cision a  distance  of  some  20  cms.  the  ureter  was 
found  blocked  by  a  periureteral  ligature  about  the 
bladder. 

During  the  first  twenty-four  hours  following, 
about  4  liters  of  urine  were  withdrawn  by  the 
catheter  from  the  right  ureter.  Cystoscopy  and 
examination  on  the  fifth  day  after  the  first  opera- 
tion showed  that  both  ureteral  orifices  were  blocked 
by  the  catgut  sutures  about  the  bladder.   The  urine 
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was  drawn  off  by  the  lumbar  wound  but  on  the 
fifteenth  day,  when  the  catgut  sutures  had  become 
resorbed,  spontaneous  and  voluntary  micturition 
by  the  urethra  became  re-established. 

The  author  concludes  from  this  case  that  total 
bilateral  obliteration  of  the  ureters  can  be  sup- 
ported for  a  period  of  sixty  hours  with  only  slight 
discomfort  due  to  the  distension  of  the  renal  pelvis 
and  capsule,  and  without  symptoms  of  ura-mia. 

By  the  elimination  of  the  urine  through  the 
ureteral  fistula  the  right  kidney  functioned  per- 
fectly and  assumed  also  the  function  of  the  left 
kidney. 

Para-ureteral  ligature  does  not  necessarily  cause 
permanent  occlusion  of  the  ureter  or  its  rupture 
with  the  formation  of  urinary  abscess  or  infiltration. 

By  the  elimination  of  urine  through  the  fistula 
of  the  right  ureter  the  left  kidney  supported  occlu- 
sion of  its  ureter  for  fifteen  days. 

Ureterostomy  with  drainage  of  the  kidney  pelvis 
was  in  this  case  an  operation  of  urgency  and  saved 
the  patient's  life.  There  was  complete  restitution 
of  function. 

The  essential  difference  between  the  author's  case 
and  those  in  which  the  ureter  is  opened  for  the 
delivery  of  a  ureteral  stone  lies  in  the  fact  that  in 
the  latter  the  obstruction  disappears  with  the 
operation  whereas  in  the  former  continued  catheteri- 
zation of  the  renal  pelvis  was  necessary. 

W.  A.  Brennan. 

BLADDER,  URETHRA,  AND  PENIS 

Legueu,    F.:     Azotaemia    in    Urinary    Retention 

(L'azotemie  des  retentionnistes  urinaires).    Presse 
med.,  1919,  xxvii,  141. 

In  addition  to  the  fixed  or  slowly  increasing 
azotaemia  which  accompanies  chronic  Bright's 
disease,  the  surgeon  observes  other  types  of  varying 
degree,  such  as  postoperative  azotaemia  and  the 
azotaemia  which  occurs  especially  in  cases  of  urinary 
retention.  The  latter,  although  chronic,  are  often 
curable  as  they  are  dependent  upon  urinary  reten- 
tion alone.   It  is  of  this  type  that  Legueu  treats. 

The  cases  are  cited  of  several  patients  with  very 
high  azotaemia  who  were  cured  by  treatment  of  the 
vesical  retention  alone,  i.  e.,  by  regular  and  frequent 
evacuation  of  the  bladder.  Legueu  believes  that 
those  who  are  most  disposed  to  high  azotaemia  are 
persons  whose  retention  is  incomplete.  Complete 
retention  demands  relief  but  in  incomplete  retention 
the  necessity  of  regular  evacuation  of  the  bladder  is 
disregarded. 

A  large  number  of  patients  who  are  not  correctly 
treated  or  treated  too  late  die  of  renal  insufficiency. 
When  retention  is  not  of  long  standing  and  the 
urinary  complications  have  not  become  definite, 
repeated  catheterization  re-establishes  regular  blad- 
der function. 

In  cases  of  retention  the  condition  is  due  to 
vesical  pressure  and  not  to  any  definite  lesion  of  the 
renal  parenchyma. 


The  knowledge  that  azotaernia  of  this  type  is 
generally  curable  is  of  great  practical  importance  in 
regard  to  prostatectomy.  A  patient  with  retention 
who  has  marked  azotaemia  is  much  more  apt  to 
stand  the  operative  traumatism  than  a  patient  who 
does  not  have  it  as  the  toxins  have  been  completely 
removed  before  operation.  Removal  of  the  toxin 
should  therefore  be  the  first  step  in  the  operation, 
and  even  in  moderate  azotaemia  the  indication  for 
such  pre-operative  treatment  is  definite. 

W.  A.  Brevvan. 

Jacobs,  L.  C. :  Diagnosis  and  Treatment  of  Glandu- 
lar Obstruction  at  the  Neck  of  the  Bladder. 

California  St.  J.  Med.,  1919,  xvii,  56. 

There  are  certain  glandular  enlargements  within 
the  posterior  portion  of  the  sphincteric  orifice  of 
the  bladder  which  produce  anatomic  changes  and 
decided  symptoms.  Jacobs  reports  the  histories 
of  two  cases  cured  by  fulguration. 

Lowsley,  in  his  original  research,  found  a  number 
of  tubules  in  the  posterior  urethra  which  have  a 
tendency  to  hypertrophy  and  grow  within  the 
sphincter.  These  he  designated  as  subcervical 
glands  or  glands  of  Albarran. 

In  the  majority  of  the  author's  cases  there  was  a 
small  bulging  of  the  lower  border  or  floor  of  the 
sphincter  in  the  median  line,  some  deformity  of  the 
trigon,  and  a  prominent  interureteric  ridge  close  to 
and  in  back  of  the  trigon.  This  swelling  was  small, 
regular  in  outline,  and  without  lateral  enlargement, 
making  it  appear  that  there  was  a  depression  on 
both  sides.  There  was  also  an  abrupt  declivity  into 
the  posterior  urethra  and  an  enlarged  verumonta- 
num. 

Jacobs  uses  the  d'Arsonval  current  of  about  300 
milliamperes,  with  the  spark-plug  regulated  to  3^ 
milliamperes  in  length.  This  gives  a  fairly  strong 
current  and  is  not  painful.  With  the  McCarty 
cysto-urethroscope  a  small  insulated  electrode  is 
inserted,  and  continuous  irrigation  is  used.  The 
entire  procedure  takes  but  a  few  minutes,  no  an- 
aesthesia being  required.  In  some  cases  it  is  neces- 
sary to  fulgurate  two  or  three  times  at  intervals  of 
two  weeks.  In  two  of  his  cases  there  was  a  re- 
currence, one  six  months  later,  the  other  one  year 
later. 

The  author's  conclusions  are  as  follows: 

1.  There  are  a  number  of  median  bar  obstruc- 
tions at  the  neck  of  the  bladder  of  the  glandular 
variety. 

2.  These  are  either  an  enlarged  median  lobe 
of  the  prostate  or  Albarran's  glands. 

3.  All  patients  with  this  condition  can  be  re- 
lieved and  the  majority  of  them  cured  by  means  of 
the  fulgurating  current.  Louis  Gross. 

Pasteau,  O.:  Traumatic  Lesions  of  the  Deep 
Urethra  (Les  lesions  traumatiques  de  I'uretre 
profond)   J.  d'urol.,  Par.,  1918-1919,  vii,  407. 

In  the  treatment  of  war  wounds  of  the  deep- 
urethra  at  the  base  hospitals,  a  cystostomy  is  per-^ 
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formed  if  it  has  not  been  done  already,  and  the 
perineal  wound  thoroughly  drained.  Suture  of  the 
perineal  wound  is  avoided.  The  torn  ends  of  the 
urethra  are  then  placed  in  alignment  and  a  per- 
manent catheter  inserted.  Later  on,  the  perineal 
area  is  widely  opened  up.  This  area  and  any 
fistulous  tracts  are  explored  and  left  open  for  a  long 
time,  the  cystostomy  opening  also  being  main- 
tained. Pasteau  considers  this  the  best  procedure 
for  the  prevention  or  treatment  of  urethral  stric- 
tures due  to  deep  urethral  injuries. 

W.  A.  Brennan. 

Le  Fur,  R.:  Bullet  Wound  of  the  Gluteal  Region 
and  Pelvis  with  Extensive  Rupture  of  the 
Urethra  (Blessure  par  balle  de  la  fesse  et  du  bassin 
avec  rupture  6tendue  de  I'ur^tre).  Paris  chirurg., 
1918,  X,  313. 

The  soldier  whose  case  is  reported  by  Le  Fur  had 
II  successive  operations  as  follows:  (i)  hypogastric 
section  with  right  castration  for  retention  of  urine 
following  a  rupture  of  the  urethra  and  pelvic  frac- 
ture caused  by  a  bullet  which  entered  the  gluteal 
region  and  came  out  through  the  right  scrotum; 
(2)  retention  catheterization  to  re-establish  the 
continuity  of  the  urethra;  (3)  drainage  of  a  large 
perineocruroscrotal  abscess  with  removal  of  bone 
fragments  in  the  left  ischiopubic  region;  (4)  resec- 
tion of  the  left  hip  for  chronic  purulent  arthritis 
with  lesion  of  the  head  and  neck  of  the  femur; 
(5)  arthrotomy  for  purulent  arthritis  of  the  left 
knee;  (6)  evacuation  of  an  enormous  purulent  col- 
lection in  the  right  hip;  (7)  complementary  arthrot- 
omy of  the  left  knee  with  counter  openings  in  the 
thigh;  (8)  evacuation  of  a  collection  in  the  left 
thigh;  (g)  evacuation  of  an  enormous  abscess  in  the 
right  arm;  (10)  vesical  autoplasty  for  hypogastric 
fistula;  and  (11)  lithotrity  for  secondary  calculi  in 
the  bladder. 

Le  Fur  says  that  this  case  shows  that  we  ought 
never  to  despair,  for  the  patient  who  was  several 
times  considered  lost  is  now  in  excellent  condition. 

The  case  is  of  particular  interest  also  because, 
as  far  as  is  known,  it  is  the  only  case  reported  of 
purulent  arthritis  of  both  hips  complicated  by  puru- 
lent arthritis  of  the  knee. 

The  treatment  and  the  results  show  that  hip 
resection  is  infinitely  superior  to  ankylosis  of  the 
hip  such  as  is  observed  after  drainage  or  arthro- 
tomy. Both  hips  were  not  resected  in  this  case 
because  the  patient's  condition  would  not  permit  it. 
The  resected  limb,  even  if  weaker  in  its  supporting 
power,  gives  a  better  functional  result  as  regards 
walking  than  the  ankylosed  limb,  and  greater  free- 
dom of  movement.  W.  A.  Brennan. 

GENITAL  ORGANS 

Judd,  E.  S.,  and  Crenshaw,  J.  L. :  Prostatic  Calculi. 

Minn.  Med.,  1919,  ii,  52. 

In  3,180  cases  of  prostatic  conditions  there  were 
20  cases  of  prostatitis  in  which  true  prostatic  cal- 


culi were  found,  and  1 1  cases  in  which  it  was  neces- 
sary to  operate  for  the  removal  of  false  prostatic 
stone.   These  are  reported. 

Prostatic  calculi  are  divided  by  the  authors  into 
three  groups.  Two  of  these  groups  comprise  true 
prostatic  stones  as  they  are  formed  in  the  substance 
of  the  gland.  The  third  group  includes  stones 
which  are  formed  elsewhere,  usually  in  the  kidney, 
sometimes  in  the  bladder,  possibly  in  a  divertic- 
ulum of  the  urethra,  and  passed  into  the  prostatic 
urethra.  These  are  known  as  false  stanes.  In. 
Group  I  are  placed  cases  of  true  calculi  in  which 
the  stones  are  the  result  of  peculiar  forms  of  pro- 
statitis. They  arise  from  the  acini  of  the  ducts  of 
the  gland  and  may  attain  considerable  size.  These 
have  as  a  nucleus  the  concretion  and  sediment  of  the 
prostate  gland  which  are  usually  covered  by  layers 
of  phosphates.  There  may  be  some  urates  as  well. 
Lund  says  that  hard  microscopic  bodies  called 
"corporea  amylacea"  form  in  the  prostate  at  any 
age.  They  consist  of  sediment  from  the  prostatic 
secretion  and  at  times  become  the  nuclei  of  stones 
composed  of  lime,  the  triple  phosphates  and  bicar- 
bonate of  lime  from  the  outer  coats.  Prostatitis 
is  the  important  feature,  the  stone  formation  pro- 
bably being  secondary.  The  stones  are  generally 
distributed  throughout  the  gland,  but  may  occur 
in  isolated  pockets  outside  the  gland  in  front  of 
the  rectum. 

The  treatment  of  all  types  of  prostatic  calculi 
is  to  remove  the  stones  and  remedy  the  associated . 
condition.    In  some  cases  massage  and  irrigations 
relieve.  The  transvesical  operation  is  recommended. 

I.  KOLL. 

McKillop,  L.  M.:  An  Improvement  in  the  Tech- 
nique of  Perineal  Capsuloprostatectomy.  Med. 
J.  Australia,  1919,  i,  48. 

The  author  first  distends  the  bladder  and  then 
makes  the  ordinary  suprapubic  incision  down  to  the 
bladder.  This  space  is  then  packed  with  a  large 
gauze  sponge  and  the  patient  placed  in  the  lithotomy 
position.  The  usual  curved  transverse  incision  is 
next  made  across  the  perineum  and  deepened  until 
the  perineal  muscles  are  met.  The  plane  of  cleavage 
between  the  rectum  and  the  bulb  is  sought  and 
opened  up.  It  will  then  be  found  that  the  prostate 
gland  is  lying  low  in  a  most  accessible  position. 

The  dissection  is  further  deepened  until  the  false 
capsule  is  exposed,  and  continued  externally  to  that 
structure.  Counter  pressure  is  then  made  over 
the  hypogastric  swab  until  the  prostate  is  pushed 
down  almost  flush  with  the  perineum,  when  the 
subsequent  steps  are  carried  out  under  the  guidance 
of  the  eye.  The  bleeding,  which  in  these  cases  is 
usually  a  source  of  much  danger,  can  be  controlled 
with  the  greatest  ease.  The  puboprostatic  and  the 
lateral  true  ligaments  of  the  bladder  are  cut  through, 
and  with  a  little  care  the  finger  is  hooked  above  the 
pelvic  fascial  capsule,  the  gland  being  separated 
from  the  base  of  the  bladder  outside  of  the  internal 
sphincter. 
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When  further  separation  is  impossible,  the  blad- 
der wall  is  cut  through  in  a  circular  manner.  The 
vasa  deferentia  and  the  membranous  urethra,  with 
its  contained  catheter,  are  then  completely  divided 
and  the  prostatic  capsule  and  its  gland  removed  in 
toto.  A  fresh,  large-sized  catheter  is  then  passed 
down  the  urethra  to  replace  the  one  that  was 
divided.  The  new  catheter  is  guided  into  the 
bladder.  All  bleeding  points  are  very  carefully 
caught  and  ligated,  and  the  redundant  portion  of 
the  bladder  wound  closed  with  catgut,  care  being 
taken  to  avoid  catching  up  the  bladder  mucosa. 
A  gauze  drain  in  a  split  tube  is  then  introduced 
down  to  the  base  of  the  bladder.  Iodoform  gauze  is 
packed  firmly  about  this,  and  the  lateral  portion  of 
the  transverse  perineal  wound  united  by  silkworm- 
gut  sutures.  The  stitches  are  then  cut  in  the  ab- 
dominal wound,  the  gauze  sponge  is  removed,  a 
small  drain  inserted  into  the  prevesical  space,  if 
necessary,  and  the  remainder  of  the  wound  closed 
in  the  usual  way. 

As  would  be  expected,  there  is  more  or  less  incon- 
tinence after  this  operation,  but  in  view  of  the  fact 
that  it  is  done  for  a  desperate  condition,  this  is  not 
surprising.  In  any  case,  it  is  no  more  inconven- 
ient than  the  terminal  suprapubic  cystotomy  usually 
demanded  in  these  cases  of  malignant  disease  of 
the  prostate.  In  the  author's  opinion,  the  extra 
trouble  of  making  an  incision  in  the  abdominal  wall 
is  more  that  compensated  for  by  the  splendid  expo- 
•sure  obtained  and  the  ease  with  which  the  haem- 
orrhage can  be  controlled.  V.  D.  Lespinasse. 

Oraison,  I. :  Simultaneous  Cancer  of  Both  Testicles 

(Cancer  simultan^  des  deux  testicules).  Gaz.  hebd. 
d.  sc.  mid.  de  Bordeaux,  1919,  xl,  33. 

Oraison's  case  of  simultaneous  cancer  of  both 
testicles  was  that  of  a  man  50  years  of  age  who,  early 
in  1918,  suffered  a  testicular  traumatism.  Some 
months  later,  when  he  had  apparently  recovered 


entirely,  he  made  a  journey  of  15  kilometers  on  foot. 
Immediately  afterward  hs  right  testicle  became 
swollen  but  not  painful.  This  swelling  increased 
and  similar  changes  in  the  left  testicle  soon  fol- 
lowed. The  patient  was  put  to  bed  and  treated 
locally  for  two  months.  After  a  thorough  examina- 
tion, operation  was  decided  upon  but  diagnosis  was 
reserved.  In  the  region  of  the  left  testicle  the 
vaginalis  was  filled  with  fluid  and  a  testicular  neoplasm 
was  found  involving  the  cord.  The  condition  on  the 
right  side  was  similar.  The  tumor  on  the  left  side 
was  removed,  but  the  growth  on  the  right  was  left 
in  situ  owing  to  the  patient's  condition. 

Histologic  examination  of  the  tumor  removed 
showed  it  to  be  an  epithelial  neoplasm  having  its 
origin  in  the  seminal  vesicles. 

The  points  of  interest  in  the  case  are  the  bilateral 
position  of  the  tumor  which  arose  from  a  traumatism 
and  the  rapidity  of  its  development  (3^  months). 
Most  testicular  neoplasms  are  sarcomata. 

W.  A.  Brennan. 

Sacco,  A.:  Orchivasovesiculectomy  in  Renal 
Tuberculosis  (Orquivasovesiculectomla  en  la 
tuberculosis  renal).  Semana  tned.,  1919,  xxvi,  188. 

Sacco  gives  a  detailed  review  of  the  surgical  treat- 
ment of  tuberculosis  of  the  seminal  vesicles  for 
the  past  27  years,  since  Villeneuve  first  performed 
vesiculectomy  in  i8qo. 

In  a  small  series  of  8  cases  treated  by  the  author 
there  were  ^,3,  per  cent  of  failures  among  those  upon 
whom  simple  castration  was  performed  and  100  per 
cent  recoveries  among  those  treated  by  orchivaso- 
vesiculectomy. These  cases  have  been  followed  for  a 
year  or  more. 

Although  different  methods  have  been  used  by 
other  surgeons,  none  has  reported  100  per  cent  of 
permanent  cures.  In  the  author's  opinion  the  more 
practical  the  operation  the  better  the  end  results 

\V.  A.  Brennan. 


SURGERY  OF  THE  EYE  AND  EAR 


EYE 

Pringle,  J.  A.:  Three  Cases  of  Gas  Infection  of  the 
Cornea  Following  Gunshot  Wounds  of  the  Eye. 

Brit.  J.  Ophth.,  1919,  iii,  no. 

The  writer  is  unable  to  find  any  record  of  gas 
gangrene  of  either  the  face  or  the  eye  and  concludes 
that  the  immunity  of  these  parts  is  due  to  their 
extremely  good  blood  supply,  the  fact  that  dirty 
clothing  is  not  carried  into  the  wounds  with  the 
fragments  of  metal,  and  the  fact  that  the  conjuncti- 
val sac  is  not  a  favorable  site  for  the  development  of 
anaerobic  organisms. 

The  cornea  being  nonvascular  and  susceptible  to 
interference  with  its  circulation,  the  organisms  of 
gas  gangrene  should  there  find  favorable  conditions 
for  growth. 

Three  cases  were  observed  by  Pringle  in  which  af- 
ter severe  injury  the  cornea  was  rapidly  involved. 
In  the  last  case  the  upper  one-third  became  in- 
filtrated in  forty-five  minutes.  Actual  formation 
of  the  gas  bubbles  was  observed  in  the  cornea  but 
not  in  the  surrounding  tissues.  The  organisms  iso- 
lated were  those  usually  found  in  infected  war 
wounds  and  a  few  forms  suggestive  of  vibrion 
septique.  S.  S.  Howe. 

EAR 

Cutler,  F.  E.:  Injuries  of  the  Auditory  Canal 
Resulting  from  Projectiles,  with  Special  Refer- 
ence to  the  Separation  of  the  Cartilaginous 
from  the  Bony  Canal.  Laryngoscope,  1919,  xxix, 
82. 

Cutler  points  out  that  injuries  to  the  external 
auditory  canal,  while  fairly  rare  in  civil  practice, 
are  rather  common  in  modern  warfare. 

Such  injuries  he  classifies  as  follows:  (i)  In- 
juries to  the  bony  canal;  (2)  injuries  to  the  car- 
tilaginous-membranous canal;  (3)  injuries  to  the 
membranous,  cartilaginous  and  bony  canal;  and 
(4)  separation  of  the  cartilaginous-membranous 
canal  from  the  bony  canal. 

The  treatment  instituted  for  these  various  lesions 
and  their  complications  at  the  Royal  Hospital  in 
Vienna  is  reported,  and  a  detailed  description  given 
of  a  skin-flap  operation  devised  by  Ericht  Ruttin 
for  the  repair  of  the  membranous  canal. 

J.  J.  HOMPES. 

Levy,  L.:    Vestibular  Reactions  in  541  Aviators. 

/.  Am.  M.  Ass.,  1919,  Ixxii,  716. 

The  amount  of  flying  which  had  been  done  by 
the  men  examined  varied  from  that  of  cadets  who 
had  just  begun  to  that  done  by  officers  who  had 
flown  one  thousand  hours. 


The  data  was  collected  in  answer  to  Statements 
in  several  articles  that  repeated  stimulation,  such 
as  experimental  turning  or  flying,  lessens  the  re- 
actions. 

It  was  found  that  nystagmus  is  not  diminished 
by  repeated  turnings.  Although  vertigo  was  not 
timed,  past-pointing  and  falling  were  slightly  dimin- 
ished in  those  who  had  flown  one  hundred  hours  or 
more,  being  most  noticeable  in  the  flyers  who  had 
flown  the  most.  As  past-pointing  and  falling  are 
objective  signs  of  vertigo,  this  diminution  was  due 
to  the  fact  that  the  flier  had  learned  to  interpret 
the  vertigo  and  more  rapidly  recovered  his  poise. 

J.  J.  HoMPES. 

Stickney,  O.  D.:  Report  of  a  Case  of  Bilateral 
Acute  Suppurative  Otitis  Media  with  Symp- 
toms of  Sinus  Thrombosis.  Laryngoscope,  19 19, 
xxix,  90. 

The  author  reports  in  detail  the  case  of  a  woman, 
52  years  of  age,  on  whom  he  performed  a  double 
mastoidectomy  for  bilateral  streptococcic  mastoidi- 
tis. The  mastoid  symptoms  were  complicated  for 
several  days  previous  to  the  operation  by  septic 
temperature  and  several  distinct  chills,  one  of 
which  lasted  for  eight  minutes.  There  was  a  leu- 
cocyte count  of  16,000  and  pain  in  the  right  arm 
and  left  ankle.  On  the  day  of  the  operation  the 
patient  was  completely  unconscious.  A  tentative 
diagnosis  of  sinus  thrombosis  was  made.  At 
operation  both  lateral  sinuses  were  well  exposed  but 
appeared  so  normal  that  only  sterile  hypodermic 
punctures  were  made  above  and  below  in  both  of 
them.  Cultures  from  the  sinuses  were  negative. 
Following  the  operation,  the  temperature  did  not 
return  to  normal.  Five  days  later  an  incision  made 
in  the  right  elbow,  which  was  swollen,  released  one 
ounce  of  pus.  Cultures  of  this  pus  gave  the  same 
streptococcus  as  that  recovered  from  the  mastoids. 
A  swollen  left  ankle  was  also  incised  but  in  this 
case  no  pus  was  found. 

In  spite  of  the  drainage  established  by  the  several 
operations,  the  chills,  temperature,  and  pain  in  the 
head  and  the  general  symptoms  of  sinus  thrombosis 
continued.  As  the  cause  seemed  to  be  in  the  right 
sinus,  the  jugular  vein  was  then  ligated.  No 
thrombosis  being  found,  the  left  sinus  was  incised. 
There  was  a  free  flow  of  blood  which  was  stopped  by 
iodoform  packs. 

The  author  is  satisfied  that  in  this  case  both  veins 
were  so  obstructed  that  no  blood  could  pass  through 
them  and  that  the  absence  of  brain  symptoms  was 
due  to  the  fact  that  the  return  flow  of  blood  from 
the  brain  was  well  taken  care  of  by  the  collateral 
circulation.   The  patient  completely  recovered. 

J.  J.  HOMPES. 
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NOSE 

Cohen,  L.:    Bone  and  Cartilage  Grafting  in  the 
Correction  of  External  Deformities  of  the  Nose. 

South.  M.  J.,  1919,  xii,  151. 

Cohen  discusses  various  phases  of  bone  and 
cartilage  grafting  in  the  correction  of  external 
deformities  of  the  nose,  adding  5  case  reports  with 
photographs  of  the  patients  before  and  after  opera- 
tion. 

In  regard  to  the  question  as  to  whether  it  is  better 
to  use  bone  or  cartilage,  the  author  lays  down  the 
sensible  proposition  that  where  bone  existed  formerly 
bone  should  be  preferred,  and  where  cartilage  existed 
formerly  cartilage  should  be  used. 

Rib  transplant  is  preferred  to  tibial  transplant 
because,  in  the  author's  experience,  the  latter  has 
not  grown  fast  to  the  underlying  bone.  The  method 
in  obtaining  and  placing  the  graft  is  as  follows: 
"After  exposing  the  seventh  or  eighth  rib  by  the 
usual  incision,  a  section  3  to  >:+  in.  wide  and  of  the 
necessary  length  is  taken  from  the  center  of  the 
outer  table  down  to  the  diploic  structure  with  a 
sharp,  narrow  chisel,  and  a  strip  of  cartilage  slightly 
wider  and  thicker,  from  the  adjoining  costal  cartilage, 
care  being  exercised  not  to  break  the  connection 
between  the  two  portions." 

Cohen  invariably  retains  a  periosteal  and  peri- 
chondrial  covering  on  the  side  of  the  transplant 
which  is  to  come  into  contact  with  the  skin.  The 
subcutaneous  method  of  placing  the  graft  is  preferred, 
i.e.,  through  incisions  within  the  vestibule  of  the 
nose. 

The  following  rules  are  necessary    for  success: 

1.  Prevent  infection  by  careful  asepsis  of  the 
field  from  which  the  graft  is  taken  and  that  to  which 
it  is  transferred,  never  allowing  the  graft  to  touch 
the  skin  edges  during  manipulation. 

2.  Avoid  handling  implants  with  the  fingers, 
gloved  or  ungloved,  but  hold  them  with  sterile 
forceps  or  some  other  suitable  instrument  which  has 
not  been  used  during  the  operation  for  any  other 
purpose. 

3'.  The  recipient  wound  should  be  freed  of  all 
blood  clots,  and  active  bleeding  should  be  stopped 
before  planting  the  graft. 

4.  The  surgeon  must  be  certain  that  the  under 
surface  of  the  graft  is  in  contact  with  bone  freed 
entirely  of  periosteum. 

5.  In  cases  of  septal  abscess  no  attempt  at 
grafting  should  be  made  until  three  months  after  all 
active  suppuration  has  ceased. 

When  there  has  IKeen  septal  suppuration,  it  is 
necessary  to  furnish  some  substitute  at  the  lower  end 
of  the  dorsal  graft.  When  the  septal  mucous  mem- 
brane is  intact,  it  is  the  author's  custom,  before 


etherizing  the  patient,  to  separate  these  membranes 
under  local  anaesthesia  as  if  for  a  submucous  re- 
section, thus  preparing  a  bed  for  a  thin  section  of  rib 
cartilage  extending  from  the  anterior  nasal  spine  up 
to  the  dorsal  graft.  The  patient  is  then  at  once 
etherized  and  the  grafting  operation  completed. 
This  septal  implant,  if  properly  shaped,  will  also  give 
support  to  a  flaccid  columna.  Should  a  perforation 
in  the  mucous  membrane  make  the  septal  graft 
impossible,  a  narrow  strip  of  cartilage  placed  in  each 
ala  nasi,  one  end  resting  on  the  maxilla  and  the  other 
against  the  dorsal  graft,  will  furnish  satisfactory 
support.  O.  M.  RoTT. 

Harris,  T.  J.:  Report  of  a  Case  of  Meningitis  Fol- 
lowing Operation  Upon  the  Middle  Turbinate, 
with  Autopsy  Findings  Showing  an  Old  Per- 
foration of  the  Cribriform  Plate  of  the  Eth- 
moid. Ann.  Otol.,  Rhinol.  6*  Laryngol.,  1919, 
xxvii,  1 24 1. 

Harris  reports  a  death  from  pneumococcic 
meningitis  at  Fort  Oglethorpe  following  the  removal 
of  a  cystic  middle  turbinate  by  means  of  the  cold 
snare.  The  patient  gave  a  history  of  having  sus- 
tained a  fracture  of  the  nose  twelve  years  before 
which  had  incapacitated  him  for  two  weeks  at  that 
time  but  had  caused  him  no  trouble  since. 

The  diagnosis  made  on  microscopic  examination 
of  the  tissue  removed  at  operation  was  acute  phleg- 
monous rhinitis  superimposed  upon  chronic  hyper- 
trophic rhinitis.  The  postmortem  findings  showed 
that  the  contributory  cause  of  death  was  operation 
upon  cystic  degeneration  of  the  middle  turbinate 
complicated  by  failure  in  the  formation  of  the 
cribriform  plate  of  the  right  ethmoid  bone  on  the 
side  operated  upon. 

When  the  brain  was  removed  it  was  noted  that 
the  anterior  lobe  of  the  cerebrum  was  adherent  to 
the  cribriform  plate  of  the  ethmoid  of  the  right  side. 
The  fact  that  some  of  the  brain  structure  was  torn 
in  the  removal  indicated  that  the  condition  was 
chronic.  In  the  middle  portion  of  this  cribriform 
plate  was  an  opening  5  mm.  in  diameter  with  a 
necrotic  center.  This  necrosis  included  the  dural 
covering.  In  the  opinion  of  the  pathologist  there 
was  little  doubt  but  that  the  perforation  in  the 
plate  had  existed  since  the  time  of  the  injury 
twelve  years  before  and  that  there  was  probably  a 
direct  communication  between  the  cystic  turbinate 
and  the  brain. 

Another  case  seen  recently  at  Camp  Lee  in  the 
service  of  Major  E.  W.  Day  is  also  reported.  In 
this  instance  the  postmortem  examination  showed 
the  presence  of  an  old  necrotic  cribriform  plate  and 
gave  evidence  that  a  localized  meningitis  had  existed 
before  operation. 
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In  a  similar  case  of  his  own  the  patient  was 
operated  upon  under  general  anaesthesia.  He  took 
the  anaesthetic  very  badly  and  after  its  administra- 
tion never  regained  consciousness.  The  next  morn- 
ing he  passed  into  convulsions  and  later  lapsed  into 
coma  in  which  he  died  on  the  third  day  from  cere- 
brospinal meningitis.  A  few  moments  after  death 
a  thin  stream  of  cerebrospinal  fluid  escaped  from 
the  cribriform  plate  on  the  side  operated  upon.  The 
two  other  cases  here  reported  and  those  in  the  liter- 
ature lead  the  author  to  the  conclusion  that  this 
last  patient  had  a  latent  meningitis  at  operation  and 
that  in  every  instance  most  extreme  care  should  be 
taken  in  operating  on  the  middle  turbinate. 

J.  J.  HOMPES. 

THROAT 

Harris,  T.  J.:  Anchylosis  of  the  Crico -Arytenoid 
Articulation,  with  Report  of  a  Case  Presenting 
Involvement  of  Both  Joints  and  Requiring 
Tracheotomy.  Laryngoscope,  1919,  ccic,  139. 

A  case  is  reported  of  bilateral  crico-arytenoid 
anchylosis  which,  when  compared  with  other  cases 
reported  in  the  literature,  leads  the  author  to  the 
conclusion  that  it  is  reasonable  to  assume  that  the 
condition  may  arise  from  foci  of  infection  located  in 
any  part  of  the  body  and  especially  in  the  upper 
respiratory  tract.  The  pathology  in  this  instance  is 
the  same  as  in  other  arthritides. 

The  development  of  an  anchylosis  of  this  kind  is 
possible  following  prolonged  paralysis  from  any 
cause  or  from  erosion  at  the  joint  following  local 
infection. 

Early  tracheotomy  is  advised  when  there  is 
dyspnoea.  J.  J.  Hompes. 

Iglauer,  S. :  Some  Original  Methods  of  Treatment 
of  Laryngeal  Stenosis.  Ann.  OtoL,  Rhinol.  6* 
Laryngol.,  1919,  xxvii,  1233. 

The  author's  method  of  treatment  is  dilatation  by 
means  of  a  rubber  tube  doubled  upon  itself.  This 
procedure  is  based  upon  the  well  known  effect  of  the 
continuous  elastic  pressure  of  rubber  tubing  in 
promoting  the  resorption  of  cicatricial  tissue. 
It  is  pointed  out  that  the  method  is  applicable  only 
to  cases  in  which  the  patient  is  wearing  a  tracheal 
cannula  or  cases  in  which  it  is  deemed  best  to  per- 
form a  tracheotomy  as  part  of  the  treatment. 

The  technique  consists  in  passing  a  cord  by  way 


of  the  opening  in  the  trachea  up  and  into  the  mouth 
by  means  of  a  metal  carrier.  The  cord  is  then  grasped 
and  held  by  forceps,  the  carrier  being  withdrawn. 
One  end  of  the  cord  is  left  hanging  out  of  the  mouth 
and  the  other  end  through  the  tracheotomy  wound. 
By  means  of  this  cord  a  rubber  tube  of  the  proper 
size  and  sufficiently  long  so  that  when  doubled 
on  itself  it  will  just  reach  from  the  arytenoids  to  the 
upper  margin  of  the  tracheotomy  cannula  can  be 
drawn  into  place.  The  free  ends  of  the  tube  are 
tied  securely  with  another  cord  which  extends  out 
of  the  mouth  and  is  secured  to  the  cheek  by  ad- 
hesive plaster.  This  second  cord  not  only  aids  in 
placing  the  tube  in  the  trachea  properly  and  re- 
moving it  when  it  is  necessary  every  few  days,  but 
collapses  the  ends  of  the  tubing  so  well  that  an 
air-cushion  effect  is  obtained. 

By  means  of  the  tracheal  cord,  which  is  kept  in 
place  by  winding  it  around  the  tracheotomy  tube, 
other  tubes  of  a  larger  size  may  be  drawn  into  place 
without  the  use  of  the  metal  carrier.  Also,  intuba- 
tion tubes  with  holes  drilled  at  their  distal  ends 
may  be  inserted  in  the  same  way  as  soon  as  the 
stenosis  has  been  sufficiently  overcome.  Thus  the 
objectionable  feature  of  the  tubing,  obstruction  to 
oronasal  breathing,  is  done  away  with  as  soon  as 
possible.  The  intubation  tubes  are  increased  in 
size,  padded  and  lengthened  to  reach  the  tracheot- 
omy tube  by  slipping  rubber  tubing  over  them. 

J.  J.  HoMPES. 

MOUTH 

Federspiel,  M.  N.:    Dermoid  Cysts  Lying  Within 
the  Floor  of  the  Mouth.     Iniernat.  J.  Orthodont. 

l^  Oral  Surg.,  1919,  v,  129. 

Two  cases  are  reported.  According  to  Blair, 
dermoid  tumors  in  the  mouth  occur  either  beneath 
the  skin  between  the  geniohyoglossus  muscles  or 
laterally  below  the  angle  of  the  jaw.  In  both  of  the 
author's  cases  the  tumors  had  their  origin  between 
the  geniohyoglossus  muscles  and  were  removed 
through  a  vertical  incision  extending  from  the  chin 
to  a  little  above  the  hyoid  bone.  In  one  case  the 
teeth  had  been  forced  apart,  but  in  the  other  there 
was  no  derangement  of  the  dental  alignment.  Dur- 
ing the  operative  procedure  pressure  was  made  upon 
the  tongue  and  the  tumor  mass  was  forced  through 
the  separated  muscles  and  easily  removed  by  blunt 
dissection.  P.  W.  Sweet. 
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Shawan,  H.  K. :  The  Principle  of  Blood  Grouping 
Applied  to  Skin  Grafting.  Am.  J.  M.  Sc. ,  igig, 
clvii,  503. 

The  present  status  of  blood  grouping  may  be 
stated  briefly  as  follows:  On  the  basis  of  the  inter- 
action of  serum  or  plasma  and  red  blood  cells,  every 
patient  is  placed  in  one  of  four  groups.  The  classi- 
fication followed  by  the  author  is  that  described  by 
Moss. 

Shawan's  views  are  based  on  the  observation  of 
26  cases  of  successful  grafting  with  sections  of  skin 
from  each  of  the  four  groups  and  autografts.  Of 
17  patients  who  were -followed  up,  2  were  members 
of  Group  I,  8  of  Group  II,  2  of  Group  III,  and  5  of 
Group  IV. 

Initial  takes  occurred  independently  of  group 
compatibility,  but  permanent  takes  were  modified 
by  biological  compatibility  as  follows:  patients 
belonging  in  Group  I  grew  skin  from  donors  of  each 
of  the  four  groups  equally  well;  those  of  Group  II 
grew  isogroup  grafts  and  grafts  from  those  of 
Group  IV,  while  primary  skin  takes  from  donors  of 
Groups  I  and  III  either  shrank  to  minute  size  or 
entirely  disappeared.  In  the  course  of  time  patients 
in  Group  III  had  permanent  takes  only  of  skin  from 
the  same  group  and  donors  belonging  to  Group  IV. 
Permanent  takes  from  the  same  group  were  obtained 
only  in  the  cases  of  recipients  who  belonged  to 
Group  IV. 

The  article  is  concluded  with  the  following 
summary : 

1.  Autografts  grew  best. 

2.  Isografts  obtained  from  donors  of  the  same 
blood  group  as  the  recipient  or  from  donors  of 
Group  IV  became  permanent  takes  and  grew  almost, 
if  not  equally,  as  well  as  autografts. 

3.  When  the  donors  and  recipient  were  of  differ- 
ent groups,  isografts  did  not  remain  as  permanent 
growths  except  when  Group  IV  skin  was  used  or 
when  the  recipient  was  a  member  of  Group  I, 


4.  Group  I  recipients  grew  permanent  skin  from 
donors  of  all  of  the  four  groups  and  apparently 
equally  well. 

5.  Group  IV  skin  grew  permanently  on  recipients 
of  all  groups,  but  only  Group  IV  grafts  and  auto- 
grafts remained  as  permanent  takes  on  Group  IV 
recipients. 

6.  It  appears  that  skin  grafting  obeys  the  prin- 
ciple of  blood  grouping  as  used  in  the  transfusion 

of  blood.  E.  C.  ROBITSHEK. 

Leriche,  R.:  Delayed  Primary  Suture  in  Several 
Stages  in  Extensive  Osteo-Articular  Trauma- 
tisms (De  la  suture  primitive  retardee  en  plusierus 
temps  dans  les  grands  traumatismes  osteo-articu- 
laires).  Lyon  chirurg.,  1918-1919,  xv,  723. 

Often  in  very  extensive  lesions  it  is  not  technically 
possible  to  suture  the  entire  wound  immediately 
even  if  it  is  clinically  sterile.  In  such  cases  the 
suturing  may  be  done  in  two  or  three  stages,  com- 
plete closure  being  obtained  by  about  the  seventh 
day. 

Leriche  gives  the  clinical  histories  of  3  cases  of 
osteo-articular  wounds  dealt  with  in  this  way.  The 
first  suture  was  done  two  days  after  the  primary 
intervention  and  included  the  deepest  layer,  the 
periosteum,  synovial  membrane,  and  deep  muscles. 
Two  days  later  the  median  layers  were  sutured,  and 
two  days  following  this  the  skin  was  closed. 

From  these  cases  it  is  evident  that  the  method  is 
quite  safe,  and  that  if  the  technique  used  is  correct  the 
presence  of  bacteria  in  the  synovia,  bone,  muscle, 
or  subcutaneous  tissue  will  not  cause  any  clinical 
complications.  They  show  also  the  power  of  the 
organic  defence.  Although  a  serous  synovial,  or  a 
weak  haemorrhagic,  effusion  is  frequently  observed 
after  an  arthrotomy,  it  is  generally  sterile,  but  per- 
fect healing  occurs  even  if  cultures  are  positive. 
If  the  effusion  is  serous  it  distends  the  capsule  and 
favors  looseness  of  the  joint.  It  is  therefore  ad- 
vantageous to  drain  such  effusions  early. 

The  real  benefit  of  early  mobilization  in  certain 
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cases  is  due  to  the  fact  that  the  movements  express 
the  fluid  from  the  joint.  When  the  effusion  con- 
tains blood  and  early  mobilization  is  not  applied  a 
fibrinous  clot  is  formed  which  may  cause  articular 
stififness.  W.  A.  Brennan. 

ASEPTIC    AND    ANTISEPTIC    SURGERY 

Mosti,  R.:  Ether  Disinfection,  the  Fowler  Position, 
and  the  Permanent  Murphy  Drip  as  a  Means 
of  Preventinii  Acute  General  Peritonitis   (La 

disinfezione  colla  etere,  la  posizione  de  Fowler,  et  la 
proctolisi  permanente  alia  Murphy  come  mezzi 
preventivi  delle  peritonite  acuta  genera lizzata). 
Policlin.,  Roma,  1919,  xxvi,  sez.  prat.,  481. 

Mosti  believes  that  the  use  of  ether  lavage  during 
a  laparotomy  prevents  postoperative  peritonitis. 
Since  he  has  adopted  this  method  of  disinfecting  the 
peritoneal  cavity,  in  addition  to  the  use  of  the  Fowler 
position,  permanent  Murphy  proctoclysis  with 
physiological  salt  solution,  and  the  apparatus  devised 
by  Galante,  he  has  not  observed  any  case  of  peri- 
tonitis in  numerous  laparotomies  in  which  the  serosa 
was  contaminated  by  contact  with  gastro-intestinal 
contents  or  septic  exudate.  W.  A.  Brennan. 

Baker,  H.  W. :  The  Treatment  of  Infected  Wounds 
with  Dichloramine-T.  Am.  J.  Clin.  Med.,  1919, 
xxvi,  95. 

The  author  reviews  the  work  of  Carrel  and  Dakin 
and  the  evolution  of  the  Carrel-Dakin  treatment. 
Objections  to  the  treatment  are  that  it  requires 
specially  trained  assistants,  the  fluid  is  unstable  and 
highly  irritating  to  the  skin,  many  dressin'""s  are 
necessary,  and  the  apparatus  is  complicated  and 
expensive. 

Because  of  these  objections,  dichloramine-T, 
which  was  brought  into  the  limelight  by  Carrel,  was 
tried.  The  method  of  preparing  dichloramine-T  is 
described.  It  is  used  in  solution  with  eucalyptol  and 
chlorine  or  in  paraffin  wax.  Under  proper  conditions 
these  preparations  can  be  kept  for  several  months. 
Fresh  wounds  are  swabbed  with  the  dichloramine-T 
after  the  devitalised  tissue  has  been  removed  and 
when  so  treated  within  the  first  six  hours  are  stitched 
up  without  drainage. 

A  detailed  description  is  given  of  the  technique 
employed  in  using  dichloramine-T  in  the  treat- 
ment of  compound  fractures,  cases  of  secondary 
suture,  cellulitis,  carbuncles,  intra-abdominal  infec- 
tion, burns,  skin-grafts,  tuberculous  wounds,  empye- 
ma of  the  pleural  cavity,  mastoiditis,  urethritis  and 
diphtheria  carriers.  I.  E.  Bishkow. 

ANESTHETICS 

Regnault,  J.:    The  Question  of  Anaesthetics   (La 

question  des  anesthesias).  Arch,  de  med.  et  pharm. 
nav.,  1919,  cvii,  161. 

Regnavdt  gives  a  concise  historical  review  of  the 
development  of  anaesthesia.  In  his  opinion,  re- 
gional and  local  anaesthesia  are  of  greater  importance 
than  general  anaesthesia. 


Of  764  minor  and  major  surgical  operations  per- 
formed by  the  author  in  two  years  on  board  a  hos- 
pital ship,  four-fifths  were  done  with  regional 
anaesthesia.  These  included  31  pleurotomies,  480 
operations  for  hernia,  33  appendicectomies,  53 
operations  for  hydrocele,  and  104  operations  for 
varicocele,  beside  many  performed  upon  the  limbs. 
As  a  rule,  the  anaesthetic  used  was  cocaine  or 
novocaine.  W.  A.  Breknan. 

Sanders,  E.  M.:  Deaths  DurinnJ  and  Following 
Operations  in  Relation  to  the  Surgeon,  Anaes- 
thetist, and  Hazardous  Risk.  Am.  J.  Surg.,  1919, 
xxxiii,  43. 

It  is  difficult  to  obtain  the  facts  in  regard  to  deaths 
which  occur  during  anaesthesia  as  few  of  them  are 
reported.  The  majority  occur  in  private  homes  or 
small  institutions.  The  causes  are:  carelessness  or 
lack  of  skill  on  the  part  of  the  anarsthetist,  experi- 
mentation with  various  anasthetic  mixtures,  the 
administration  of  an  anaesthetic  in  cases  of  hazard- 
ous risk,  and  poor  jud:;ment  on  the  part  of  the  surgeon 
in  the  selection  of  the  anaesthetist,  the  anesthetic, 
and  the  patient.  In  cases  of  shock,  hxmorrhage, 
over-  or  under-dose  of  the  drug,  acute  dilatation, 
acapnia,  postoperative  penumonia,  and  acidosis, 
the  cause  is  self-evident. 

The  remedy  to  prevent  such  fatalities  is  consul- 
tation, the  skillful  administration  of  only  pure  and 
safe  anaesthetics,  the  careful  preparation  of  the 
patient,  the  proper  selection  of  heart  cases,  and 
attention  to  the  blood  pressure.  The  anxsthetist 
should  be  on  the  watch  for  danger  signals,  and  the 
surgeon  should  be  aided  only  by  skilled  anaesthetists 
and  internists.  I.  E.  Bishkow. 

Oliva,  C:  The  Influence  of  Repeated  Ether  and 
Chloroform  Anaesthesia  Upon  the  Numerical 
Variations  in  the  White  Corpuscles  (Influenza 
deir  anesthesia  eterea  e  cloroformica  ripetuta  sulle 
variazioni  numeriche  dei  globuli  bianchi).  Policlin,, 
Roma,  1919,  xxvi,  sez.  chir.,  96. 

From  a  number  of  experiments  performed  on 
rabbits  Oliva  finds  that  repeated  chloroforming 
causes  anaphjdactic  phenomena  in  animals,  which 
are  characterized  by  marked  leucocytosis  and  are 
in  accord  with  the  toxic  eiTects  exerted  on  the 
liver  by  chloroform.  Repeated  etherization,  however, 
does  not  cause  any  anaphylactic  phenomena.  This 
is  due  to  the  fact  that  ether  exerts  either  no  toxic 
action  or  onlj'  a  slight  action  on  the  hepatic  cells 
and  other  tissues,  and  once  more  confirms  what 
has  been  already  fully  demonstrated  both  experi- 
mentally and  clinically.  W.  .\.  Brenxan. 

Riche,  V. :  General  Spinal  Anaesthesia  with  Novo- 
caine by  the  Lumbar  Route  (La  rachianesthesie 
gen6rale  a  la  novocaine  par  la  voie  lombaire) .  Presse 
med.,  Par.,  1919,  xxvii,  225. 

Althouijh  the  author  has  used  spinal  anaesthesia 
in  more  than  1,000  cases  since  1914.  the  anaesthesia 
was  extended  so  as  to  become  general  in  only  about 


GENERAL  SURGERY  —  SURGICAL  TECHNIQUE 


75 


60  cases.  This  is  owing  to  the  fact  that  it  was  not 
until  recently  that  he  became  definitely  convinced 
of  the  value  of  this  method  of  inducing  general 
anxsthesia. 

The  anasthetic  used  is  an  8  per  cent  solution  of 
syncaine.  The  patient  is  placed  in  lateral  decubitis 
and  the  second,  or  better,  the  first  lumbar  space  is 
punctured  with  the  needle.  A  quantity  of  cerebro- 
spinal fuid,  varying  from  10  to  25  cc.  according  to 
the  tension,  is  then  allowed  to  flow  out  and  the 
syncaine  solution  very  slowly  injected  at  the  rate 
of  I  centigram  per  minute.  The  quantity  injected 
varies  according  to  the  patient's  weight.  For  a 
patient  weighing  60  kilos,  1 2  centigrams  are  injected, 
and  for  a  patient  weighing  80  kilos,  the  quantity 
used  is  16  centigrams. 

To  facilitate  the  diffusion  of  the  solution  in  the 
spinal  fluid  it  is  well  to  aspirate  the  latter  several 
times.    This  is  an  important  detail. 

In  almost  all  cases  when  these  conditions  were 
fulfilled  general  anarsthesia  was  obtained.  Its  dura- 
tion varied  from  half  an  hour  to  one  and  one-half 
hours.  The  surgical  procedures  carried  out  included 
operations  on  the  head,  neck,  thorax,  and  upper 
limbs. 

In  only  4  cases  was  there  a  condition  of  semi- 
narcosis.  In  3  cases  there  was  sli-,ht  respiratory 
trouble.  More  frequently  efforts  at  vomiting  oc- 
curred from  twenty  to  thirty  minutes  after  the  in- 
jections. In  some  instances  the  pulse  fell  as  low  as 
60.  In  the  majority  of  cases  there  was  nothing 
abnormal  beyond  a  slight  rachialgia  which  dis- 
appeared about  the  second  or  third  day.  In  about 
10  per  cent  of  the  cases  there  was  headache. 

The  m.ethod  outlined  offers  greater  security  than 
those  of  Jonnesco  and  Le  Filiatre.  Its  character- 
istics are:  (i)  the  determination  of  the  size  of  the 
injected  dose  on  the  basis  of  the  body  weight  (i 
centigram  per  5  kilos  of  weight);  (2)  lumbar  punc- 
ture in  the  second  or  first  space  with  the  withdrawal 
of  10  to  15  cc.  of  spinal  fluid;  (3)  the  very  slow  in- 
jection of  8  per  cent  solution  of  syncaine. 

When  in  the  surgery  of  the  head,  neck,  thorax,  and 
upper  limbs  local  anaesthesia  is  not  applicable,  this 
method  appears  to  be  equal  to  general  anaesthesia 
by  inhalation  and  to  regional  anaesthesia  by  in- 
filtration. W.  A.  Brennan. 

Desplas,    B.:     Five  Hundred  and   One  Cases  of 
Regional  Stovaine  Aneesthesia  in  War  Surgery 

(Note  sur  501  cas  d'anesthesie  regionale  a  la 
stovaine  pour  chirurgie  de  guerre).  Bull,  et  mim. 
Soc.  de  chir.  de  Par.,  1919,  xlv,  345. 

Desplas  uses  a  1:200  stovaine  solution  for  regional 
anaesthesia  and  a  1:50  solution  with  the  addition  of 
a  drop  of  adrenalin  solution  to  induce  spinal 
anarsthesia. 

The  quantity  injected  may  be  large  without 
causing  inconvenience,  200  cc.  of  the  1:200  solution 
arid  40  cc.  of  the  1:50  solution  having  been  injected 
without  causing  any  undue  reaction. 

Regional  anaesthesia  is  generally  employed  for 


operations  above  the  diaphragm.  For  all  subdia- 
phragmatic operations  Desplas  prefers  spinal  an- 
a:sthesia. 

The  operations  carried  out  under  regional  an- 
aesthesia comprised  60  cranial,  45  facial,  27  cervical, 
5Q  thoracic,  7  spinal,  40  lower  limb,  and  262  upper 
limb  operations.  Blocking  of  the  operative  field 
is  obtained  in  different  ways  which  are  more  or  less 
complex  according  to  the  region.  In  many  of  these 
important  operations  local  anaesthesia  would  not 
have  sufficed  but  regional  anaesthesia  always  ren- 
dered the  operation  painless. 

An  animated  discussion  followed  this  report. 
Pauchet,  while  admitting  that  as  regards  major 
surgery  local  and  regional  anaesthesia  have  many 
defects,  stated  that  they  have  also  unquestionable 
advantages  and  have  transform.ed  the  technique 
and  prognosis  in  certain  operations  on  the  head, 
neck,  thorax  and  abdomen.  Some  of  these  operations 
have  been  simplified  while  in  others  the  resulting 
shock  has  been  decreased. 

Delbet  protested  against  Pauchet's  views.  Al- 
though thyroidectomies  have  been  referred  to  as 
examples  of  operations  which  have  benefited  by 
regional  anesthesia,  Delbet  has  always  performed 
them  under  chloroform  without  accident  and  fails 
to  see  in  what  way  the  anaesthesia  could  be  im- 
proved. 

Sebilea,  Broca,  and  Duval  agreed  more  or  less 
with  Delbet,  especially  as  regards  the  operations  for 
goiter.  W.  A.  Brennan. 

Strobell,  C.  W. :    Scopolamine-Morphine  in  War 
Surgery.   Med.  Rec,  1919,  cxv,  687. 

The  use  of  scopolamine-morphine  preparatory  to 
emergency  surgery  to  be  done  at  the  dressing  sta- 
tion is  of  value  primarily  in  inducing  analgesia  and 
secondarily  in  anaesthetizing  the  wounded  man  en 
route. 

A  first  full  dose  (scopolamine  hydrobromide, 
gr.  iha.  and  morphine  hydrobromide,  gr.  ^)  should 
be  administered  at  once.  Thirty  minutes  later  a 
second  similar  dose  should  be  prescribed.  A  third 
in'ection  of  a  solution  made  from  a  one-half  strength 
tablet  should  be  given  at  the  end  of  an  hour.  Fif- 
teen minutes  later  the  operation  may  be  be  ,^n.  If 
the  operation  is  severe,  a  breath  or  two  of  ether  may 
be  administered  in  addition.  The  ears  should  be 
stopped  with  cotton  saturated  with  zinc  ovide  oint- 
ment and  the  eyes  covered  until  the  surgical  sta:"e  is 
reached.  On  awakening  the  patient  does  not  suffer 
from  nausea.  The  use  of  this  anaesthetic  results  in  a 
saving  of  75  per  cent  in  expense,  50  per  cent  in  the 
number  of  nurse  attendants,  and  90  per  cent  in  oxy- 
gen gas. 

Three  forms  are  available,  the  hypodermic  tab- 
let, the  standard  solution,  and  ampules. 

Wiping  the  bend  of  the  elbow  with  iodine-alcohol 
solution,  injecting  the  solution  into  the  most  prom- 
inent vein,  withdrawing  the  needle  quickly,  and 
wiping  the  spot  with  iodine-alcohol  is  the  necessary 
technique.  F.  P.  Hammond. 


76 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


SURGERY  OF  THE  HEAD  AND   NECK 


HEAD 

Rawling,  L.  B.:    War  Headache  and  Its  Surgical 
Treatment.    Brit.  M.  J.,  19 19,  i,  476. 

While  in  India,  the  author  encountered  many 
cases  of  severe  persistent  headache  due  to  malaria 
and  heatstroke.  The  pathologic  condition  found 
was  a  cerebral  adema  for  which  he  performed  a 
decompression.  The  results  were  usually  imme- 
diate and  uniformly  good. 

Since  returning  to  London  he  has  observed  hun- 
dreds of  cases  of  head  injuries  presenting  various 
degrees  of  war  headache. 

The  following  remarks  apply  solely  to  the  more 
chronic  cases  of  headache  in  which  the  head 
wounds  have  been  healed  for  many  months  or  years. 

All  cases  of  war  headache  here  considered  were 
secondary  to  gunshot  wounds,  concussion,  etc. 
Out  of  the  maze  of  injuries  certain  facts  appear: 

1.  The  more  severe  headaches  are  associated 
with  an  intact  skull  (closed  box)  or  with  small 
defects.  In  cases  of  large  defects,  headaches  were 
less  frequent. 

2.  Frontal  and  temporal  injuries  are  more 
commonly  accompanied  by  headache  than  in- 
juries in  the  parietal,  occipital,  and  cerebellar 
regions. 

3.  Wounds  near  the  vertex  in  relation  to  the 
superior  longitudinal  sinus  are  frequently  associ- 
ated with  a  severe  type  of  headache. 

4.  The  presence  of  foreign  bodies  within  the 
skull  is  commonly  accompanied  by  chronic  head- 
ache, more  especially  when  the  foreign  body  is 
situated  in  relation  to  the  ventricles  of  the  brain. 

The  headache  usually  dates  from  the  moment 
of  recovery  from  unconsciousness. 

Its  severity  varies  greatly.  The  most  common 
type  is  cyclic — two  or  three  days  of  comparative 
freedom  followed  without  warning  by  an  attack 
which  is  severe  even  at  its  inception  and  culminates 
within  a  few  hours  with  more  or  less  prostration. 
Within  twenty-four  hours  the  prostration  termin- 
ates, leaving  the  patient  with  a  sense  of  oppression. 

The  headaches  tend  to  become  localized  in  the 
frontal  region  irrespective  of  the  site  of  injury. 

The  time  of  onset  is  usually  in  the  morning  on 
awakening  or  in  the  evening.  Mental  and  bodily 
exertion  also  tend  to   bring  on  an  attack. 

Whereas  the  headache  may  exist  alone,  the  follow- 
ing symptoms  are  often  associated:  slow  pulse 
with  little  rise  in  blood  pressure,  temperature 
99-100,  insomnia,  slow  cerebration,  exaggeration 
of  all  reflexes,  slight  blurring  of  the  discs,  and 
generalized  and  epileptiform  fits. 

The  cause  of  the  headache,  in  the  author's  opinion, 
is  an  increase  of  intracranial  pressure  due  to  excess 
cerebrospinal  fluid  with  cerebral  oedema. 

The  treatment  consists  first  of  a  probationary 


period  of  at  least  three  months  of  absolute  rest  in 
bed  and  diet.  The  results,  however,  are  often 
disappointing  as  soon  as  the  patient  gets  up  out 
of  bed.  Lumbar  puncture  has  been  carried  out 
frequently,  but  has  not  always  shown  the  presence 
of  cerebral  oedema.  Sometimes  when  a  considerable 
excess  of  fluid  was  present  a  perfectly  dry  cortex 
was  found,  while  in  other  cases  a  little  fluid  was 
associated  with  a  high  degree  of  cerebral  tt'dema. 
For  relieving  headache  lumbar  puncture  is  therefore 
also  unreliable. 

When  there  is  no  improvement  after  the  period 
of  rest  the  author  recommends  that  a  subtemporal 
decompression  be  done. 

Within  twenty-four  to  forty-eight  hours  after 
the  operation  it  is  customary  to  find  that  the 
headache,  however  many  months  or  years  it  may 
have  existed,  has  completely  disappeared  or  else 
is  so  mild  as  to  be  negligible.  During  the  next 
three  weeks  of  convalescence  there  may  be  mild 
recurrences.  The  late  results  are  also  good  and 
relapses  have  been  rare.  V.  P.  Diederich. 

Eagleton,  W.  P. :  An  Original  Device  for  the  Control 
of  Haemorrhage  from  the  Large  Sinuses  of  the 
Brain.    /.  Med.  Soc.  N.  Jersey,  1919,  xvi,  116. 

In  the  first  part  of  the  article  the  author  discusses 
the  surgical  anatomy  of  the  lateral  sinus,  calling 
attention  to  the  fact  that  its  volume  of  blood  is  large 
and  under  low  pressure.  This  low  or  negative  press- 
ure makes  it  possible  to  control  haemorrhage  follow- 
ing injury  to  the  sinus  wall  by  closing  the  gap,  the 
lumen  of  the  sinus  remaining  permeable.  The 
gloved  finger,  a  small  piece  of  cotton,  or  a  piece  of 
fascia  lata  placed  over  the  vent — the  latter  called 
the  "postage-stamp  method"  because  the  fascia 
adheres  to  the  injured  sinus — controls  the  haemor- 
rhage without  stopping  the  blood  within  its  lumen. 

To  control  haemorrhage  by  invulsion  of  the  outer 
wall  of  the  sinus  by  compression  requires  consider- 
able force  because  of  its  large  volume  of  blood  and 
triangular  shape.  While  the  disturbance  to  the 
return  circulation  by  obliteration  of  the  lateral  sinus 
is  very  slight,  the  mechanical  diflSculties  in  ligating 
are  so  great  that  it  has  been  done  in  only  two 
recorded  cases. 

The  appliance  devised  by  the  author  for  the  con- 
trol of  sinus  haemorrhages  holds  the  two  ends  of  the 
suture  apart  so  as  not  to  compress  the  fixed  dural 
attachments,  while  the  descent  of  a  metal  obturator 
causes  an  invulsion  of  the  outer  wall  of  the  sinus 
into  its  cavity  and  obliterates  the  sinus  lumen. 

The  suture  is  applied  in  the  following  manner: 
A  small  opening  is  made  in  the  dura  on  each  side  of 
the  sinus  with  a  triangular  dural  knife  or  cystotome. 
With  a  full-curved  and  blunt-pointed  needle  a 
ligature  is  then  passed  from  one  dural  opening  to  the 
other,  damage  to  the  cerebral  tissue  being  avoided 
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by  keeping  close  to  the  dural  surface.  One  end  of 
the  ligature  is  knotted  at  its  center  and  the  suture 
placed  in  the  slot  of  the  carrier  and  the  obturator 
of  the  same  side.  The  other  end  of  the  ligature  is 
then  placed  in  the  opposite  slots,  the  knotted  point 
of  the  lipature  being  used  as  a  fulcrum  and  tightened 
sufficiently  to  cause  slight  indentation  of  the  sinus 
when  the  ends  of  the  ligature  are  tied  in  a  bow-knot 
over  the  cross-arm  of  the  carrier.  Tightening  the 
upper  screw  of  the  carrier  causes  the  descent  of  the 
obturator  into  the  sinus  and  obliterates  its  cavity. 
With  an  artery  clamp  the  slots  of  the  metal  arms 
of  the  obturator  are  then  pressed  firmly  against  the 
suture  to  hold  it  in  position.  The  suture  above  is 
then  loosened  and  removed  from  the  slots  of  the 
carrier  while  the  obturator  is  liberated  from  the 
carrier  by  unscrewing  the  lower  screw.  The  suture 
may  now  be  tied  over  the  obturator.  If  the  ligation 
is  to  be  made  above  the  knee  it  will  be  necessary, 
in  addition,  to  perforate  the  tentorium  cerebelli 
with  the  needle. 

The  upper  portion  having  been  obliterated  and 
the  downward  current  of  blood  stopped,  the  lower 
portion  of  the  sinus  is  ligated.  This  is  done  more 
easily  as  the  sinus  walls  are  here  much  nearer.  If 
the  exposure  of  the  bone  is  low  enough,  the  lower 
portion  of  the  sinus  may  be  obliterated  by  pressing 
a  tampon  against  its  wall. 

The  author  employed  this  method  in  a  case  of 
cerebellar  abscess  following  a  mastoid  operation. 
The  mastoid  condition  was  the  sequela  of  an  acute 
otitis  media  following  influenza.  The  patient  made 
an  uninterrupted  recovery.  G.  W.  Hochrein. 

Rezaval,  E.  A.:  The  Surgical  Correction  of  Nasal 
Deformities  (Correcci6n  quirurgica  de  las  de- 
formaciones  nasales).  Semana  med.,  1919,  xxvi,  281. 

The  intranasal  method  introduced  by  Joseph  of 
Berlin  in  1902  for  the  removal  of  deformities  of  the 
nose  without  incising  the  skin  is  described  in 
detail  and  the  instrumentarium  and  technique 
illustrated  and  discussed  as  applied  to  the  correction 
of  (i)  various  types  of  hypertrophy  of  the  osseous 
and  cartilaginous  tissues  of  the  nose,  and  (2)  the 
reduction  of  extremely  large  nares. 

Rezaval  has  used  Joseph's  intranasal  method  for 
many  of  these  deformities  with  great  success  and 
no  disfiguring  scar  on  the  skin. 

It  is  pointed  out  that  there  is  a  tendency  on  the 
part  of  the  nasal  tissue  after  a  corrective  operation  to 
return  to  its  original  condition.  Allowance  for  this 
tendency  must  therefore  be  made  at  the  time  of 
operation  and  when  surplus  tissue  is  removed 
slightly  more  should  be  cut  away  than  appears 
actually  necessary.  W.  A.  Brennan. 

Billington,  W.,  Parrot,  A.  H.,  and  Round,  H.:  Bone 
Grafting  in  Gunsliot  Fractures  of  the  Jaw. 

Internal.  J.  Orlhodont.  y  Oral  Surg.,  1919,  v,  129. 

Successful  treatment  of  gunshot  fractures  of  the 
jaw  means  (i)  osseous  union,  (2)  good  function, 
and  (3)  avoidance  of  disfigurement.     When  there 


has  been  no  loss  of  bone  these  three  conditions  are 
dependent  on  mechanical  and  aseptic  technique 
alone,  but  when  more  than  ^  in.  of  bone  is  lost  a 
bone  graft  must  be  used. 

After  much  experimenting  and  many  failures  the 
following  technique  was  adopted  when  bone  grafting 
was  necessary,  and  in  the  past  two  years  the  graft  has 
rarely  failed  to  heal  firmly.  Osseous  union  is  essen- 
tial to  good  mastication  and  must  be  attained  even 
at  the  expense  of  cosmetic  results. 

The  preliminary  treatment  consists  (i)  in  remov- 
ing under  anaesthesia  all  foreign  bodies  and  small 
unattached  fragments  of  bone  and  bringing  together 
the  soft  parts,  leaving  sufficient  drainage;  (2)  re- 
tention of  as  good  a  position  as  possible  by  dental 
splints;  and  ('3). plastics  on  the  mouth  when  dribbling 
persists.  There  must  be  complete  healing  of  all 
soft  parts  and  complete  cessation  of  all  dribbling 
before  any  operative  procedure  can  be  begun. 

For  the  operation  an  efficient  anaesthetic  is 
essential.  An  incision  is  made  in  the  lower  angle  of 
the  jaw,  beginning  at  a  point  i  in.  behind  the  end  of 
the  posterior  fragment  and  extending  to  a  point  i  iiL 
in  front  of  the  anterior  fragment.  Considerable  scar 
tissue  will  be  found  where  the  bone  is  lost  and  in 
cutting  through  this  care  should  be  taken  not  to  open 
up  into  the  mouth,  an  accident  which  necessitates 
postponing  the  operation.  The  fibrous  tissue  filling 
the  gap  and  also  that  on  the  ends  of  the  fragments 
should  be  cut  away  and  the  outer  aspect  of  the  end 
of  each  fragment  beveled  for  a  distance  of  i  in. 
All  bleeding  should  be  stopped.  The  graft  is  next 
taken  from  the  crest  of  the  ilium  on  the  same  side  as 
the  jaw  injury  so  that  the  patient  can  lie  comfortably 
on  the  opposite  side.  The  incision  extends  from  the 
anterior  superior  spine  as  far  back  as  is  required, 
and  a  graft  2  in.  longer  than  the  gap  to  be  filled  is 
removed  after  first  separating  the  muscles  on  each 
side  of  the  crest.  These  detached  muscles  are  then 
sewed  together  and  the  wound  closed.  The  ends  of 
the  graft  are  beveled  so  as  to  overlap  the  fragment 
ends  by  about  i  in.  No  attempt  is  made  to  fix  the 
graft  by  screws  or  ivory  pe~s,  and  dental  fixation 
splints  are  not  used  until  the  skin  wound  is  thorough- 
ly healed.  The  graft  is  fixed  in  place  by  sewing  the 
soft  tissues  firmly  over  it  with  hardened  catgut. 
All  dead  space  is  obliterated  and  the  skin  accurately 
approximated  with  interrupted  sutures.  No  drain- 
age is  used.  The  case  is  treated  as  a  simple  fracture 
and  dentures  are  fitted  after  four  to  six  months. 

P.  W.  Sweet. 

NECK 

Bevan,  A.  D.:   Carcinoma  of  the  Larynx.    Surg. 
Clin.  Chicago,  1919,  iii,  363. 

A  man,  72  years  of  age,  upon  whom  the  author 
performed  a  thyrotomy  and  removed  a  small  car- 
cinoma of  the  larynx  with  the  cautery  knife  eight 
months  previously,  returned  with  recurrence. 

Under  local  anasthesia  induced  by  ^2  per  cent 
apothesine,  a  T-shaped  incision  was  made  from 
above  the  hyoid  bone  down  to  the  sternum.    After 
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separating  the  muscles  from  the  larynx  and  dividing 
the  isthmus  of  the  thyroid  gland,  the  trachea  was 
divided  transversely  just  below  the  larynx  and 
sewed  into  the  lower  angle  of  the  wound.  The 
larynx  was  then  separated  from  the  oesophagus 
behind  and  lifted  out  with  the  epiglottis.  One 
point  where  the  asophagus  has  been  opened  in 
order  to  free  the  larynx  was  sutured  and  the  wound 
dosed  with  gau/e  drainage.  For  the  first  ten  to 
fourteen  days  the  patient  was  fed  through  a  tube 
passed  into  the  oesophagus  to  prevent  leakage  of 
food  through  the  asophageal  wound. 

In  the  author's  opinion  laryngectomy  offers  the 
best  hope  of  permanent  cure  in  carcinoma  of  the 
larynx,  and  thyrotomy  is  justified  only  in  cases  of 
small  carcinomata  which  are  discovered  early. 

I.  E.  BiSHKOW. 

Hopkins,  F.  E. :  (Esophageal  Obstruction  Due  to 
Accessory  Thyroid.  Ann.  OtoL,  Rhinol.,  b"  Laryn- 
gol.,  1919,  xxvii,  1258. 

The  patient,  a  woman  40  years  of  age,  complained 
that  she  was  not  able  to  swallow  solids.    The  ob- 


struction was  so  marked  and  its  location  so  definite 
that  she  thought  she  must  have  swallowed  a  bone. 
Her  general  health  was  good  save  for  such  loss  of 
weight  and  strength  as  followed  the  inability  to  take 
sufTicient  food.  There  was  no  enlargement  of  the 
thyroid  or  any  symptom  to  direct  attention  to  this 
gland. 

On  examination  no  foreign  body  was  discovered 
with  the  ccsophagoscope,  but  about  5  inches  below 
the  level  of  the  cricoid  cartilage  a  soft,  irregular, 
vascular  growth  projected  into  the  lumen  of  the 
oesophagus  from  its  posterior  and  left  side. 

The  patholoncal  examination  of  a  portion  which 
was  removed  snowed  it  to  be  thyroid  tissue.  The 
vascularity  of  the  growth  was  such  that  the  removal 
of  the  specimen  for  examination  was  followed  by 
sufficient  contraction  to  permit  comfortable  swallow- 
ing. The  patient  has  recently  reported  herself  so 
well  that  further  treatment  is  declined  for  the 
present. 

Appended  to  the  case  report  is  a  brief  summary 
of  references  to  accessory  thyroids  found  in  the 
literature. 
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CHEST  WALL  AND  BREAST 

Laboratory  of  Surgical  Research,  Central  Medical 
Department  Laboratory,  American  Expedi- 
tionary Forces,  A.  P.  O.,  No.  721,  France: 
Report.    Boston  M.  &*  S.  J.,  1919,  clxxx,  405. 

The  problems  in  the  surgical  treatment  of  thoracic 
injuries  consist  of  the  repair  of  the  chest  wall,  the 
limitation  of  the  pleurisy,  and  the  administration 
of  the  anaesthetic.  Operations  performed  upon  do£s 
in  ether  or  nitrous  oxide  narcosis,  preceded  and 
followed  by  morphine,  proved  successful. 

Rib  resection  permits  thoracotomy  with,  least 
damage.  The  ribs  above  and  below  the  incision 
must  be  brought  close  together  by  means  of  a 
heavy  silver  or  aluminum  bronze  alloy  wire.  The 
muscles  and  fascia  should  be  closed  by  interrupted 
stitches  layer  by  layer. 

All  foreign  bodies,  including  blood,  are  irritants 
and  must  be  removed.  Flushing  the  pleura  with 
solutions  such  as  saline  and  Dakin's  solution  gives 
greater  cleanliness  but  reduces  the  resistance.  The 
healing  reactions  of  pleural  and  peritoneal  serosa 
are  much  the  same  but  the  pleural  has  less  resistance. 
Resistance  to  infection  is  proportionate  to  the 
extent  of  the  visceral  serosa  and  the  richness  of 
the  blood  supply.  The  former  is  greater  in  the 
peritoneum  while  the  latter  is  about  the  same 
in  both  the  peritoneal  and  pleural  cavities.  The 
powers  of  absorption  seem  less  in  the  pleural  cavity. 

Elimination  of  irritation,  physiological  rest,  and 
increasing  the  blood  supply  are  effective  in  pro- 
moting intrapleural  resistance.  In  order  to  estab- 
lish   these    conditions,    the   following   precautions 


must  be  observed:  reduction  of  mechanical  trauma 
to  reduce  irritation;  protection  of  the  serosa  against 
exposure  and  drying;  preservation  of  the  elasticity 
of  the  lining;  accurate  pleural  approximation;  the 
establishment  and  maintenance  of  norn-al  nega- 
tive intrapleural  pressure;  and  the  restriction  of 
respiratory  function  during  the  first  few  days. 

The  lung  parenchyma  must  be  resected  or  deeply 
incised.  Ligation  of  the  bronchial  artery  causes 
atrophy  of  the  part  supplied,  while  ligation  of  the 
pulmonary  artery  is  followed  by  necrosis.  Paren- 
chymatous surfaces  must  be  approximated  and  all 
branches  of  the  bronchial  artery  and  pulmonary 
vessels  ligated.  Inflation  of  the  lun'  s  brinj  s  the 
operative  field  nearer  the  surface  and  controls  the 
escape  of  air  and  haemorrhage.  Im.mobiliration 
may  be  obtained  by  the  use  of  a  surgical  bandage,  by 
pressure,  or  by  nerve  block. 

In  the  operations  reported  the  pre-cperative  mor- 
phine was  followed  by  pure  oxygen  under  no  ten- 
sion. The  pressure  was  then  gradually  increased 
and  nitrous  oxide  administered.  After  the  parietal 
pleura  was  closed,  the  quantity  of  nitrous  oxide  was 
gradually  reduced.  Oxygen  under  pressure  was 
then  given  until  the  patient  became  conscious.  One 
hundred  per  cent  of  chest  wounds  demand  surgical 
treatment  but  not  necessarily  thoracotomy. 

Skin  incisions  should  not  be  made  completely 
until  the  deeper  injuries  are  determined.  W  hen  this 
has  been  done,  sim.ple  straight  incisions  and  muscle 
splitting  methods  are  m.ost  satisfactory.  Fpinal 
injuries  in  which  the  cord  is  intact  should  be  treated 
as  compound  fractures.  ^Vhen  the  cord  is  not  intact 
only  the  sucking  wounds  should  be  operated  upon. 
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Liver  injuries  introduce  bile  into  the  pleura  which  is 
very  dangerous,  but  drainage  can  be  effected  very 
safely. 

Physical  and  fluoroscopic  examinations  determine 
the  urgency  of  operation.  The  treatment  for  the 
cases  of  hxmorrhage  should  include  hamostasis, 
guarding  against  secondary  haemorrhage,  blood 
transfusion,  and  if  possible,  repair.  Sucking  wounds 
should  be  treated  as  chest  injuries  with  closure  of 
the  parietal  defect; otherwise,  with  closure  following 
primary  drainage.  Closure  of  the  defect  of  pneu- 
mothorax is  necessary. 

The  first  forty-ei^  ht  hours  following  thoracotomy 
performed  under  positive  pressure  anasthesia  con- 
trast favorably  with  the  corresponding  period 
following  operations  performed  under  open  ether. 
Morphine  is  a  requisite  in  the  postoperative  treat- 
ment of  chest  wounds.  The  return  of  the  maximum 
degree  of  pulmonary  function  is  important  though 
exercises  should  not  begin  until  patient  is  afebrile. 
In  some  instances  pneumonia,  contralateral  col- 
lapse, and  empyema  occurred  following  operation. 
The  latter,  which  was  often  followed  by  adhesions, 
was  more  frequent  among  patients  who  were 
operated  upon  more  than  twenty-four  hours  after 
injury.  Primary  suture  gave  better  results  than 
secondary  suture,  due  to  the  possibility  of  im- 
mobilization. 

The  mortality  following  operation  was  29.6  per 
cent.  Sixty-three  per  cent  of  the  patients  were  too 
weak  for  operation.  F.  P.  Hammcnd. 

Elliott,  T.  R. :   Discussion  on  Gunshot  Wounds  of 
the  Chest,  Brit.  M.  J.,  1919,  i,  442. 

The  immediate  anatomic  results  of  a  perforating 
chest  wound  are  familiar,  but  the  associated  physio- 
logic and  pathologic  changes  are  not  fully  compre- 
hended and  we  are  in  need  of  the  observations  of 
medical  men  who  have  collected  data  at  the  front 
to  throw  light  upon  them. 

First,  with  re;?ard  to  the  reaction  of  the  lung 
itself,  the  lung  tissue  may  be  infiltrated  with  blood 
for  some  distance  around  the  wound  track,  but 
being  very  elastic  it  rarely  shows  contrecoup  injury. 
The  changes  in  the  pulmonary  circulation  are 
probably  those  associated  mechanically  with  haemo- 
thorax,  for  the  lung  vessels  lack  a  powerful  vaso- 
motor innervation.  The  bronchial  airway,  however, 
is  enveloped  by  a  complete  muscular  coat  down  to 
the  openings  of  the  bronchioles  on  the  infundibula. 
While  in  experiments  on  laboratory  animals  it  has 
been  observed  that  this  muscle  coat  can  be  directly 
relaxed  or  constricted  by  nervous  impulses,  what 
happens  in  man  is  not  definitely  known,  although 
there  is  reason  to  suppose  that  the  bronchial  mus- 
culature, which  grips  tightest  on  the  airway  at  the 
narrow  inlet  to  the  air  sacs,  has  for  its  main  pur- 
pose the  protection  of  the  elastic  tissue  of  the  air 
sacs  from  harmful  over-distention.  Assuming  that 
this  musculature  is  thrown  into  strong  contraction 
throughout  the  lungs  as  the  usual  reaction  to  a 
chest  wound,  cyanosis  and  dyspnoea  would  result. 


This  is  generally  observed,  and  with  rest  and 
morphine  these  symptoms  disappear  within  a  few 
hours  and  the  wounded  man  is  able  to  stand  an 
operation  well. 

In  a  certain  class  of  cases  cyanosis  and  dyspnoea 
persist,  and  in  addition  there  is  an  inspiratory  re- 
traction of  the  lower  intercostal  spaces  on  the  sound 
side,  evidently  a  condition  affecting  both  lungs. 
It  is  fair  to  assume  that  this  state  is  caused,  not 
by  any  local  re'eves  or  a  moderate  hemothorax, 
but  by  a  prolonged  re*^ex  constriction  of  the  bron- 
chial musculature  which  renders  the  lung  virtually 
inelastic  and  causes  the  intercostal  spaces  to  be 
sucked  in  during  inspiration. 

As  to  the  efTects  upon  the  lungs  of  the  respiratory 
movements  after  a  chest  wound,  the  intercostal 
muscles  on  the  injured  side  have  an  increased  tone 
and  are  nearly  immovable,  and  the  diaphragm  is  in 
a  position  of  extreme  relaxation  as  shown  by  the 
X-ray.  This  rePex  cessation  of  inspiratory  activity 
has  the  same  effect  as  constriction  of  the  bronchiole 
muscles,  i.  e.,  it  lessens  the  air  current. 

In  haemothorax  as  distinguished  from  ordinary 
pleural  efifusion,  the  elevation  of  the  diaphragm, 
the  small  size  of  the  chest,  and  the  tendency  to 
partial  or  complete  collapse  of  the  lung  in  any  area, 
are  characteristic.  Reco  !:nizing  this  Bradford  re- 
cently explained  the  condition  as  being  due  to  an 
external  compression  caused  by  retraction  of  the 
chest  wall  and  the  immobility  of  the  diaphragm  in 
extreme  expiration.  The  thoracic  muscles  assume 
an  immobility  and  rigidity  independent  of  the  lung 
which  becomes  decreased  in  size,  possibly  because 
of  an  associated  constriction  of  the  bronchiole 
muscle  which  cuts  ofif  the  diminished  air  current 
from  the  alveoli.  The  decrease  in  the  air  current  is 
due  to  the  diminished  expiratory  activity  of  the 
external  muscles  of  respiration.  These  conditions 
being  established,  the  nitrogen  and  oxygen  in  the 
air  sacs  are  rapidly  absorbed  and  large  areas  of 
lung  may  be  debated.  General  collapse  is  rare, 
although  collapse  may  occur  in  small  areas  and  may 
be  confused  clinically  with  pulmonary  adema  or 
congestion.  The  most  common  site  is  a  triangular 
area  occupying  the  middle  sector  of  the  lower  lobe 
with  its  base  against  the  diaphragm.  In  this  case 
the  collapse  is  due  to  pressure  of  a  distended  pul- 
monary vein  against  the  bronchus  supplying  that 
sector. 

Following  haemothorax,  clottin^j  rapidly  occurs, 
but  coagulation  is  interfered  with  by  respiratory 
movements  so  that  the  fibrin  is  partly  whipped  out 
of  the  blood,  leaving  a  non-coagulable  fluid  full  of 
corpuscles  which  may  be  withdrawn  by  aspiration. 
The  clot  remains,  becomes  organized,  and  inter- 
feres with  lung  expansion,  resulting  later  in  chest 
deformity.  This  can  be  obviated  in  sterile  cases  of 
limited  hasmothorax  by  aspiration  on  the  second 
or  third  day  after  injury.  In  cases  of  extensive 
haemothorax,  in  which  a  large  clot  is  known  to  be 
present,  early  thoracotomy  with  evacuation  of  the 
blood  is  indicated. 
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The  real  problem  of  chest  wounds  in  this  war, 
however,  is  the  prevention  and  control  of  sepsis 
which  was  the  cause  of  half  the  deaths  from  chest 
wounds  at  the  casualty  clearing  stations  and  prac- 
tically of  all  deaths  on  the  lines  of  communication. 
The  solution  has  been  reached  by  the  early  complete 
debridement  of  all  chest  wounds  due  to  high  ex- 
plosives. The  closure  of  the  wound  track  in  the 
lung  tissue  itself  prevents  the  escape  of  retained 
infective  material  into  the  haemothorax  cavity. 

E.  M.  Miller. 

Gask,  G.  E. :  Surgical  Aspect.  Brit.  M.  J.,  1919,  i,  445. 
The  great  lesson  learned  in  this  war  is  a  clear 
conception  of  the  biology  and  evolution  of  a  wound. 
We  have  found  that  nearly  100  per  cent  of  all  wounds 
are  contaminated  and  that  there  is  an  interval  of 
some  hours  after  the  injury  before  infection  starts 
during  which  period  complete  debridement  should 
be  done  and  the  wound  closed.  The  expectant  treat- 
ment of  chest  wounds  in  the  early  years  of  the 
war  was  based,  first,  on  the  experience  gained  from 
the  South  African  war  in  which  most  wounds  were 
due  to  rifle  bullets  and  the  soil  was  not  contaminated; 
second,  on  the  fear  of  opening  the  chest  without  a 
positive  pressure  apparatus;  and  third,  on  the  belief 
that  manipulation  of  the  lung  might  cause  fatal 
bleeding.  Under  this  treatment  the  mortality  of 
chest  wounds  was  high,  and  the  fatal  cases  fell  into 
three  main  groups:  (i)  those  in  which  death  occurred 
shortly  after  injury  from  extensive  loss  of  blood  and 
shock;  (2)  those  in  which  the  patients  died  several 
days  later,  from  sepsis  of  the  pleural  cavity;  and 

(3)  those  in  which  death  occurred  at  the  base, 
usually  from  sepsis. 

The  channels  of  infection  of  the  pleural  cavity  are: 
(i)  from  the  exterior,  by  missile,  clothing,  or  splinters 
of  rib;  (2)  through  the  wound  of  the  chest  wall  when 
open  to  the  air;  and  (3)  from  the  wound  of  the  lung 
in  which  foreign  material  is  retained. 

Chest  wounds  are  classified  as  follows:  (i)  per- 
forating through-and-through  bullet  wounds;  (2) 
perforating  through-and-through  shell  wounds;  (3) 
penetrating  wounds  with  retention  of  a  large  missile; 

(4)  penetrating  wounds  with  retention  of  a  small 
missile;  (5)  open  thorax;  (6)  tangential  parietal 
wounds;  and  (7)  thoracic  wounds  complicated  by 
injury  of  the  abdomen  or  spine  or  multiple  wounds. 

Rifle  bullets  do  much  less  harm  than  shell  fragments 
and  the  wounds  usually  heal  without  treatment.  In 
shell  wounds  the  picture  is  diff^erent.  The  fragments 
have  an  explosive  effect,  scattering  pieces  of  cloth- 
ing, splinters  of  bone,  etc.,  in  all  directions  and  form- 
ing, as  a  rule,  a  large,  ragged  wound  of  exit.  The 
lining  of  a  through-and-through  wound  is  rough  and 
surrounded  by  an  extensive  infiltrated  area.  Sur- 
gical emphysema  is  common.  Clinically  after  in- 
jury there  is  an  initial  distress  which  varies  with  the 
severity  of  the  wound.  Large  sucking  wounds  are 
often  fatal  early  unless  treated  by  closure.  Haemop- 
tysis is  common  and  shock  is  usually  present. 
The  treatment  should  be: 


1.  Immediate  rest  in  bed  with  proper  measures 
to  combat  shock  unless  there  is  active  haemorrhage 
or  the  necessity  for  the  closure  of  a  sucking  wound. 
Following  this,  a  complete  and  careful  general 
examination  with  the  use  of  the  X-ray  to  determine 
the  nature  of  conditions  within  the  chest  and  to 
localize  foreign  bodies. 

2.  Early  operation  in  cases  of:  (a)  ragged  wounds 
of  the  soft  parts;  (b)  compound  fractures  of  the  ribs; 

(c)  continued  bleeding  from  the  inside  or  outside; 

(d)  open  thorax;  (e)  retention  of  a  large  foreign 
body;  (f)  pain  which,  though  unusual,  is  often  due 
to  splinters  of  bone  which  scratch  the  lung;  and 
(g)  valve  pneumothorax. 

3.  The  operation  should  be  performed  as  soon 
as  possible  after  the  patient  recovers  from  shock. 
The  type  of  anaesthesia  is  not  imp>ortant  so  long  as 
the  drug  is  skillfully  administered.  Wounds  of  the 
soft  parts  are  excised  except  when  small  and  clean. 
Splinters  of  ribs  or  scapula  are  removed.  Explora- 
tion of  the  chest  cavity  may  be  done  by  enlarg- 
ing the  wound  if  it  is  in  a  suitable  position  or  through 
a  new  thoracotomy  wound  made  by  resecting  the 
fourth,  fifth,  or  sixth  rib  in  the  anterior  axillary  line 
to  obtain  good  exposure.  If  infection  is  apt  to  follow, 
drainage  may  be  effected  more  easily  by  making 
a  lower  incision  more  toward  the  back.  Free  blood 
in  the  pleural  cavity  is  removed  by  mopping,  rolling 
the  patient  over,  or  scooping  by  the  hand.  Foreign 
bodies  may  be  seen  or  palpated,  and  if  accessible, 
should  be  removed.  The  lung  may  be  drawn  out 
of  the  wound  and  carefully  examined.  Injured 
tissue  should  be  excised,  or,  if  along  a  track,  removed 
by  a  "  pull-through. "  The  wound  of  the  lung  should 
always  be  closed.  The  pleural  cavity  should  be 
left  dry  and  clean,  and  the  chest  wall  closed  layer 
by  layer.  Relief  is  usually  immediate.  Accumilla- 
tions  of  fluid  are  relieved  by  aspiration. 

In  cases  of  combined  injury  to  the  chest  and  the 
abdomen,  a  herniation  of  abdominal  contents 
through  the  diaphragm  may  be  present.  In  such 
cases  it  is  wise  to  open  the  chest  first,  replace  the 
herniated  structures,  close  the  diaphragm,  and  then, 
if  there  is  evidence  of  further  abdominal  injury,  per- 
form a  laparotomy.  When  there  are  multiple  in- 
juries involving  the  chest  and  abdomen,  it  is  better 
to  do  the  abdominal  work  first. 

Cases  of  simple  haemothorax  caused  by  rifle  bul- 
lets are  best  treated  conservatively  by  early  aspira- 
tion until  evidence  of  infection  is  noted,  when  a  large 
posterior  thoracotomy  wound  should  be  made  to  al- 
low free  drainage,  flushing,  and  the  removal  of  clots. 
After  such  drainage  has  been  effected  this  wound 
may  be  closed  or  left  open,  depending  on  the  cir- 
cumstances. 

From  his  own  experience  the  author  is  unable  to 
determine  the  relative  values  of  operative  and  non- 
operative  treatment  of  war  wounds  of  the  chest 
or  the  extent  to  which  early  operation  should  be 
pushed,  but  states  that  during  the  period  of  retreat 
of  the  British  forces  in  the  spring  of  1918  and  of 
their  rapid  advance  in  the  summer  and  autumn, 
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the  results  obtained  when  careful  surgery  was  im- 
possible were  markedly  worse  than  before. 

As  to  the  practical  application  of  the  principles  of 
war  surgery  to  the  civil  surgery  of  chest  wounds, 
the  author  makes  the  following  suggestions: 

1 .  Thoracotomy  may  be  used  in  cases  of  crushed 
chests  when  there  is  severe  laceration  of  the  lung. 

2.  Possibly  it  may  be  used  also  in  cases  of  intra- 
thoracic carcinoma  of  the  asophagus.  The  value 
of  this,  however,  is  doubted  by  Dr.  Willy  Meyer  of 
New  York. 

3.  In  suitable  cases  of  pneumococcal  empyema 
in  children  the  pleural  cavity  may  be  opened,  washed 
out,  and  closed  without  the  use  of  a  drainage  tube. 

E.  M.  Miller. 

Gray,  H.:    Pneumonia  and  Empyema.   Boston  M. 
6" S.  J.,  1919,  clxxx,  422,  448. 

These  articles  are  continuations  of  a  series  dealing 
witlv  cases  of  pneumonia  and  empyema  treated  at 
the  base  hospital  at  Camp  Devens,  Massachusetts. 

In  one  case  of  pneumonia  and  purulent  peritonitis 
there  was  pus  in  no  other  serous  cavity. 

The  diagnosis  of  effusion  is  difficult  and  tapping  is 
done  in  vain.  Nothing  smaller  than  a  No.  14 
G.  B.  &  S.  needle  should  be  used.  A  low  percentage 
of  serous  effusions  were  found  at  autopsy.  The  fluid 
was  thin  and  caused  the  surgeons  to  delay  operation. 
Serofibrinous  pleurisy  was  present  in  6  per  cent  of 
the  pneumonia  cases.  In  1 2  per  cent  of  the  cases  of 
empyema  sterile  fluids  were  obtained  at  first  and 
fluids  yielding  positive  cultures  later.  The  average 
volume  of  fluid  was  277  cc. 

The  rapid  onset  of  empyema  indicates  that  effu- 
sion must  be  anticipated  before  the  crisis.  One 
patient  developed  empyema  on  the  side  opposite 
pneumonia  consolidation.  No  operation  was  per- 
formed and  he  is  improving.  In  2  cases  the  empyema 
was  not  preceded  by  consolidation.  Pneumo- 
coccaemia  may  exist  without  pulmonary  symptoms. 

In  many  cases  which  were  diagnosed  clinically  as 
lobar  pneumonia  no  evidence  of  pneumonia  con- 
solidation was  found  at  autopsy  but  there  were  large 
amounts  of  pleural  pus  and  atelectasis  of  the  lungs. 
The  possibility  cannot  be  excluded,  however,  that 
the  lung  may  have  been  truly  solid  and  later  re- 
sorbed.  In  this  connection  reference  is  made  to  a 
case  of  typical  lobar  pneumonia  following  measles 
reported  by  Cole  in  which  blood  cultures  showed  the 
presence  of  pneumococcus  Type  i,  and  purulent 
fluid  from  the  left  chest  contained  pneumococcus 
Type  I  and  streptococcus  haemorrhagicus.  At 
autopsy,  no  areas  of  pneumonia  were  found,  but 
there  were  several  abscesses  in  the  left  lung  and  a 
large  amount  of  purulent  exudate  in  the  left  pleura. 
Of  5  cases  showing  lobar  pneumonia  and  developing 
empyema  in  the  series  here  reported.  2  showed 
atelectasis  and  pus  at  autopsy;  i,  multiple  abscesses; 
I ,  simply  pus;  and  i,  pneumonia  with  no  fluid  and  no 
atelectasis. 

Sixty  per  cent  of  the  cases  of  empyema  developed 
during  the  first  two  weeks,  the  mortality  being  41 


per  cent  among  those  which  occurred  in  the  first 
week,  26  per  cent  among  those  which  developed  in 
the  second  week,  and  7  per  cent  among  those  which 
developed  later.  In  the  cases  of  empyema  treated 
surgically  the  mortality  was  21  per  cent,  while 
in  those  not  operated  upon  it  was  74  per  cent.  Op- 
eration consisted  of  incision  into  the  pleura  without 
costectomy. 

The  pneumonia  was  lobar  and  bronchial,  the 
latter  consisting  of  lobular  and  interstitial  broncho- 
pneumonia. Clinically  it  is  often  almost  impossible 
to  tell  whether  the  condition  is  lobar  or  confluent 
lobular.  '  F.  P.  Hammond. 

Oneto,  A.  A. :  The  Advantages  of  Thoracentesis  in 
Serofibrinous  Pleurisies  (Consideraci6nes  sobre 
las  ventajas  de  la  toracentesis  en  las  pleuresfas 
serofibrinosas) .  Semana  med.,  1919,  xxvi,  290. 

An  evacuatory  thoracentesis  is  a  harmless 
operation    which   gives   the   patient    much    relief. 

An  exploratory  thoracentesis  aids  in  the  diagnosis 
and,  with  the  cytodiagnosis,  helps  to  determine 
whether  the  serofibrinous  pleurisy  is  tubercular  or 
not. 

A  thoracentesis  ought  lo  be  done  whenever  two  or 
more  liters  of  fluid  are  believed  to  be  present. 

When  the  eff^usion  is  resorbed  with  difiiculty,  a 
thoracentesis  ought  be  performed  after  the  third 
week,  no  matter  what  the  quantity  of  fluid. 

A  thoracentesis  carried  out  under  rigorous  tech- 
nique and  the  extracting  of  the  fluid  as  slowly  as 
possible  does  not  increase  the  multiplication  of 
bacteria  in  the  pulmonary  parenchyma. 

In  prolonged  effusions  thoracentesis  favors  re- 
absorption  of  the  fluid. 

Pulmonary  tuberculosis  is  not  a  contra-indication 
for  the  evacuation  of  the  fluid. 

Thoracentesis  practised  aseptically  cannot  trans- 
form a  serofibrinous  into  a  purulent  pleurisy. 

W.  A.  Brennan. 

B6rard,  L.,  and  Dunet,  C:  The  Treatment  of  the 
Purulent  Pleurisies  of  Influenza  by  Antero- 
lateral Drainage  (Traitement  des  pleuresies 
purulentes  grippales  par  le  drainage  ant6ro-lateral) . 
Presse  med.,  1919,  xxvii,  169. 

All  the  articles  published  during  the  past  thirty 
years  tend  toward  the  conclusion  that  early  pleurot- 
omy  is  the  ideal  treatment  of  purulent  pleurisy. 
During  the  recent  influenza  epidemic,  however, 
early  pleurotomies  for  purulent  pleurisies  in  the 
instruction  camps  of  the  United  States  gave  dis- 
astrous results.  By  deferring  surgical  intervention 
as  far  as  possible  and  treating  for  the  symptoms  of 
influenza  much  more  satisfactory  results  were 
obtained.  From  the  viewpoint  of  surgery,  therefore, 
a  differentiation  should  be  made  between  a  purulent 
pleurisy  which  is  the  principal  manifestation  of  the 
affection  in  the  clinical  picture  and  a  purulent 
pleurisy  which  is  a  simple  secondary  phenomenon 
of  a  pulmonary  grippe  the  predominating  symptoms 
of  which  are  asphyxia  and  toxaemia. 
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L6gendre  who  recently  reported  a  number  of 
cases  of  grippal  purulent  pleurisies  which  were 
operated    upon    divides    them    into    two    classes: 

1.  Those  in  which  dyspnoea  is  slight  and  there  is 
neither  cyanosis  nor  the  expectoration  of  blood. 
In  these  an  operation  generally  effects  a  rapid  re- 
covery. 

2.  Those  with  intense  dyspnrca  accompanied  by 
marked  cyanosis,  oliguria,  and  disturbances  of 
circulation.  The  pleural  effusion  is  usually  not 
extensive.  In  spite  of  operation,  death  usually  occurs 
in  from  twenty-four  to  forty-ei;^ht  hours. 

In  26  purulent  grippal  pleurisies  recently  operated 
upon  by  the  author  the  findin;?s  were  identical  with 
the  foregoing.  The  deaths  in  this  series  were  those  of 
patients  with  severe  lung  lesions,  usually  bilateral, 
with  intense  dyspnoea,  marked  cyanosis,  oli:^uria, 
and  cardiac  deficiency.  The  other  patients,  who  were 
operated  upon  when  the  lung  complications  were  in 
the  course  of  retrogression,  recovered.  While  it 
cannot  be  concluded  that  in  the  first  type  the  inter- 
vention was  the  cause  of  death,  it  was  no  doubt  use- 
less and  the  dyspnoea  was  much  increased  by  the 
development  of  an  operative  pneumothorax. 

In  influenza,  therefore,  it  is  a  matter  of  judging  the 
whole  clinical  picture  and  clearly  distinguishing 
between  "pulmonary"  patients  with  the  secondary 
phenomena  of  a  purulent  pleurisy  and  "pleuritic" 
patients  with  pulmonary  lesions  extinct  or  in  the 
course  of  healing.  The  pulmonary  patients  should 
be  submitted  first  to  an  exclusively  medical  treat- 
ment and  not  operated  upon  until  later.  Pleuritic 
patients,  on  the  contrary,  should  be  treated  by 
pleurotomy  without  delay. 

The  authors  point  out  that  the  classical  pleurot- 
omies  often  cause  purulent  pleurisies  to  become 
chronic  due  to  the  fact  that  the  empyema  is  defect- 
ively drained.  The  lowest  point  of  the  pleura  is 
anterior  or  anteriolateral,  at  the  level  of  the  tenth 
or  eleventh  rib  at  a  point  usually  about  11  to  13 
cms.  from  the  midline.  Frequently  variations  in 
the  individual  patient,  either  normal  or  pathologic, 
make  it  difficult  to  locate  this  point  exactly  from 
without. 

Local  anaesthesia  is  quite  sufficient  for  the  opera- 
tion. A  preliminary  pleurotomy  incision  is  made  in 
the  ninth  intercostal  space  on  the  posterior  axillary 
line  and  progressively  enlarged  to  allow  the  escape 
of  pus.  If  the  patient's  condition  is  precarious, 
further  operation  is  deferred  for  some  days.  If  not, 
the  pleura  is  at  once  explored  by  the  finger  with  a 
curved  forceps.  The  costodiaphragmatic  sinus  is 
followed  until  a  point  is  reached  where  the  forceps 
begins  to  ascend.  This  is  the  lowest  point  and  it  is 
here  that  the  drainage  incision  is  made,  i.e.,  a  new 
pleurotomy  with  the  resection  of  2  to  4  cms.  of  the 
tenth  or  eleventh  rib.  While  generally  this  point  is 
anterior  or  anterolateral,  in  a  pathologic  pleura 
the  variations  are  more  marked  than  in  the  normal 
state. 

The  final  stage  of  the  operation  cons'Sts  in  clearing 
•the  pleura  and  diaphragmatic  sinus  of  false  mem- 


branes and  the  insertion  of  Carrel  drainage  tubes. 

Postoperative  care  in  these  cases  is  as  important 
as  the  operation  itself.  The  patient  should  be  left  in 
absolute  rest  for  the  first  twenty-four  hours.  Irriga- 
tion is  not  begun  until  the  second  day  and  is  then 
repeated  every  three  hours.  Careful  attention  must 
be  given  to  the  anterior  and  posterior  openings  as 
re-infection  frequently  arises  from  them.  Irrigation 
is  usually  required  from  eight  to  fifteen  days. 

Of  the  26  postgrippal  purulent  pleurisies  treated  by 
the  authors,  5  were  followed  by  death  within  twenty- 
four  to  seventy-two  hours.  In  4  of  these  only  a  simple 
evacuatory  pleurotomy  was  performed  as  the  pa- 
tient's condition  did  not  permit  further  operation. 
Of  the  other  21  cases,  3  were  pneumococcic.  10  were 
due  to  the  pneumococcus  and  staphylococcus. 
4.  to  the  pneumococcus  and  streptococcus,  and  2  to 
the  streptococcus  alone.  Thirteen  of  these  patients 
were  treated  by  an  operation  in  two  stages.  Three 
patients  treated  by  a  different  technique  required 
from  sixty  to  seventy  days  to  recover  in  spite  of 
continuous  irrigation. 

An  empyema  of  the  pleural  cavity  treated  ac- 
cording to  the  technique  described  and  carefully 
supervised  by  the  surgeon  during  convalescence 
ought  to  be  cured  within  a  month.  The  technique 
is  fully  illustrated.  W,  A.  Brexnan. 

TRACHEA  AND   LUNGS 

Jackson,  C. :   Reaction  After  Bronchoscopy.    Penn- 
sylvania M.  J.,  1919,  xxil,  434. 

The  chief  causes  for  the  reaction  after  bronchoscopy 
are:  (i)  rough,  unskilled  instrumentation;  (2)  septic 
instruments;  (3)  prolonged  bronchoscopy,  i.  e., 
fifteen  minutes  for  an  infant  under  i  year  of  age  and 
thirty  minutes  for  older  children;  (4)  anaesthesia 
which  interferes  with  bechic  expulsion  of  infective 
agents  and  natural  culture  media;  (5)  too  short  an 
interval  after  a  previous  bronchoscopy;  and  (6) 
abrasion  or  even  roughening  of  the  epithelium  in 
the  presence  of  an  already  established  purulent  proc- 
ess. 

All  except  the  latter  are  avoidable  and  if  special 
care  is  taken  even  this  can  be  prevented  except 
in  rare  instances. 

The  conclusions  drawn  are  as  follows: 

1 .  A  carefully,  properly,  and  skillfully  performed 
bronchoscopy  is  associated  with  little  or  no  reaction 
in  recent  cases  of  foreign  body  in  the  bronchi  if  a 
previous  bronchoscopy  has  not  been  done  recently. 

2.  Any  condition  similar  to  surgical  shock  results 
from  undue  prolongation  of  the  procedure  or  faulty 
technique.  O.  M.  Rott. 

Bevan,  A.  D.:    Abscess  of  the  Lung.    Surg.  Clin., 
Chicago,  1919,  iii,  349. 

Following  tonsillectomy  a  patient  developed  pneu- 
monia, lung  gangrene,  and  finally  abscess  as  evi- 
denced by  the  expectoration  of  large  amounts  of 
foul  smelling  material,  the  clinical  course,  and  the 
X-ray  findings. 


GENERAL  SURGERY  —  SURGERY  OF  THE  ABDOMEN 


83 


An  operation  was  performed  under  local  anaes- 
thesia by  5  per  cent  apothesine.  After  cuttin;?  down 
to  the  parietal  pleura,  the  insertion  of  a  very  fine 
needle  revealed  the  presence  of  pus. 

Cases  of  this  kind  are  best  operated  upon  in  two 
stages  in  order  to  avoid  an  extensive  empyema. 
Gauze  packini?  is  pushed  into  the  wound  to  brin?  the 
parietal  and  visceral  pleura  in  contact  and  left  for 
four  or  five  days  to  produce  firm  adhesions.  A  needle 
is  then  again  introduced  through  this  adherent  area, 
a  canal  made  down  to  the  abscess  with  an  electric 
cautery,  and  a  rubber-tube  drain  inserted.  Cases  of 
this  kind  sometimes  drain  for  many  months  and  at 
times  even  a  thoracoplasty  is  necessary  to  secure  per- 
manent recovery.  I.  E.  Bishkow. 

PHARYNX  AND  (ESOPHAGUS 

Patterson,  E.  J.:   (Esophageal  Stenosis;  Report  of 
Gases.   Pennsylvania  M.  J.,  1919,  xxii,  436. 

Patterson  offers  the  following  conclusions  in  ref- 
erence to  the  subject  of  oesophageal  stenosis: 

I.  Caustic  alkalies  such  as  lye,  cleansing  pow- 
ders, washing  powders,  etc.,  sold  in  grocery  stores 
should  have  a  large  poison  label  with  antidotal 


advice  and  a  large  red  scare  label,  "  Keep  out  of  the 
reach  of  children. " 

2 .  Many  cases  of  oesophageal  stricture  are  allowed 
to  reach  a  stage  of  fatal  water  starvation  before  the 
danger  is  realized.  It  is  possible  to  exist  for  a  few 
weeks  without  food  but  only  a  few  days  without 
water. 

3.  Gastrostomy  is  a  relatively  minor  operation 
and  should  be  done  before  the  patient  reaches  the 
danger  point  in  either  food  or  water  starvation. 

4.  Blind  bouginage  is  dangerous  and  rarely  cura- 
tive. The  operator  can  not  know  whether  the  distal 
end  of  the  bougie  is  engaged  in  the  lumen  of  the 
stricture  or  in  a  blind  pocket. 

5.  Rapid  dilatation  is  apt  to  rupture  the  oesoph- 
agus and  is  associated  with  too  high  a  mortality 
to  be  justifiable. 

6.  With  the  oesophagoscope,  oesophagitis  and  ul- 
ceration can  be  seen  and  treated  locally;  a  filiform 
bougie  on  a  steel  stem  can  be  accurately  placed  in 
the  lumen  of  the  stricture  under  the  guidance  of 
the  eye,  and  with  the  use  of  increasing  sizes  an  ulti- 
mate cure  can  be  obtained  in  almost  every  case 
without  danger  and  without  anaesthesia,  general 
or  local.  O.  M.  Rott. 


SURGERY  OF  THE  ABDOMEN 


ABDOMINAL  WALL  AND   PERITONEUM 

Franco,  R.:  Encysted  Peritonitis  (Peritonites  en- 
quistada  de  la  trascavidad  de  los  epiplones).  Rep. 
de  tried,  y  drug.,  1919,  x,  284. 

The  patient  was  a  woman  aged  23  years  who 
came  to  the  hospital  with  symptoms  which  pointed 
to  a  hepatic  affection,  probably  a  hepatic  abscess. 
She  was  operated  upon  without  delay.  The  liver, 
gall-bladder,  stomach,  and  intestines  were  found 
intact,  but  there  was  a  fluctuating  swelling  in  the 
cavity  formed  by  the  greater  and  lesser  omentum 
and  the  posterior  wall  of  the  stomach  fronj  which 
a  large  collection  of  purulent  fluid  was  evacuated. 
On  puncturing  the  left  pleura  a  quantity  of  pus 
and  about  a  liter  of  fluid  similar  to  that  found 
in  the  omental  cavity  was  drawn  off.  The  omental 
swelling  had  pushed  the  stomach  upward  so  that 
most  of  the  upper  abdominal  area  was  dull  on  per- 
cussion. 

From  both  the  omental  and  pleural  collections 
pure  cultures  of  pneumococci  were  obtained. 

The  patient  made  a  good  recovery  except  for 
a  small  fistula  which  closed  rapidly. 

Franco  discusses  the  mechanism  of  the  forma- 
tion of  these  encysted  purulent  collections  in  the 
omental  cavity  and  their  differentiation  from 
other  similar  conditions. 

He  concludes:  (i)  that  an  encysted  omental 
peritonitis  may  be  a  late  complication  of  inHuenza; 
(2)  that  the  syndrome  exhibited  is  sufficiently 
characteristic    to    permit    an    accurate    diagnosis 


from  careful  analysis;  (3)  that  the  prognosis  is 
grave  and  depends  upon  the  accuracy  of  the  diag- 
nosis and  the  promptness  of  intervention;  and 
(4)  that  the  treatment  must  be  exclusively  surgical. 
The  route  across  the  gastrocolic  omentum  which 
gives  access  to  the  fundus  of  the  omental  cavity 
is  preferable  to  any  other.  W.  A.  Brennan. 

Dodge,  W.  T. :  Report  on  Six  Hundred  and  Thirty- 
Eight  Herniotomies.  Mil.  Surgeon,  1919,  xliv, 
385. 

This  series  of  638  cases  is  composed  of  cases  con- 
sidered by  the  examining  surgeons  of  the  camp  as 
presenting  a  reasonable  prospect  of  successful 
results  from  a  military  standpoint  from  herniotomy. 
Men  with  large  herniae  and  weak  abdonimal  walls, 
of  which  there  were  approximately  10,  were  refused 
operation. 

The  total  number  of  patients  was  4Q2  and  the 
character  of  the  herniae  as  follows:  right  inguinal, 
complete,  128,  incomplete,  190;  left  inguinal,  com- 
plete, 83,  incomplete,  207;  femoral,  7;  umbilical, 
12;    ventral,  11;    total,  638. 

The  operations  performed  were:  Bassini,  512; 
Fergusan,  94;  McEwen,  2;  femoral,  Ochsner,  2; 
imbricated  fascia,  5;  umbilical,  Mayo  12;  ventral, 
11;    total,  638. 

The  number  of  surgeons  concerned  in  this  series 
was  large  and  each  one  decided  his  own  technique. 
Under  these  circumstances  it  would  be  reasonable 
to  conclude  that  the  results  in  a  large  series  would 
not  be  so  favorable  as  in  a  similar  series  in  which 
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the  operations  were  performed  by  a  single  skilled 
and  experienced  surgeon. 

In  the  majority  of  cases  the  sac  was  separated  and 
ligatcd  high  up,  permitted  to  slip  up  under  the  in- 
ternal oblique,  and  not  kocherized.  The  shelving 
edge  of  Poupart's  ligament  was  attached  to  the 
conjoined  tendon  with  No.  3  chromic  catgut  su- 
tures and  the  cord  transplanted,  the  external 
oblique  being  sutured  with  continuous  chromic  gut. 
Skin  and  superficial  fascia  were  closed  with  inter- 
rupted silkworm-gut  sutures. 

In  04  cases  the  cord  was  not  transplanted,  this 
being  the  only  distinction  between  the  so-called 
Bassini  and  Fergusan  operation. 

The  routine  preparation  for  operation  was  the 
same  in  all  cases.  The  abdomen  was  shaved  and 
scrubbed  the  day  before  and  covered  with  sterile 
gauze  which  was  removed  in  the  operating  room. 
Castor  oil  was  given  two  days  previous  to  opera- 
tion and  under  no  circumstances  was  a  laxative 
given  the  night  before.  After  the  patient  was 
anaesthetized  the  abdomen  was  washed  with  ben- 
zine, dried,  and  painted  with  3>^  per  cent  tincture 
of  iodine. 

After  operation  the  wounds  were  not  disturbed 
for  ten  days.  The  patients  were  permitted  to  sit  up  in 
two  weeks,  and  in  three  or  four  weeks  were  dis- 
charged to  the  infirmary  of  the  development  bat- 
talions. They  were  not  returned  to  full  duty  for 
two  months  after  operation. 

There  were  9  cases  of  superficial  infection,  all 
due  to  staphylococcus  albus.  In  one  case  of 
recurrence  coming  to  the  attention  of  the  service 
there  had  been  no  infection  and  the  cord  had  not 
been  transplanted. 

Ether  was  the  anaesthetic  used  except  in  a  few 
cases  when  nitrous  oxide-oxygen  was  employed. 

During  an  epidemic  of  Type  IV  pneumococcus 
pneumonia  which  developed  in  the  hernia  ward  with 
9  cases  in  one  day,  44  of  the  48  patients  in  the  ward 
gave  positive  throat  cultures  of  this  bacterium.  A 
1:10,000  quinine-bisulphate  solution  was  used  as  a 
gargle  for  all  and  after  three  days  the  throat 
cultures  were  negative.  The  rule  was  then  adopted 
that  every  patient  should  use  the  gargle  for  two 
days  preceding  the  administration  of  ether.  After 
this,  there  were  no  further  cases  of  postoperative 
pneumonia. 

On  the  question  of  the  permanency  of  the  cure 
of  the  hernia  it  is  not  possible  to  report  definite 
results  in  all  these  cases.  So  far,  however,  there 
have  been  2  per  cent  of  recurrences  over  an  average 
period  of  four  and  one-half  months.  No  deaths 
have  occurred. 

The  author  considers  the  treatment  of  the  sac 
as  the  most  important  matter  to  consider.  If 
thoroughly  separated  from  the  tissues  and  ligated 
at  the  reflection  of  the  peritoneum,  the  hernia  is  not 
likely  to  recur.  Exposing  the  shelving  edge  of 
Poupart's  ligament  and  securely  sewing  it  to  the 
conjoined  tendon  he  considers  also  of  vital  im- 
portance. V.  P.  DiEDERICH. 


Perez,  A.  M.:  Strangulated  Crural  Hernia  on  the 
Left  Side  (Hernia  crural  izquicrda  estrangulada). 
Rn.  til-  tried,  y  drug,  prdct.,  igig,  cxxiii,  33. 

The  case  re[)orted  was  that  of  a  woman  aged  64 
years.  The  abdomen  was  distended  and  there  was 
faecal  vomiting  with  its  characteristic  odor.  When 
the  abdomen  was  opened  a  loop  of  small  intestine 
was  found  in  the  hernial  sac  superficially  discolored 
and  undergoing  mortification. 

As  the  author  was  convinced  that  the  loop  still 
possessed  vitality  he  made  a  small  incision  in  it. 
washed  it  out  with  serum,  sutured  the  opening,  and 
returned  the  loop  to  the  abdomen.  Part  of  the 
hernial  sac  was  excised  and  the  radical  cure  of  the 
hernia  completed.  The  patient  recovered  after 
twenty-three  days.  W.  A.  Bre.vxan. 

GASTRO-INTESTINAL  TRACT 

Perman,  E.:  The  Innervation  of  the  Stomach 
and  Ulcer  of  the  Lesser  Curvature  (Der  Xcr- 
venapparat  des  Magens  und  das  Geschwiir  der 
kleinen  Kurvatur).    Ark.f.  Kir,  igig,  U,  355. 

Each  vagus  nerve  sends  a  strong  branch  to  the 
stomach,  the  left  to  the  anterior  wall  and  the  right 
to  the  posterior  wall.  Both  of  these  nerves  run 
through  the  lesser  omentum  downward  parallel 
to  the  lesser  curvature  and  lie  about  J^  to  2  cms. 
from  the  wall  of  the  stomach.  Usually  the  branch 
from  the  left  vagus  can  be  seen  directly  beneath 
the  anterior  layer  of  the  lesser  omentum.  Just 
above  the  antrum  these  main  stems  divide  into  the 
several  smaller  branches  which  enter  the  walls  of 
the  stomach.  While  the  difTerent  branches  anas- 
tomose with  each  other,  there  is  no  definite  anas- 
tomosis with  the  branches  of  the  terminal  vagus  to 
form  an  anterior  and  a  posterior  plexus,  as  has 
been  described  in  the  literature.  In  the  lesser 
omentum  the  main  branches  from  the  vagus  are 
joined  by  the  sympathetic  fibers  of  the  cocliac  plexus. 

The  nerve  apparatus  of  the  stomach  is  damaged 
in  various  ways  by  ulcers  of  the  lesser  curva- 
ture. Often  the  main  branches  are  drawn  into  the 
sclerotic  connective  tissue  surrounding  the  ulcer. 
In  some  instances  the  nerves  may  be  entirely  sev- 
ered by  the  ulceration.  Frequently  perineuritis  is 
present.  Occasionally  inflammatory  and  gross 
degeneration  of  the  nerves  may  occur  but  this  is 
more  rare  than  perineuritis. 

Many  nerve  fibers  lying  within  the  infiltrated  area 
do  not  show  any  changes  although  they  are  exposed 
to  the  chemotoxic  products  which  area  bsorbed  from 
the  gastric  contents  through  the  ulcer  area. 

Because  of  the  fact  that  the  nerves  to  the  periph- 
eral part  of  the  stomach  pass  the  lesser  curvature, 
the  damaging  effect  upon  them  is  not  purely  local. 
The  entire  area  supplied  by  the  nerve  is  endangered. 
The  nearer  the  ulcer  is  situated  to  the  cardia,  the 
greater  the  area  of  the  stomach  which  may  suffer. 

The  author  bases  these  conclusions  on  a  series 
of  1 7  cases  of  ulcer  of  the  lesser  curvature  which  he 
had  an  opportunity  to  study.  L.  A.  Juhxke. 
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Tarr,    E.    M.:     Diagnosis    of    Congenital    Hyper- 
trophic  Pyloric    Stenosis   and    Pylorospasm. 

Arch.  Pcdiat.,  19 19,  xxxvi,  154. 

In  the  dia'^nosis  of  these  two  conditions  the  great- 
est aid  is  a  carefully  taken  case  history.  Practically 
all  cases  of  pyloric  stenosis  occur  in  infants  under 
1  wo  months  of  a,%e.  The  condition  is  as  common 
arnong  breast-fed  as  among  artilicially  fed  babies. 

The  details  of  the  history  which  aid  in  the  diag- 
nosis are  the  age  of  the  patient,  the  temperament  of 
its  parents,  the  nature  of  the  feeding,  the  time  when 
vomiting  first  appeared,  whether  the  vomiting  is 
collective  or  projectile,  the  relation  of  the  vomiting 
to  the  time  of  feeding,  the  character  and  she  of  the 
stools,  and  the  loss  in  weight.  I.  E.  Bishkow. 

Balfour,  D.  C:   Polyposis  of  the  Stomach.    Surg., 
Gynec.  &•  Obst.,  1919,  xxviii,  465. 

The  writer  reports  the  only  case  of  the  rare  benign 
tumors  of  the  stomach,  gastric  polyposis,  which  has 
l)een  found  in  approximately  60,000  abdominal 
sections  at  the  Mayo  Clinic.  The  findings  of  the 
case  history  are  briefly  as  follows: 

The  patient,  a  man  aged  31,  had  suffered  from 
periodic  anorexia  for  eight  years.  During  the  last 
three  years,  cramp-like  pain,  which  began  in  the 
right  and  the  left  hypogastrium.  radiated  toward 
the  midline  of  the  epigastrium  and  appeared  when 
the  stomach  was  empty,  had  begun  at  increasingly 
shorter  intervals  after  eating.  There  were  no 
subjective  symptoms  of  hyperacidity,  no  nausea, 
vomiting,  or  evidence  of  gastric  bleeding.  The 
patient  had  kept  the  pain  at  a  minimum  and  his 
nutrition   practically   normal   by   frequent   eating. 

The  physical  examination  was  negative.  The 
possibility  of  gastric  or  duodenal  ulcer  was  ex- 
cluded by  the  absence  of  free  hydrochloric  acid  in 
the  chemical  analysis  after  the  test  meal.  The  pre- 
operative diagnosis  of  polyposis  of  the  stomach  was 
made  by  an  X-ray  examination  which  revealed  a 
fliflfuse,  mottled  appearance  of  the  entire  pyloric 
end  of  the  stomach.  At  operation  a  soft,  doughy 
thickening  of  the  wall  of  the  normally  appearing 
stomach  was  found  on  palpation  extending  from 
the  pylorus  to  a  line  about  5  in.  above.  The  lines 
of  demarcation,  which  were  quite  distinct,  cor- 
responded to  those  of  the  roentgenograph.  About 
two-fifths  of  the  stomach  was  removed.  Continuity 
was  re-established  by  antecolic  end-  (gastric)  to  side 
O'ejunum)  anastomosis.  "Immediate  examination 
of  the  tumor  showed  a  most  typical  example  of  the 
condition  which  has  been  described  as  gastric 
polyposis.  Examination  of  the  mucous  membrane 
of  th  e  stump  of  the  stomach  showed  that  the  poly- 
poid changes  did  not  entirely  cease  at  the  line  of 
resection,  and  that  small  globular  masses  were 
present  at  various  points  on  the  mucous  membrane, 
particularly  along  the  summit  of  the  rugje,  which  in 
turn  were  very  markedly  hypertrophied.  This 
I'mding  created  some  uncertainty  as  to  the  ultimate 
result,  but  it  is  not  unreasonable  to  hope  that  the 
removal   of   the   greater   portion   of   the    diseased 


tissue  will  have  a  curative  c/Tect  on  the  isolated 
tumors  that  were  not  removed."  The  patient  made 
a  very  satisfactory  recovery. 

Examination  of  the  stomach  showed  more  than 
250  tumors  of  various  sizes  distributed  over  the 
entire  surface  of  the  highly  congested  mucous  mem- 
brane, the  only  layer  of  the  stomach  wall  which 
exhibited  changes.  The  tumors  were  globular, 
about  the  size  of  a  hazel  nut,  arranged  in  rows  in 
the  transverse  axis  of  the  stomach,  soft  and  velvety 
to  the  touch,  and  macroscopically  not  suggestive 
of  malignancy.  Between  the  rows  were  a  few  much 
smaller  globular  elevations.  Microscopic  examina- 
tion showed  no  signs  of  malignancy  but  a  most 
tremendously  hypertrophied  mucous  membrane. 

Careful  study  of  the  case  did  not  give  any  clue 
to  the  etiology  of  gastric  polyposis.  Emphasis  is 
laid  on  the  fact  that  the  X-ray  alone  made  correct 
pre-operative  diagnosis  possible.  The  writer  con- 
cludes that  polyposis  of  the  stomach  seems  to  have 
sufficiently  peculiar  characteristics  to  classify  it 
as  a  separate  entity  which  should  not  be  confused 
with  single  polyps  or  with  the  usually  malignant 
polypoid  masses  occasionally  found  in  the  stomach. 

Hartmann,  H.:  Cancer  of  the  Stomach  (Le  cancer 

de  restomac).    Presse  med. ,igig,  xxvii,  245. 

In  spite  of  the  wonderful  advances  in  the  results 
of  the  surgical  treatment  of  cancer  of  the  stomach 
since  1879  when  Pean  first  removed  a  gastric  cancer, 
there  are  still  many  physicians  who  are  far  from 
being  convinced  of  the  efficacy  of  surgical  treatment 
for  this  condition.  They  act  on  the  belief  that 
surgery  ought  not  be  resorted  to  until  medical 
means  have  failed  to  give  the  patient  relief.  To 
obtain  from  surgery  what  it  can  and  ought  give, 
however,  an  early  diagnosis  and  a  complete  im- 
mediate operation  are  the  two  conditions  of  success. 

In  cases  of  cancer  of  the  pylorus  Hartmann  makes 
an  extensive  resection  of  the  stomach,  exposes  and 
ligates  the  gastroduodenal  artery,  separates  the 
pylorus  from  the  omentum,  and  resects  a  large 
portion  of  the  latter  for  a  certain  distance  from  the 
stomach  in  order  to  remove  with  the  tumor  the  sub- 
pyloric  ganglia  which  are  not  in  contact  with  the 
stomach.  The  retropyloric  ganglia  are  also  re- 
moved. The  operation  is  terminated  with  a  duo- 
denogastric  implantation  or  a  gastro-enterostomy. 
Such  an  anastomosis  is  preferable  to  the  end-to-end 
anastomosis  of  Billroth  which  necessitates  a  Y- 
suture  of  the  gastric  wall. 

Simple  gastro-enterostomy  as  a  palliative  opera- 
tion isof  little  value  when  the  stomach  can  be  mobil- 
ized and  resection  is  technically  possible. 

As  regards  the  end-results,  in  iqo6  Leriche  col- 
lected 88  cases  in  which  survival  had  exceeded  five 
years  after  operation;  in  some  cases  it  continued  up 
to  sixteen  years.  Although  he  did  not  remove  the 
ganglia,  Temoin  found  that  of  169  patients  who  sur- 
vived operation  19  had  lived  five  to  thirteen  years. 
Mayo  in  239  operations  had  62  patients  who  sur- 
passed the  five-year  limit.   Hartmann  has  lost  sight 
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of  several  of  his  patients  but  3  have  been  followed 
for  five  years,  3  for  six  years,  2  for  seven  years,  and 
I  for  thirteen  years. 

It  is  therefore  permissible  to  say  to-day  that  the 
surgical  cure  of  cancer  of  the  stomach  is  possible 
and  great  benefit  would  result  if  cases  were  diag- 
nosed and  operated  upon  at  the  earliest  possible 
moment.  W.  A.  Brennan. 

Schwyzer,  A.:   Late  Results  in  Stomach  Surgery. 

Minnesota  Med.,  1919,  ii,  115. 

The  author  reviews  his  gastric  cases  for  the  past 
fourteen  years.  In  all,  there  were  139  cases  and 
8  deaths  which  were  distributed  as  follows:  Car- 
cinoma of  the  stomach,  26  cases  with  i  death;  ulcers, 
including  strictures  of  the  pylorus,  76  cases  with 

1  death;  acute  perforation  of  ulcers,  15  cases  with 
4  deaths;  ptosis  and  dilatation  without  definite 
stricture,  13  cases  and  no  deaths;  and  unclassified 
cases,  mostly  indistinct  indications,  9  cases  with 

2  deaths. 

In  1 5  cases  of  partial  gastrectomy  for  carcinoma, 
the  subsequent  course  was  as  follows:  Seven  far 
advanced  cases,  temporary  improvement  but 
recurrences  or  death  within  a  year;  one  case  after 
primary  improvement  could  not  be  traced;  one 
patient  felt  well  for  fourteen  months  but  after  twen- 
ty-two months  showed  signs  of  recurrence;  one  pa- 
tient is  well  at  the  present  time,  nine  months  after 
operation;  one  patient  felt  well  for  three  years 
and  died  after  an  injury  but  probaby  had  recur- 
rence; one  patient  living  and  well  after  three  years; 
two  patients  well  after  three  years  and  four  months; 
one  patient  well  after  three  years  and  seven  months; 
and  one  patient  well  after  thirteen  and  a  half  years. 

In  the  76  cases  of  surgical  treatment  for  ulcer, 
including  stricture,  the  operations  consisted  of 
gastro-enterostomy,  pyloroplasty,  excision  of  ulcer, 
and  partial  gastrectomy.  The  results  obtained  in  the 
subsequent  histories  vary  but  in  the  large  percent- 
age of  cases  were  very  favorable. 

In  8  cases  of  perforated  ulcer  with  free  soiling  of 
the  abdominal  cavity  there  were  2  deaths  from 
peritonitis.  In  operations  for  ptosis  and  dilatation 
of  the  stomach,  the  stomach  was  shortened  by  the 
formation  of  transverse  folds. 

In  the  unclassified  cases  the  more  definite  the 
pathology  found  at  operation  the  better  the  post- 
operative result.  I.  E.  Bishkow. 

Richter,  H.  M.:  Perforated  Gastric  and  Duodenal 
Ulcers.  Surg.,Gynec.  b"  Obst.,  1919,  xxviii,  399. 

The  author  reports  a  series  of  17  cases  of  per- 
forated gastric  and  duodenal  ulcers  in  which  he 
operated.  From  a  study  of  these  and  of  50  cases 
treated  surgically  in  Cook  County  Hospital  by  vari- 
ous members  of  the  staff,  he  concludes  as  follows: 

I.  The  peritonitis  resulting  from  a  gastric  or 
duodenal  perforation  is  but  slightly,  if  at  all,  in- 
fective during  the  first  hours  following  the  accident 
and  therefore  must  not  be  treated  as  a  suppurative 
process. 


2.  The  degree  of  patency  of  the  pylorus  after 
closure  of  the  perforation  alone  does  not  determine 
the  indication  for  a  gastro  enterostomy. 

3.  The  mortality  is  determined  in  a  high  degree 
by  the  operator's  technique,  quite  irrespective  of  the 
method  he  uses. 

While  the  perforation  permits  the  escape  of 
irritating  gastric  contents  into  the  peritoneal  cavity, 
the  stomach  contents  are  rarely  very  actively  in- 
fective even  in  the  presence  of  a  perforating  ulcer. 
The  reaction  produced  is  in  the  nature  of  a  chemical 
peritonitis  and  calls  for  mechanical  emptying  of 
the  peritoneal  cavity.  The  one  thing  logically  to 
be  avoided  in  such  cases  is  the  insertion  of  gauze  or 
tubes  into  the  peritoneum  for  drainage  as  it  will  surely 
entail  the  danger  of  infection  to  the  already  badly 
damaged  peritoneum.  The  author  therefore  closes 
the  peritoneum  without  drainage  except  (i)  in 
late  cases  (after  eighteen  hours);  (2)  the  rare  in- 
stances of  inadequate  closure  of  the  perforation 
due  to  physical  inability  adequately  to  invert  the 
lesion;  and  (3)  when  gross  masses  of  stomach  con- 
tents are  spilled  into  the  peritoneum. 

Gastro-enterostomy  is  advocated  practically  as 
a  matter  of  routine.  All  vdcers  at  or  near  the  pylorus 
are  so  thoroughly  inverted  as  to  require  gastro- 
enterostomy and  in  aU  other  cases  the  therapeutic 
effect  of  the  operation  is  regarded  as  valuable.  The 
one  case  of  the  author's  series  which  came  to 
autopsy  showed  seven  active  ulcers,  two  of  which, 
beside  the  ulcer  which  perforated,  were  sloughing. 
Excision  of  the  ulcer  by  knife  or  cautery  is  an  un- 
necessary complication  of  the  technique  of  treat- 
ment .  The  ulcer  is  grasped  with  through-and-through 
sutures  and  all  of  it  extensively  inverted. 

That,  irrespective  of  the  type  of  operation  fol- 
lowed, the  te,chnique  used  plays  an  important  part, 
is  shown  by  the  fact  that  operators  using  widely 
different  methods  have  obtained  equally  good  re- 
sults. The  essential  elements  in  good  technique 
are  an  ample  incision  to  afford  easy  access  and  the 
bringing  of  the  parts  into  view  with  a  minimum  of 
disturbance  and  without  pulling  them  out  of  their 
normal  position.  The  perforation  having  been 
found,  it  should  be  sutured  without  spilling  the 
gastric  contents  and  peritonized. 

Duval,  P. :  A  Point  in  the  Technique  of  Posterior 
Transmesocolic  Gastro-Enterostomy  (Un  point 
de  technique  operatoire  de  la  gastro-ent^rostomie 
post6rieure  transm6socolique).  Bull,  et  mim.  Soc. 
de  chir.  de  Par.,  1919,  xlv,  392. 

In  the  ordinary  submesocolic  method  of  perform- 
ing gastro-enterostomy  the  stomach  is  brought 
somewhat  blindly  through  the  mesocolic  opening 
to  the  jejunum.  In  the  method  proposed  by  the 
author  —  the  supra-mesocolic  method  —  the  stom- 
ach is  well  exposed  and  the  small  intestine  is  brought 
up  through  the  mesocolic  opening  to  the  site  of  the 
gastric  anastomosis. 

Duval's  method  includes  the  turning  back  of  the 
omentum   toward   the  sternum,    colo-omental   ex- 
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posure,  and  the  opening  up  of  the  lesser  peritoneal 
cavity  throughout  its  whole  length.  The  posterior 
face  of  the  stomach  then  comes  into  view  as  the 
whole  pyloric  vestibule  is  exposed.  The  site  of  the 
new  opening  is  then  selected.  The  mesocolon  is 
split  from  above  downward  rather  than  from  below 
upward,  and  through  the  opening  the  loop  of  small 
intestine  is  brought  into  contact  with  the  posterior 
gastric^wall.  W.  A.  Brennan. 

Perman,  E.:  Multiple  Submucous  Chyle  Cysts  of 
the  Jejunum  (Ueber  multiple  submukose  Chy- 
luszysten  des  Jejunums).  Ark.  f.  Kir.,  igig,  11, 
331- 

While  recently  there  have  been  other  reports  of 
chyle  cysts,  all  of  them  have  been  based  upon 
autopsies.  The  case  reported  in  this  article  was  dis- 
covered at  operation. 

The  patient  was  a  married  woman,  44  years  of 
age,  the  mother  of  five  healthy  children.  Her 
father  had  died  probably  of  cancer  of  the  stomach, 
and  her  mother,  supposedly  of  gastric  ulcer.  During 
childhood  the  patient  had  been  weak,  but  later 
became  stronger  and  remained  well  until  1906.  At 
that  time  she  began  to  have  attacks  of  sharp  pain 
in  the  epigastrium,  described  as  a  tearing  or  pinching 
pain,  which  occurred  shortly  after  eating  and  were 
accompanied  by  belching,  vomiting,  loss  of  appetite, 
and  sluggish  action  of  the  bowels.  At  times  also 
she  had  attacks  of  diarrhoea,  dyspnoea,  and  head- 
ache. She  became  very  much  emaciated  and 
throughout  the  duration  of  these  symptoms  was 
very  nervous. 

In  19 14  because  of  this  condition  and  the  findings 
of  the  X-ray  examination  which  revealed  a  con- 
traction of  the  duodenum,  an  operation  was  de- 
cided upon.  A  median  incision  having  been  made 
above  the  umbilicus,  a  free  band  of  adhesions  was 
found  extending  from  the  lesser  omentum  diagonally 
over  the  anterior  wall  of  the  pylorus  to  the  gastro- 
colic omentum.  It  could  not  be  determined  whether 
this  acted  as  an  obstruction  or  not,  but  after  liga- 
tion it  was  removed.  From  the  bend  at  the  juncture 
of  the  pars  superior  and  pars  verticalis  of  the 
duodenum  were  strong  fibrous  adhesions  which  ran 
upward  and  backward  and  seemed  to  draw  the 
duodenum  up.  No  definite  infiltration  was  palpable. 
A  retrocolic  posterior  gastrojejunostomy  with  ex- 
clusion of  the  pylorus  (Wilms)  was  done. 

Following  this  operation  the  patient  was  some- 
what better,  but  the  former  symptoms  soon  re- 
turned. Subsequently  her  condition  was  diagnosed 
at  different  times  as  hysteria  and  chronic  post- 
operative ileus  and  enteritis. 

During  a  second  operation,  performed  in  191 8  by 
Ekehorn,  a  peculiar  change  was  found  90  cms. 
distal  to  the  pylorus  in  a  loop  of  the  jejunum 
measuring  55  cms.  which  was  gray,  pale,  and  of 
average  thickness.  Below  the  serosa  were  several 
filled  white  chyle  vessels  which  could  be  followed 
to  the  mesenteric  attachment,  but  no  further.  At 
the  mesenteric  attachment  were  several  small  cysts 


with  a  clear,  yellowish  content.  Under  the  serosa 
of  the  bowel  were  white  spots.  On  palpation  the 
intestinal  wall  was  found  to  be  much  thickened. 
The  change  to  normal  at  both  ends  of  this  diseased 
area  was  quite  abrupt.  The  mesentery  of  the  loop 
was  pale,  hard,  and  thickened,  but  not  shortened  or 
shriveled.  Both  the  diseased  portion  of  bowel  and 
its  mesentery  were  entirely  free  from  adhesions,  and 
no  lymph  or  chyle  cysts  were  found  in  any  other 
part  of  the  abdomen.  There  was  no  ascites  and  no 
palpable  change  in  the  pelvis  or  the  posterior  ab- 
dominal walK  The  diseased  loop  was  resected  and 
the  ends  united  side-to-side. 

One  month  later  the  patient  was  much  better 
but  was  still  very  nervous  though  her  appetite  was 
good,  she  slept  well,  and  she  was  able  to  do  a  little 
work.  Severe  pain  was  entirely  absent  but  occa- 
sionally she  had  attacks  of  slight  pain  and  diarrhoea. 
The  abdomen  was  still  a  little  sensitive  to  palpation 
on  both  sides  of  the  umbilicus. 

The  pathologic  examination  of  the  resected  por- 
tion of  bowel  showed  the  presence  of  a  very  large 
number  of  cysts,  irregular  lymph  spaces,  and 
dilated  lymph  vessels  with  extravasation  of  chyle 
localized  principally  in  the  submucosa. 

The  question  arises  whether  the  changes  found 
belong  to  the  class  described  in  the  literature  as 
lymphangioma  or  lymphangiectasis. 

L.  A.  JUHNKE. 

Cordoba,  S. :  Resection  of  the  Ileocsecal  Segment 
for  Cancer,  with  Anastomosis  of  the  Sigmoid 
to  the  Ileum  (Resecci6n  del  segmento  ileo-cecal 
per  cdncer,  con  anastomosis  ileo-sigmoidea) .  Gac. 
med.  de  Cardcas,  1919,  xxvi,  49. 

Cordoba's  patient  was  a  man  aged  45  years.  Ex- 
ploration showing  the  presence  of  an  abdominal  tu- 
mor, a  median  infra-umbilical  laparotomy  was  done 
with  the  patient  under  ether.  The  tumor  was  found 
implanted  in  the  iliac  fossa  and  occupying  the  ileo- 
caecal  region.  The  lymphatics  were  much  enlarged 
and  strongly  adherent  to  the  walls  of  the  fossa. 
The  portion  of  intestine  involved  was  resected. 
This  consisted  of  2  cylinders,  the  smaller,  about  4 
cms.  long  by  2.5  cms.  broad,  being  the  last  part  of  the 
ileum,  and  the  larger  about  16  cms.  long  and  6  wide, 
being  the  cascal  part  of  the  large  intestine.  On 
microscopic  examination  the  neoplasm  was  found 
to  be  an  adenocarcinoma.  After  the  resection  an 
ileosigmoideal  anastomosis  was  done,  the  caecal 
region  peritonized,  the  iliac  fossa  drained,  and  the 
abdomen  closed.  The  patient  got  up  after  twenty- 
two  days.  When  seen  seven  months  later  his  general 
condition  was  good  and  his  appetite  and  bowel  func- 
tion were  normal.     No  recurrence  was  apparent. 

W.  A.  Brennan. 

Rohdenburg,  G.  L. :  Benign  Tumors  of  the  In- 
testine; with  a  Report  of  Nine  Additional  Cases. 

J.  Lab.  y  Clin.  M.,  1919,  iv,  434. 

Only  about  130  cases  of  benign  tumors  of  the 
intestine  have  been  recorded.      These  tumors  occur 
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more  frequently  in  the  female  than  the  male  and  are 
most  common  in  the  rectum  and  colon.  Often  they 
are  found  only  accidentally  but  sometimes  give  rise 
to  intestinal  symptoms,  haemorrhage,  or  intestinal 
obstruction  due  to  blockade  or  intussusception. 

The  author  reports  9  new  cases.  Three  of  these 
patients  entered  the  hospital  with  a  diagnosis 
of  intestinal  obstruction,  4  with  intestinal  haemor- 
rhage, I  with  appendicitis,  and  i  with  an  abdominal 
sinus  following  appendectomy.  In  3  cases  of  ob- 
struction, intussusception  involving  the  ileum  was 
found  and  a  portion  of  the  bowel  was  resected.  Two 
of  these  patients  made  good  recoveries.  In  one  case 
a  mass  was  discovered  inside  the  appendix,  and 
in  the  other  a  round  mass  at  the  opening  of  the 
bowel.  In  one  case  of  intestinal  haemorrhage  the 
bleeding  proved  to  be  due  to  a  tumor  in  the  jejunum, 
and  in  3  cases  to  a  tumor  in  the  rectum  about  12 
to  15  cms.  from  the  anus.  Removal  of  the  portion 
involved  was  followed  by  good  recovery. 

Microscopic  examination  of  the  tumors  showed 
their  character  to  be  as  follows:  3  fibromata,  i  in  the 
rectum  and  2  in  the  ileum;  i  myoma,  in  the  jeju- 
num; 3  adenomata,  2  in  the  rectum  and  i  in  the 
ileum;  and  2  lipomata,  i  in  the  ileum  and  i  in  the 
appendix.  F.  P.  Hammond. 

Bazy,  L.:  Diagnostic  and  Prognostic  Value  of 
Bacteriotherapy  in  Surgical  Affections  of  the 
Abdominal  Viscera  and  of  Appendicitis  in 
Particular  (Valeur  diagnostique  at  prognostique 
de  la  bacterioth6rapie  dans  les  infections  chirurgi- 
cales  des  visceres  abdominaux;  append! cite  en 
particulier).  Bull,  et  mem.  Soc.  de  chir.  de  Par., 
1919,  xlv,  468. 

Animals  living  on  soils  contaminated  with  certain 
bacteria  are  in  a  condition  of  anaphylaxis  with 
regard  to  these  organisms.  A  somewhat  similar 
condition  may  be  found  in  man.  The  carrier  of 
bacteria  in  insufficient  numbers  to  cause  disease  is 
in  the  same  state  of  lessened  resistance  as  the 
animals  referred  to,  i.e.,  a  condition  of  bacterial 
anaphylaxis.  Such  a  condition  is  usual  in  abdominal 
inflammatory  afifections. 

Bazy  never  operates  unless  the  patient's  resistance 
is  increased,  and  in  order  to  increase  it  he  resorts  to 
vaccination.  To  be  effective  the  vaccination  must 
be  specific.  The  study  of  many  removed  appendices 
shows  that  the  enterococcus,  streptococcus,  staphy- 
lococcus and  colon  bacillus  are  the  organisms  usually 
found  in  the  pus,  the  latter  being  the  most  common. 
In  cases  of  appendicitis,  therefore,  Bazy  uses  either 
a  quadrivalent  vaccine  or,  more  generally,  a  vaccine 
composed  of  different  strains  of  bacillus  coli. 

A  normal  subject  or  a  patient  who  has  recovered 
from  appendicitis  does  not  react  to  such  vaccination 
but  those  with  bacterial  anaphylaxis  constantly 
show  a  reaction  which  varies  directly  with  the 
amount  of  their  hypersensibility.  The  vaccination 
therefore  has  a  double  value;  it  not  only  fortifies 
against  bacterial  anaphylaxis  but  makes  the  diag- 
nosis of  the  condition  possible. 


In  cases  of  acute  appendicitis  in  which  Bazy  was 
not  able  to  operate  in  the  early  stages  he  uses  vac- 
cination in  order  to  avoid  operating  during  a  period 
of  hypersensibility. 

About  I  cc.  of  bacillus  coli  vaccine  containing 
from  80  to  100  million  bacteria  is  injected  intra- 
dermally.  A  healthy  or  recovered  patient  has  very 
slight  or  no  reaction.  The  redness  around  the 
puncture  is  considered  normal  if  it  does  not  exceed 
the  size  of  a  5-franc  piece.  A  patient  who  still  has 
inflammation  shows  a  marked  rise  in  temperature 
and  a  red  plaque  around  the  site  of  the  injection 
which  often  exceeds  the  size  of  the  palm  of  the 
hand.  In  addition,  there  is  frequently  general 
malaise. 

Up  to  the  present  time  Bazy  has  been  guided  by 
this  intradermal  reaction  in  determining  the  time  to 
operate  and  has  never  been  deceived  by  it.  The 
test  may  have  to  be  repeated  three  or  four  times 
before  a  normal  condition  is  reached,  especially  in 
cases  of  badly  diseased  appendices.  It  is  probable 
that  the  test  may  be  made  with  equally  good  results 
in  cases  of  colon-bacillus  infection  other  than  appen- 
dicitis, but  the  author  has  used  it  only  for  lesions  of 
the  appendix. 

As  compared  with  the  present  more  or  less  empir- 
ical methods  of  determining  the  time  at  which  cases 
of  appendicitis  have  ceased  to  be  inflammatory 
and  may  be  operated  upon,  the  vaccine  treatment 
described  offers  the  following  possibihties:  (i)  it 
determines  the  existence  of  bacterial  anaphylaxis, 
and  (2)  it  strengthens  the  organic  defence  against 
the  complications  which  sometimes  follow  in  the 
wake  of  surgical  operations.  W.  A.  Brexnan. 

Pennington,  J.  R. :  Imperf orations  of  the  Rectum 
and  Anus  and  Their  Treatment.  Illinois  Med. 
J.,  1919,  XXXV,  176. 

Malformation  of  the  rectum  occurs  once  in  every 
5,900  infants.  This  condition  is  due  to  one  of  three 
causes:  (i)  persistence  of  the  original  opening  into 
the  cloaca;  (2)  non-  or  imperfect  development  of 
the  postallantoic  gut;  and  (3)  non-  or  imperfect 
development  of  the  proctodeum. 

In  malformations  due  to  the  last  two  causes  men- 
tioned the  intestine  ends  in  a  blind  pouch  which 
may  be  very  difficult  to  locate.  The  indication,  how- 
ever, is  to  make  an  outlet  for  the  faeces  at  the  normal 
position  of  the  rectum.  When  a  plastic  operation 
is  impossible,  colostomy  is  performed. 

I.  E.  BiSHKOW. 

Farr,  R.  E. :  Rectal  Surgery  under  Local  Anaesthesia. 

Minnesota  Med.,  1919,  ii,  134. 

Direct  infiltration  with  novocaine  makes  possible 
many  operations  in  the  rectal  region.  After  surgical 
preparation  of  the  patient  and  the  administration  of 
a  laxative  the  night  before,  pantopon  in  ^  gr.  doses 
is  given  hypodermatically  the  morning  of  the 
operation  and  repeated  once.  A  circular  area  of 
anaesthesia  is  thus  produced  about  i  inch  from 
the  anal  margin.     Through  this  anaesthetized  area 
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deep  anaesthesia  is  effected  for  a  depth  of  3  to  4 
inches  posteriorly  and  laterally  and  less  deep  in  front. 
About  3  ounces  oi  }4  oi  i  per  cent  of  novocaine  are 
used.  The  sphincter  is  then  dilated  with  the  speculum. 
For  haemorrhoids  the  author  uses  the  cautery  method ; 
for  ulcers,  excision  and  suture.  Following  the  opera- 
tion the  bowels  are  kept  quiet  for  three  to  four  days 
at  the  end  of  which  time  warm  oil  is  introduced 
through  a  rubber  catheter.  I.  E.  Bishkow. 

LIVER,   PANCREAS,   AND   SPLEEN 

Petridis,  P. :  Two  Cases  of  Torsion  and  Ectopia  of 
the  Spleen  (Deux  cas  de  torsion  et  d'ectopia  de 
la  rate).  Lyon  chirurg.,  1918-1919,  xv,  747. 

The  first  case  was  that  of  a  man  aged  40  years. 
The  findings  of  the  general  examination  suggested 
the  presence  of  a  tumor  of  tubercular  nature  while 
the  examination  with  the  patient  under  chloroform 
immediately  before  operation  led  to  the  diagnosis  of 
cystic  abdominal  tumor.  An  abnormal  condition 
of  the  spleen  was  not  suspected.  On  opening  the 
peritoneal  cavity  a  tumor  was  found  intimately 
adherent  on  its  inner  surface  to  the  omentum.  Fur- 
ther investigation  revealed  the  fact  that  the  spleen 
was  enlarged  and  ectopic.  On  extending  the  incision 
upward  it  was  then  discovered  that  the  tumor  was  a 
neoplasm  of  the  upper  pole  of  the  spleen  in  which  a 


portion  of  the  omentum  was  enclosed.  A  splenec- 
tomy was  done. 

Examination  of  the  spleen  showed  that  it  had  be- 
come twisted  on  its  pedicle,  its  apparent  external 
surface  being  in  reality  its  inner  surface.  At  the  base 
of  the  pedicle  was  a  tumor  the  size  of  a  small  cystic 
kidney.  Above  this  were  two  smaller  growths. 
These  masses  had  been  produced  following  three 
strictures  of  the  hilum  of  the  spleen. 

The  second  case  was  that  of  a  woman  aged  32 
years.  The  clinical  diagnosis  made  after  careful  ex- 
amination was  hypertrophied  spleen,  ectopic  in  the 
right  iliac  fossa.  On  opening  the  peritoneal  cavity  the 
mobile  spleen  was  found  increased  in  size  to  three 
times  normal  and  rather  free  from  adhesions  in  its 
lower  half  and  on  the  surface  corresponding  to  the 
anterior  abdominal  wall.  Elsewhere  it  was  adherent 
to  the  omentum.  The  tail  of  the  pancreas  was  in- 
volved in  the  ptosis  into  the  right  iliac  fossa  and  with 
the  appendix  was  incarcerated  in  the  adhesions  with 
the  spleen  and  omentum.  Examination  of  the  splen- 
ic pedicle  revealed  a  .double  torsion.  There  was 
also  a  supernumerary  spleen  which  was  attached  to 
the  spleen  proper  by  a  pedicle.  The  hilum  was  ligated, 
the  spleen  removed,  and  a  typical  appendicectomy 
performed. 

Both  patients  made  good  recoveries  and  healing 
occurred  by  first  intention.  W.  A.  Brennan. 
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DISEASES  OF  BONES,  JOINTS,  MUSCLES,  TEN- 
DONS.   GENERAL  CONDITIONS  COMMONLY 
FOUND  IN  THE  EXTREMITIES 

Haas,  S.  L. :  The  Changes  Produced  in  the  Growing 
Bone  After  Injury  to  the  Epiphyseal  Cartilage 
Plate.  /.  Orthop.  Surg.,  1919,  iv,  226. 

This  article  is  a  continuation  of  previous  reports 
on  the  same  subject  giving  the  results  of  operations 
performed  on  dogs. 

On  cutting  through  the  metaphyseal  region  and 
removing  the  proximal  portion,  growth  was  hindered 
because  of  the  direct  injury  to  the  cartilage  plate 
and  the  destruction  of  the  vascular  supply  coming 
from  the  nutrient  artery. 

Injury  to  the  cartilage  plate  without  destruction 
of  the  blood  supply  resulted  in  a  loss  of  growth 
directly  proportionate  to  the  damage  to  the  car- 
tilage plate. 

Simple  cross  incisions  through  the  bone  had  no 
effect  unless  they  involved  the  cartilage  plate. 
Longitudinal  incisions  were  injurious  because  they 
cut  off  the  blood  supply  and  produced  lateral 
friction  on  the  cartilage  plate.  Removing  the 
epiphysis  distal  to  the  cartilage  plate  had  no  effect 
upon  the  growth. 

Growth  was  found  to  be  hindered  in  proportion 
to  the  amount  of  injury  to  the  cartilage  plate  and 
its  blood  supply.  L.  C.  Donnelly. 


Munyerro,  J.  A.  A.,  and  Frias,  J.  B.:  An  Interest- 
ing Case  of  Congenital  Malformation  of  the 
Four  Extremities  (Un  cas  interesante  de  mal- 
formacion  congenita  de  les  cuatro  extremidades) . 
Rev.  espan.  de  cirurg.,  1919,  i,  73. 

The  case  was  that  of  a  boy  6  years  of  age.  In 
the  right  hand  the  central  part,  the  third  and  fourth 
fingers,  and  the  corresponding  metacarpals  were 
missing.  In  place  of  the  central  part  of  the  hand 
was  a  deep  fissure  which  gave  the  hand  the  appear- 
ance of  a  pincers.  The  thumb  and  forefinger  were 
fused. 

In  the  left  hand  the  second,  third,  and  fourth 
fingers  were  joined. 

In  the  right  foot  the  metatarsals  were  fused  and 
there  were  only  two  toes. 

The  left  foot  was  fissured  like  the  right  hand,  and 
the  second,  third,  and  fourth  metatarsals  and  second 
and  third  phalanges  were  missing. 

The  author  finds  only  three  cases  in  the  literature 
in  which  all  four  extremities  showed  somewhat 
similar  congenital  deformities.  The  principal  theory 
in  regard  to  the  cause  of  the  condition  is  that  it  is 
hereditary,  particularly  from  a  male  ancestor.  In 
the  case  here  reported,  however,  the  child's  father 
and  mother  were  both  normal  and  although  the 
further  family  history  is  not  quite  clear,  there  ap- 
pears to  be  no  ancestral  taint  of  the  kind  described. 

W.  A.  Brennan. 
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Metcalf,  C.  R.:  Impairment  of  Function  of  the 
Hand  Due  to  War  Injuries.  /.  Orlhop.  Surg., 
1919,  iv,  198. 

In  recent  wounds  of  the  hand  in  which  the  joints 
are  not  involved  the  author  recommends  active 
movement  in  addition  to  massage.  By  such  treat- 
ment, stiffness  is  prevented  and  the  necessity  for 
manipulation  later  under  an  ana:sthetic  is  avoided. 

When  in  recent  wounds  the  joints  are  involved  and 
ankylosis  is  expected,  it  is  essential  that  the  hand 
should  become  fixed  in  the  position  of  choice.  Not 
every  hand  injury  requires  the  application  of  a 
splint,  but  if  a  splint  is  necessary  its  use  should  be 
continued  until  the  danger  of  deformity  has  been 
eliminated.  When  as  an  end-result  permanent  loss  of 
supination  or  of  pronation  is  expected,  the  forearm 
and  hand  should  be  fixed  approximately  midway 
between  these  two,  erring  slightly  on  the  side  of 
supination.  All  injuries  in  the  neighborhood  of  the 
wrist-joint  should  be  fixed  with  the  wrist  dorsi- 
flexed.  A  splint  which  dorsiflexes  the  wrist  should 
lie  on  the  ventral  side  rather  than  on  the  dorsal 
aspect  of  the  forearm.  If  permanent  ankylosis  of  a 
metacarpophalangeal  joint  is  expected,  the  joint 
should  be  fixed  in  semiflexion. 

In  old  wounds  of  the  hand  not  involving  the 
joints  vigorous  manipulation  under  anaesthesia  is 
futile  unless  the  patient  can  be  induced  to  continue 
active  movement  immediately  after  manipulation. 
In  such  cases  the  treatment  may  consist  of  gradual 
mobilization  and  in  some  instances,  of  tendon 
transplantation. 

If  the  fingers  are  fixed  in  flexion,  the  author  places 
the  wrist  in  a  position  of  palmar  flexion,  maintaining 
this  position  by  counterpressure  on  the  dorsum  of 
the  hand.  Extension  of  the  interphalangeal  joints 
is  procured  first,  extension  of  the  metacarpophal- 
angeal joints  next,  and  finally  dorsiflexion  of  the 
wrist.  If  the  fingers  are  fixed  in  extension,  the  wrist 
is  placed  in  dorsiflexion  and  maintained  in  this 
position  by  counterpressure  on  the  palm  of  the 
hand.  In  this  case  flexion  is  obtained  first  in  the 
metacarpophalangeal  joints  and  next  in  the  inter- 
phalangeal joints. 

When  in  old  wounds  there  is  involvement  of  the 
joints,  passive  manipulation,  gradual  stretching, 
resection,  dissection  of  tendons,  and  plastic  opera- 
tions on  the  tendon  sheaths  are  usually  futile.  The 
position  of  the  hand,  however,  may  be  changed  to 
the  position  of  choice.  In  some  instances  amputa- 
tion may  be  necessary. 

To  diagnose  nerve  lesions  in  the  forearm,  the 
regions  of  atrophy,  cyanosis,  or  undue  perspiration 
and  deformities  should  be  observed.  Then  request 
the  patient  to  pronate  the  forearm,  flex  the  terminal 
phalanx  of  the  thumb,  and  oppose  the  thumb  to  the 
palm  (median  nerve),  abduct  and  adduct  the  little 
finger  (ulnar  nerve),  and  extend  the  wrist  and  the 
metacarpophalangeal  joints  (musculospiral  nerve). 
The  loss  of  sensation  should  be  determined  with  a 
pin  and  a  piece  of  fluffy  cotton  and  the  findings 
verified  with  faradic  or  galvanic  stimuli.   If  a  nerve 


is  wholly  or  partly  divided  or  is  embedded  in  scar 
tissue,  operation  is  advisable.  For  complete  division, 
unless  the  section  of  nerve  destroyed  is  too  long,  and 
for  partial  division  as  well,  the  nerves  are  usually 
sutured.  Good  results  are  almost  invariably  ob- 
tained with  the  musculospiral  nerve  but  rarely  with 
the  ulnar  and  median  nerves. 

A  suitable  splint  for  paralyzed  muscles  must  pre 
vent  overstretching,  whether  from  gravity  or  the 
contraction  of  opposing  muscles,  permit  treatment, 
dressings,  massage,  and  even  harmless  movement 
without  its  removal,  and  allow  free  circulation  in 
the  splinted  area. 

In  functional  paralysis  the  condition  is  a  loss  of 
the  power  of  movement  of  the  parts  as  a  whole 
rather  than  of  a  particular  muscle  group.  The  deep 
reflexes  are  normal  and  always  present,  there  is  no 
muscle  atrophy,  and  there  is  never  a  paralysis  of 
definite  muscles  in  combination  with  a  loss  of  sensa- 
tion in  the  corresponding  area.  In  this  condition 
the  exact  distribution  of  a  sensory  nerve  is  never 
found  to  be  mapped  out  by  anaesthesia  but  common- 
ly there  is  complete  anaesthesia  below  a  given  level. 
The  electric  reaction  shows  no  degeneration. 

L.  C.  Donnelly. 

Henderson,  M.S.:  Derangements  of  the  Semilunar 
Cartilages  of  the  Knee- Joint.  Minnesota  Med., 
1919,  ii,  138. 

The  cartilage  most  frequently  injured  is  the 
internal  cartilage.  The  position  in  which  such 
injury  is  most  apt  to  occur  is  that  assumed  when 
the  knee  is  partially  flexed  and  the  foot  is  rotated 
outward.  In  extension,  the  inner  cartilage  may  be 
caught  and  crushed.  Pain,  disability,  and  effusion 
soon  follow.  Early  reduction  should  be  attempted, 
and  if  successful,  a  cast  should  be  applied.  In  some 
cases  there  may  be  repeated  attacks,  each  followed 
by  pain,  swelling,  and  locking  of  the  joint.  As 
tuberculosis  is  apt  to  develop,  the  leading  English 
surgeons  advise  operation. 

The  X-ray  helps  merely  to  differentiate  this  con- 
dition from  a  loose  osseous  body. 

In  the  surgical  treatment  the  greatest  care  must 
be  taken  to  assure  thorough  asepsis.  Usually  from 
three  to  four-fifths  of  the  cartilage  are  removed. 
The  joint  is  closed  layer  by  layer  with  interrupted 
sutures  of  plain  catgut  and  the  skin  closed  with 
silkworm  and  horsehair.  A  cast  is  then  applied 
for  seven  days. 

A  report  of  the  results  obtained  in  a  series  of  98 
cases  is  appended.  I.  E.  Bishkow. 

FRACTURES  AND  DISLOCATIONS 

Brewer,  I.  W.:  A  Record  of  the  Fractures  Among 
10,287  Men  Discharged  from  the  United  States 
Anmy  During  November,  December,  and  Part 
of  January,  1918  and  1919.  Boston  M.  &  5.  J., 

1919,  clxxx,  304. 

Advantage  was  taken  by  the  author  of  the  record 
of  fracture  cases  at  Camp  Humphreys  from  the 
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time  of  the  signing  of  the  armistice  to  Jan.  8,  1919. 
During  this  period  10,287  i^en  were  examined  for 
demobilization  and  a  tabulation  was  made  of  the 
fractures  that  had  been  sustained. 

The  total  number  of  fractures  was  665  (64 . 7  per 
thousand).  Of  these,  15.2  per  cent  were  fractures 
of  the  humerus;  14.8  per  cent,  Colles'  fractures; 
10.9  per  cent,  fractures  of  the  phalanges;  8.8  per 
cent,  fractures  of  the  clavicle;  8 .  2  per  cent,  fractures 
of  the  tibia;  7.7  per  cent,  fractures  of  the  femur; 
and  6 .  o  per  cent,  Pott's  fractures.  In  addition,  there 
was  one  fracture  of  the  malar  bone,  two  cases  of 
fractured  pelvis,  and  one  case  of  vertebral  fracture. 

The  table  gives  no  record  of  the  causes  of  the 
fractures.  The  report  of  the  Surgeon  General  in 
regard  to  the  6,469  fractures  which  occurred  during 
the  year  191 7  gives  the  causes  as  follows:  Falls, 
32.6  per  cent;  crushing  accidents,  8.5  per  cent; 
automobile,  7.6  per  cent;  by  animals,  5.9  per  cent. 
While  the  causes  here  reported  may  vary  from  those 
in  civil  life,  they  forcibly  present  the  importance  of 
measures  now  being  taken  by  public  health  boards 
to  prevent  the  classes  of  accidents  described. 

V.  E.  DUDMAN. 

McCarty,  F.  B. :  Fractures  of  the  Carpal  Scaphoid. 

Surg.  Clin.  Chicago,  1919,  iii,  371. 

Fracture  of  the  carpal  scaphoid  is  a  common  in- 
jury infrequently  diagnosed  and  consequently 
followed  by  permanent  disability  of  the  wrist.  The 
economic  loss  resulting  from  more  or  less  marked 
permanent  impairment  of  the  wrists  of  men  in  in- 
dustrial pursuits  makes  essential  the  careful  ex- 
amination of  the  carpal  bones  in  every  injury  at  or 
about  the  wrist-joint.  The  signs  of  this  fracture 
are  distinct  and  characteristic,  so  that  diagnosis 
from  physical  examination  alone  is  not  difficult. 
In  an  out-patient  clinic,  23  cases  were  encountered 
in  a  period  of  two  months,  and  in  each  instance  the 
diagnosis  was  made  previous  to  X-ray  examination. 

Fracture  of  the  carpal  scaphoid  is  essentially  a 
fracture  occurring  in  adult  men  and  results  from 
direct  violence  transmitted  through  the  hand, 
rarely  by  a  blow  directly  over  the  bone.  There 
is  usually  a  history  of  a  fall  backward  with  the 
hand  and  arm  rigidly  outstretched,  so  that  the 
full  force  of  the  impact  was  received  on  the  ball 
of  the  thumb,  the  hand  being  hyperextended  and 
deviated  toward  the  ulnar  side. 

The  scaphoid  has  roughly  the  shape  of  a  hollowed- 
out  crescent  with  blunt  ends  and  a  constricted  neck 
near  the  middle.  The  proximal  half  is  almost  en- 
tirely articular  while  the  distal  portion  is  largely 
fixed  by  ligamentous  attachments.  Thus,  with 
the  hand  extended  and  deviated  toward  the  ulnar 
side,  the  long  axis  of  the  scaphoid  lies  almost  directly 
in  line  with  the  forearm,  and  the  entire  force  of  the 
blow  is  transmitted  through  it.  Fracture  usually 
occurs  at  the  narrowest  and  weakest  part,  which  is 
the  middle  of  the  arch,  and  may  be  clean-cut  or 
comminuted  and  compacted,  the  former  being  the 
rule. 


The  symptoms  of  simple  scaphoid  fracture  are, 
in  general,  those  of  sprain  of  the  wrist  without 
accompanying  physical  signs  of  sprain.  The  pain 
is  of  moderate  severity  but  very  persistent,  especially 
when  the  hand  is  in  hyperextension  and  adduction. 
Sharp  pain  is  also  elicited  on  pressure  directly  up- 
ward against  the  ball  of  the  thumb.  Tenderness  is 
definitely  limited  to  the  region  of  the  bone  itself. 

The  limitation  of  motion  is  characteristic,  hyper- 
extension and  lateral  motion  being  limited.  The 
swelling  in  a  fracture  of  this  kind  is  limited  entirely 
to  the  dorsilateral  surface  of  the  wrist. 

Old  untreated  or  improperly  treated  cases  of 
fracture  show  persistence  of  all  of  the  signs  of  fresh 
fracture,  less  marked  but  still  demonstrable.  This 
is  due  to  the  fact  that  such  cases  rarely  obtain  bony 
or  adequate  fibrous  union,  and  the  upper  fragment 
persists  as  an  entirely  articular  body,  loosely  at- 
tached and  subject  to  unusual  mobility  when  ex- 
tremes of  motion  or  force  are  attempted. 

In  the  diagnosis  there  are  four  lesions  which  must 
be  differentiated:  (i)  injury  to  the  soft  parts  — 
sprain;  (2)  injury  to  bone  above  the  radiocarpal 
joint;  (3)  injury  to  other  carpal  bones;  and  (4) 
separation  of  centers  of  ossification  in  a  normally 
ununited  scaphoid. 

To  be  effective  the  treatment  must  be  applied 
within  a  few  days  of  the  injury.  In  the  simple 
fracture,  fixation  of  the  wrist  is  all  that  is  necessary. 
Severe  comminution  may  require  open  operation. 
Even  in  severe  cases,  however,  an  attempt  at  re- 
duction should  be  made  first  without  incision. 
Moderate  impaction  is  a  highly  desirable  condition. 
When  the  fragments  of  the  scaphoid  are  dislocated, 
the  method  used  is,  first,  the  extension  and  adduc- 
tion of  the  hand;  second,  backward  pressure  with 
the  thumb  over  the  fragment;  third,  abduction  of 
the  hand;  and  fourth,  flexion  of  the  hand.  Arthritis 
is  a  common  and  distressing  complication. 

P.  H.  Kreuscher. 

Boppe:  A  Series  of  103  Thigh  Fractures  (A  propos 

d'une   serie  de   103   observations  de  fractures  de 
cuisse).  Rev.  de  chir.,  Par.,  1918,  Iv,  35. 

Of  the  103  war  thigh-fracture  cases  which  Boppe 
reports  as  treated  in  a  special  fracture  service,  30 
were  fractures  of  the  lower  third  of  the  thigh  (7. 
supra-  and  intercondylar;  32,  subcondylar) ;  37,  of 
the  middle  third;  18,  subtrochanteric;  7,  fractures 
of  the  mass  of  the  trochanter;  and  2,  fractures  of 
the  neck  of  the  femur.  They  came  to  the  author's 
service  either  directly  from  the  firing  line  or  the 
first-aid  station  or  through  a  clearing  station  at  the 
front  after  preliminary  operation. 

Generally  the  patients  were  in  good  condition. 
Of  89  cases  of  open  thigh-fractures,  8  reached  the 
author's  service  directly  from  the  front,  8  patients 
had  received  some  minor  treatment,  and  73  had  been 
operated  upon  for  surgical  clearance  and  dis- 
infection. 

Most  of  the  patients  were  evacuated  immediately 
in  Thomas  splints.    In  8  of  the  89  cases  of  open 
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fractures  no  further  operation  was  performed.  The 
results  were  5  recoveries.  3  failures,  and  i  subse- 
quent resection  of  the  hip.  In  these  instances  the 
patients  had  not  been  operated  upon  extensively  at 
the  front.  Other  procedures  and  results  in  the  cases 
reported  were  as  follows: 

In  6  cases  in  which  secondary  suture  was  per- 
formed there  were  5  successes  and  i  failure.  Of  14 
patients  whose  wounds  were  not  re-opened,  q  were 
evacuated  cured  and  5  with  fistula.  In  17  cases  in 
which  a  secondary  clearance  operation  was  neces- 
sary, good  results  were  obtained  in  15,  while  in  2, 
secondary  amputation  was  required.  Six  hip- 
resection  cases  gave  5  successes  and  i  failure.  Of 
4  patients  upon  whom  resections  of  the  knee  were 
performed,  i  died  from  late  tetanus,  and  i  from 
secondary  ha;morrhage.  Thirty-two  patients  were 
afebrile  when  discharged  and  in  excellent  condition, 
but  have  not  been  followed  sufficiently  long  to  war- 
rant a  definite  conclusion  as  to  the  final  outcome. 

During  the  period  of  six  weeks  in  which  the  103 
patients  were  under  observation  the  mortality  was 
7  per  cent.  Two  of  the  deaths  were  immediate,  and 
5,  secondary. 

In  the  author's  opinion,  fractures  of  the  thigh 
should  be  operated  upon  at  the  front  and  as  soon 
as  possible.  The  patients  should  then  be  evacuated 
to  a  special  hospital  for  further  treatment.  In 
support  of  this  conclusion  he  compares  the  results  of 
primary  operations  at  the  front  in  the  present  series 
with  those  of  similar  cases  which  were  dispatched 
from  the  front  to  a  rear  hospital  about  the  same 
distance  away.  In  the  first  series  the  patients 
usually  arrived  in  good  condition,  while  in  the 
second  many  of  the  men  on  arrival  were  haem- 
orrhagic  and  shocked  or  had  beginning  gas  gangrene 
and  in  spite  of  every  effort  a  considerable  number  of 
immediate  deaths  occurred. 

In  the  series  of  103  cases  under  consideration  the 
primary  operation  at  the  front  had  been  done  dur- 
ing a  period  of  intense  fighting.  The  author  there- 
fore believes  that  the  great  majority  of  such  frac- 
tures are  not  untransportable  and  that  if  the  thigh  is 
well  operated  upon,  well  immobilized,  and  well 
dressed,  the  patients  can  undertake  a  journey  with- 
out any  danger  within  a  few  days  following  the  pri- 
mary operation. 

In  the  author's  opinion  re-operation  should  not 
be  a  routine  procedure,  but  should  depend  upon  the 
clinical  course  of  the  wound.  Of  14  patients  not 
re-operated  upon,  9  left  the  hospital  one  month 
later  without  fistula  and  with  wounds  almost  healed. 

As  the  best  apparatus  for  immobilization,  the 
author  recommends  the  Thomas  splint.  Delbet's 
thigh-fracture  apparatus,  which  is  best  during 
treatment,  has  the  following  advantages:  (i)  it 
permits  or  rather  demands  walking;  (2)  it  is  well 
supported  and  scarring  is  exceptional;  (3)  the  func- 
tional results  obtained  by  its  use  are  uniformlj^ 
good  and  the  average  amount  of  shortening  is  only 
about  I  cm. ;  (4)  it  permits  good  anatomical  reduc- 
tion; (5)  as  walking  is  possible,  it  favors  consolida- 


tion; and  (6)  it  can  be  fixed  in  position  rapidly  and 
allows  easy  access  to  the  wound. 

Hoppc  docs  not  favor  the  use  of  suspension 
apparatus  which  he  believes  have  very  limited 
application  in  fractures  of  the  thigh. 

W.  A.  Brenn'ax. 

SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

LeConte,  R.  G. :  New  Methods  in  Amputations  and 
Prosthesis  of  the  Lower  Limbs.  U.  S.  Nav.  M. 
Bull.,  1919,  xiii,  244. 

In  order  to  obtain  the  best  ultimate  results  for 
mutilated  men,  close  collaboration  is  needed  between 
the  surgeon,  the  orthopedist,  the  manufacturer,  and 
the  technician.  The  research  work  would  be  advan- 
tageously centralized  in  one  institution  for  the  prop- 
er co-ordination  of  the  efforts  of  these  experts. 

A  highly  successful  system  of  treatment  for  men 
upon  whom  amputations  have  been  performed  was 
devised  by  Martin  of  LaPanne,  Bel^um,  and  des- 
cribed by  him  in  a  recent  contribution  to  prosthesis. 
This  system  provides  for  the  substitution  of  an  ex- 
act artificial  counterpart  of  the  missing  member  in 
addition  to  appropriate  treatment  of  the  stump  for 
the  maintenance  of  muscular  development  and  joint 
control. 

When  amputation  is  inevitable,  the  modern  sur- 
geon's attitude  in  the  treatment  is  governed  by  the 
following  considerations:  first,  the  saving  of  life; 
second,  the  preservation  of  all  tissue  that  will  aid  in 
actuating  the  artificial  limb,  and  third,  the  healing  of 
the  wound  in  the  shortest  possible  time  (two  to  four 
weeks)  so  as  to  preserve  the  function  of  the  joint 
above  and  the  muscles  controlling  it.  A  carefully 
molded  and  adjusted  provisional  apparatus  pier- 
mitting  the  patient  to  walk  immediately  on  both  legs 
and  thereby  guarding  against  the  loss  of  static  equil- 
ibrium is  then  fitted  without  further  delay  by  the 
orthopedist  and  for  the  following  reasons  represents 
an  indispensable  element  in  the  treatment:  It  per- 
mits immediate  walking,  replaces  the  mechanical  or 
manual  mobilization  of  the  stump  and  massage  of 
the  muscles  by  natural  and  agreeable  exercise,  ex- 
erts a  profound  influence  on  the  mental  attitude  of 
the  patient  toward  his  mutilation,  improves  the  gen- 
eral health,  permits  early  re-education  in  walking, 
and  exerts  on  the  stump  the  necessary  and  beneficial 
action  of  supporting  weight  which  hastens  its  shrink- 
age and  thereby  shortens  the  period  for  the  fitting  of 
the  artificial  limb.  The  construction  of  an  inexpen- 
sive and  highly  serviceable  temporary  apparatus  is 
described  in  LeConte's  article  the  purjK)se  of  which 
is  only  to  call  attention  to  the  monumental  and 
epoch-making  studies  of  Martin. 

When  the  stump  has  become  sufficiently  perma- 
nent, it  is  time  for  the  adjustment  of  the  artificial  leg 
which  must  copy  exactly  the  lines  and  measurements 
of  the  lost  leg  in  order  to  reproduce  its  functions. 
In  contradistinction  to  ordinary  artificial  limbs,  an 
anatomically  correct  apparatus  for  a  mid-thigh  am- 
putation stands  erect  and  as  firmly  on  the  ground  as 
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a  riding  boot  with  its  tree.  The  Belgian  artificial  leg 
is  the  only  one  that  reproduces  the  natural  static 
qualities  of  the  lower  limb  and  in  accomplishing  this 
it  reproduces  the  esthetic  qualities  also.  It  is  water- 
proof and  therefore  easily  cleaned.  It  can  be  made 
without  seeing  the  patient  if  the  proper  measure- 
ments and  projections  are  taken  and  accompanied  by 
a  cast  of  the  sound  limb  and  stump.  Its  mode  of  con- 
struction, the  materials  used,  and  the  articulations 
are  all  new  and  founded  on  scientific  principles  de- 
rived from  a  study  of  the  anatomy  and  physiology  of 
the  leg.  The  cost  of  the  limb  at  LaPanne  is  well  be- 
low that  of  the  American-made  leg.  The  length  of 
life  of  the  apparatus  is  at  present  unknown  but  there 
is  every  reason  to  believe  that  it  will  last  for  many 
years. 

To  Martin  belongs  the  credit  of  being  the  first  to 
place  the  rehabilitation  of  those  who  are  mutilated 
on  a  sound,  scientific  basis.  His  principle  is  the  re- 
production in  the  artificial  limb  of  all  the  curves, 
angles  of  deflection,  and  joint  axes  of  the  limb  lost, 
and  he  models  the  new  leg  on  the  measurements  and 
projections  of  the  leg  that  remains,  reversing  the 
projections  to  produce  its  counterpart.  The  stump 
enters  his  apparatus  in  its  normal  obliquity  down- 
ward and  forward,  and  in  actuating  the  artificial  leg 
the  muscles  which  control  the  movement  of  the 
stump  will  conform  to  -their  normal  movements  of 
walking.  I-'.  Robbtns. 

Mauclaire:  Bone  Grafts  to  Repair  Losses  of  Dia- 
physeal Substance  in  War  Wounds  (Les  greffes 
osseuses  pour  reparer  les  pertes  de  substance  dia- 
physaires  dans  les  cas  de  plaies  de  guerre) .  Prcsse 
med.,  1919,  xxvii,  212. 

Mauclaire  gives  a  short  review  of  bone  grafting 
for  the  repair  of  bone  defects,  especially  in  the 
long  bones. 

A  loss  of  diaphyseal  substance  not  exceeding  3 
cms.  he  calls  a  pseudarthrosis;  the  destruction  of 
more  than  3  cms.  he  designates  as  an  "extensive 
loss  of  substance." 

Owing  to  the  danger  of  infection,  a  bone  grafting 
operation  should  not  be  undertaken  until  at  least 
six  months  after  the  wound  has  cicatrized.  Mau- 
claire believes  that  the  length  of  a  graft  is  limited 
to  about  15  cms.  and  that  an  autograft  is  best. 

The  great  divergence  of  opinion  among  surgeons 
who  have  published  results  of  bone-graft  opera- 
tions may  be  explained  by  assuming  that  some  of 
these  authors  examined  grafts  which  were  well 
nourished  while  others  reported  regarding  those 
which  were  badly  nourished  (a  frequent  condition) 
and  therefore  ultimately  absorbed.  From  the 
viewpoint  of  function  there  is  no  doubt  that  when 
a  graft  is  well  nourished  it  really  "takes,"  or  is 
altered  or  entirely  replaced  by  new  bone. 

Mauclaire  describes  the  technique  of  (i)  total 
segmental  grafts,  (2)  partial  segmental  grafts, 
(3)  grafts  "en  plaques"  as  used  by  Codavilla, 
Albee,  and  others,  (4)  central  intramedullary 
grafts,  and  (5)  pediculated  bone  grafts. 


During  the  operation  the  most  rigorous  asepsis 
is  necessary  and  the  surgeon's  rubber  gloves  must 
be  changed  several  times.  The  graft  should  not 
be  touched  except  with  the  forceps,  all  fibrous 
tissue  must  be  carefully  removed,  and  ha?mostasis 
must  be  perfect.  Trauma  to  the  tissues  must  be 
avoided  as  much  as  possible.  To  obtain  good 
consolidation  the  graft  should  be  implanted  in 
the  medullary  canal  from  above  downward.  In 
spite  of  all  precautions,  however,  the  bone  may 
bleed  and  a  hajmatoma  result.  After  the  grafting 
has  been  completed  the  limb  should  be  immobilized. 

The  immediate  results  are  not  always  satisfactory 
Ha;matomata  are  frequent  and  sometimes  a  small 
fistula  persists. 

In  a  paper  presented  by  Mauclaire  to  the  Societe 
de  Chirurgie  in  Paris  he  collected  the  reports  of 
128  cases  of  segmental  grafts  for  war  wounds. 
These  were  nearly  all  autografts  and  72  were 
successful.  In  24  of  his  own  cases  of  segmental 
grafts  Mauclaire  obtained  successful  results  in  8. 
These  were  cases  of  very  extensive  losses  of  sub- 
stance or  other  diflftcult  conditions. 

If  the  graft  is  badly  nourished  it  undergoes 
osteoporosis  and  even  fracture.  A  fractured 
graft  will  not  consolidate.  If  the  graft  is  well 
nourished,  it  thickens  and  may  hypertrophy. 

Mauclaire  discusses  also  the  other  methods  of 
repairing  extensive  losses  in  the  long  bones,  point- 
ing out  the  defects  in  each.  While  in  numerous 
cases  osteoperiosteal  grafts  have  given  very  good 
results  and  are  easier  to  execute  than  segmental 
grafts,  the  latter  are  far  superior. 

Mauclaire  believes  that  bone  grafting  as  a 
surgical  method  is  only  in  its  infancy;  that  later 
on,  the  indications  for  different  types  of  bone  grafts 
will  multiply  and  in  the  coming  years  surgeons  will 
specialize  in  bone  grafting.  W.  A.  Brennan. 

Ghalier,  A.:  Treatment  of  Bone  Fistulae  of  War 
Wounds  (La  guerison  des  fistules  osteopathiques 
de  guerre).    Lyon  chirurg.,  1918-1919,  xv,  732. 

Chalier  reports  32  cases  of  bone  fistulae  in  which 
he  obtained  recoveries  after  extensive  opening-up 
operations.  The  whole  fistula  and  the  surrounding 
cicatricial  tissue  of  the  soft  parts  were  excised, 
the  bone  tract  widely  opened  up,  and  splinters  and 
all  diseased  tissue  removed  until  healthy  bone  was 
reached.  The  bone  was  then  smoothed  oflF  and  the 
operation  ended  by  primary  suture.  In  dealing  with 
the  bone  the  subperiosteal  method  was  employed. 
In  a  few  cases  it  was  necessary  to  remove  the  sutures, 
but  in  only  one  was  there  a  recurrence  of  the  fistula. 

W.  A.  Brennan. 

Andrews,  E.  W. :  Multiple  Drilling  of  Fractures — An 
Old-Fashioned  Operation  Revised.  Surg.  Clin. 
Chicago,  1919,  iii,  243. 

The  complications  and  drawbacks  to  the  use  of 
plates  and  foreign  bodies  in  simple  fractures  of 
the  long  bones  are  far  too  common.  Because  of 
the  fact  that  in  the  best  of  clinics  the  use  of  Lane 
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plates  and  Parham-Martin  bands  has  given  a 
large  percentage  of  infections  and  unsatisfactory 
results,  the  author  made  a  study  of  Lane's  method. 

According  to  Lane's  technique,  nothing  except 
steel  instruments,  thoroughly  sterilized,  touches 
the  inside  of  the  wound;  no  fingers,  however  care- 
fully gloved  and  no  needle  or  thread  which  has 
touched  the  finders;  nothino;  but  the  steel  instru- 
ment goes  within  the  skin.  This  means  that  all  liga- 
tures must  be  knotted  with  a  pair  of  forceps  and 
that  all  needles  must  be  threaded  without  handling. 

In  spite  of  the  greatest  care,  however,  the 
author  found  no  absolute  immunity  from  secondary 
infection  in  the  use  of  bone  plates,  wires,  bands, 
and  intramedullary  pegs.  Therefore,  it  was 
necessary  to  seek  some  substitute  for  the  routine 
use  of  these  crude  appliances. 

Two  cases  are  cited:  a  fracture  at  the  lower 
third  of  the  tibia  and  one  at  the  middle  third 
of  the  radius.  In  both  of  these  the  Parham-Martin 
band  was  used.  Both  were  cases  of  non-union,  with 
the  bones  in  perfect  apposition.  The  non-union 
is  attributed  to  the  cutting  off  of  the  nutrition  by 
the  powerful  band.  In  both  instances  the  band 
had  to  be  removed  and  the  author  resorted  to  the 
multiple  drilling  operation,  according  to  the 
method  of  Brainerd,  a  pioneer  surgeon  of  Chicago 
and  the  West,  who  early  discovered  that  all  un- 
united fractures  could  be  made  to  mend  by  per- 
forating their  adjacent  ends  with  multiple  drill 
holes. 

The  drilling  is  done  between  the  opposing  frag- 
ments, but  usually  it  is  a  mere  perforation,  pref- 
erably in  an  oblique  direction,  from  one  fragment 
across  to  the  other.  In  this  way  from  six  to  twenty 
small  holes  were  made  to  irritate  the  ends  of  the 
fragments.  This  procedure  was  carried  out  through 
two  small  skin  punctures  and  the  wound  im- 
mediately sealed  after  the  drilling  was  completed. 
Within  a  few  days  after  such  treatment,  rapid 
hyperplastic  irritation  and  new  bone  formation 
took  place.  In  ten  to  fourteen  days,  if  there  was  no 
sharp  osteitis  and  swelling  around  the  broken 
ends,  the  drilling  was  repeated.  Thus  in  one  or 
two  stages  the  exudation  of  the  provisional  callus 
was  so  stimulated  that  rapid  bony  union  fo^wed. 

The  author  now  uses  an  electric  rotary  hand- 
drill  through  a  single  opening,  drilling  about  a 
dozen  holes  obliquely  from  one  fragment  to  an- 
other. Ordinarily,  a  general  anaesthetic  must  be 
employed.  The  subsequent  application  of  a  cast 
is  not  always  necessary.  A  cast  is  not  required, 
for  example,  in  fractures  of  the  tibia  when  the 
fibula  is  intact  and  acts  as  a  splint. 

P.  H.  Kreuscher. 

Mauclaire:  The  Various  Tendon  Operations  to 
Remedy  Radial  Paralyses  (Les  di£f6rentes  opera- 
tions tendineuses  pour  remedier  aux  paralysies 
radiales).   Rev.  d'orthop.,  1919,  vi,  413. 

The  author  gives  the  histories  of  six  cases  in 
which   he  performed  tendon   transplantations  to 


remedy  radial  paralyses  resulting  from  war  injuries. 
The  technique  adopted  was  the  anastomosis  of  the 
tendons  of  the  long  and  short  palmar  muscles  and 
the  anterior  cubital  to  the  common  extensor  of 
the  fingers  and  the  extensor  of  the  thumb,  the 
anterior  cubital  tendon  being  sutured  to  the  two  in- 
ternal tendons  of  the  common  extensor  and  the 
tendons  of  the  long  and  short  palmars  to  its  two 
external  tendons.  These  two  packets  of  extensor 
tendons  were  then  sutured  together.  The  tech- 
nique is  a  slight  modification  of  that  originally 
practised  by  Hoffa. 

A  tendon  operation  of  this  kind  may  be  primary 
when  there  is  a  very  extensive  loss  in  the  radial 
nerve  and  it  is  not  intended  to  perform  a  direct 
nerve  operation.  As  a  secondary  operation  it  is 
indicated  in  wounds  with  radial -nerve  disruption 
in  which  after  a  long  period  there  are  no  signs 
whatever  of  regeneration  of  the  function  of  the 
nerve  affected. 

As  immediate  results  the  operation  has  made 
possible  slight  movements  of  the  wrist  and  pha- 
langes even  after  a  few  days.  The  end-results 
are  most  satisfactory,  but  while  extension  of  the 
hand  is  quite  suflBicient,  flexion  has  not  been  complete. 
This  disturbance  in  flexion  is  noticed  especially 
when  the  operation  is  performed  late. 

The  author  believes  that  for  radial  paralysis 
tendon  anastomosis  is  preferable  to  grafting  a 
strip  of  fascia  lata  into  the  wrist,  arthrodesis 
of  the  wrist,  nerve  anastomosis,  or  the  use  of  the 
most  perfect  orthopedic  apparatus. 

W.  A.  Brennax. 

Batten,  H.  E. :  Treatment  of  Drop  Wrist  by  Tendon 
Transplantation.    Med.  Press,  1919,  cvii,  3;^^. 

In  drop  wrist  due  to  injury  of  the  musculospiral 
nerve  or  injury  to  the  muscle  bellies  of  the  extensor 
muscles  of  the  forearm,  tendon  transplantation  gives 
a  very  good  result  when  the  median  and  ulnar  nerves 
are  intact  and  the  flexor  muscles  are  normal.  If  the 
musculospiral  nerve  has  not  lost  much  substance, 
end  to  end  suture  may  be  done  in  preference  to  ten- 
don transplantation. 

The  muscles  chosen  for  transplantation  are  the 
pronator  radii  teres,  the  flexor  carpi  radialis,  and 
the  palmaris  longus.  The  tendons  of  these  muscles 
are  sutured  into  the  tendons  of  the  extensor  muscles. 
Early  motion  is  encourajjed  thou-h  a  splint  is  used. 
The  latter  is  removed  daily  in  order  to  instruct  the 
patient  in  the  use  of  the  new  muscles. 

I.  E.  BiSHKOW. 

Yvert,  A. :  New  Case  of  Inter- Ilio  or  Ilio- Abdominal 
Disarticulation  for  Osteosarcoma  of  the  Pelvis 

(Nouveau  cas  de  desarticulation  inter-ilio  ou  ilio- 
abdominale  pour  ost6o-sarcome  du  bassin).  Rev. 
de  chir.,  Par.,  1918,  Iv,  93. 

The  author  gives  the  clinical  history  of  a  case  of 
an  enormous  sarcomatous  tumor  of  the  right  iliac 
region  for  the  eradication  of  which  he  performed 
an  inter-ilio  or  Uio-abdominal  disarticulation.    This 
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case  was  that  of  a  young  man  aged  i8  years  who  had 
no  history  of  traumatism  or  other  circumstance 
which  mio'ht  account  for  the  presence  of  the  tumor. 
While  surgical  treatment  gave  only  a  slight  chance 
for  recovery,  death  would  have  been  certain  within 
a  few  months  without  such  treatment.  The  patient 
stood  the  long  operation  well  and  made  a  good 
recovery  from  the  anaesthesia,  without  evidence  of 
shock,  but  sank  and  died  of  syncope  a  few  hours 
later. 

The  tumor  was  14  cms.  deep  and  17  cms.  wide. 
Histological  examination  showed  it  to  be  a  fibro- 
sarcoma. 

In  his  review  of  the  literature  the  author  found 
only  16  similar  cases.  In  13,  the  disarticulation  was 
done  for  osteosarcoma.and  in  3,  for  coxalgia.  In  10, 
death  followed  immediately  or  rapidly;  in  2,  there 
was  a  temporary  respite  with  recurrence  after  five 
or  six  months;  and  in  4,  recoveries  which  were  con- 
sidered definite.  Adding  together  the  deaths  which 
occurred  immediately  or  after  very  early  recurrence, 
the  mortality  was  75  per  cent. 

From  the  point  of  view  of  the  conditions  for  which 
the  operation  was  .performed  the  author  found  that 
in  13  tumor  cases  there  were  q  immediate  deaths, 

2  recurrences,  and  2  definite  recoveries,  while  in  the 

3  cases  of  coxalgia  there  was  i  immediate  or  early 
death  and  2  definite  recoveries. 

Pagenstecher  mentions  24  of  this  type  of  case  in 
which  7  of  the  patients  survived.  The  author  can- 
not verify  these  figures,  but  if  they  are  correct  the 
prognosis  is  much  less  unfavorable  than  in  the 
statistics  here  given.  He  believes  that  if  interven- 
tion were  carried  out  in  two  stages  it  might  be  more 
successful. 

In  a  similar  case  reported  by  Morestin  the 
hip  was  first  disarticulated  and  the  inter-ilio- 
abdominal  operation  performed  a  year  later.  This 
operation  was  for  coxalgia  and  the  patient  made 
a  definite  recovery. 

The  author  discusses  the  justifications  for  the 
operation  and  its  indications  and  contra-indications. 
In  his  opinion  it  is  the  surgeon's  duty  to  give  the 
patient  even  a  slender  chance  of  life  in  an  otherwise 
hopeless  condition  whenever  there  is  no  absolute 
contra-indication  from  verified  metastases  or  the 
general  condition. 

The  operation  under  discussion  is  itself  quite  well 
established  in  all  its  details  and  the  technique  may 
be  varied  according  to  the  clinical  conditions  pres- 
ent. It  is  the  only  means  which  offers  a  chance  of 
life  when  the  pelvic  tumor  is  too  far  advanced  to 
be  treated  by  partial  or  total  pelvic  resection. 

In  technique  the  author  prefers  the  haemostatic 
method  of  Momburg  to  the  use  of  Esmarch's 
haemostatic  band.  Haemostasis  can  be  improved 
also  by  the  administration  of  chloride  of  calcium 
before  the  operation.  Shock  is  the  great  cause  of 
death,  and  if  in  the  future  this  can  be  obviated,  the 
greatest  obstacle  to  the  successful  issue  of  inter- 
ilio-abdominal  disarticulation  will  be  removed. 

W.  A.  Brennan. 


Steindler,  A.:  Report  on  Forty-Eljjht  Cases  of 
Tendon  Transplantation  of  the  Foot.  Physio- 
logical Method.  J .  Orthop.  Surg.,  1919,  iv,  187. 

The  author  has  previously  emphasized  the  ad- 
visability of  preserving  the  physiological  integrity  of 
the  tendon  in  transplantation  and  surgical  ma- 
nipulation and  especially  of  preserving  or  reconstruct- 
ing the  normal  gliding  apparatus  of  the  tendon. 
In  addition,  the  mesotendon  of  certain  tendons  should 
be  preserved  for  the  sake  of  their  nutrition.  In 
other  woras,  stripping  procedures  should  be  avoided 
as  they  predispose  to  degeneration.  In  many  cases 
extensive  tendon  transplantations  should  be  super- 
ceded by  arthrodesis. 

Tendon  transplantation  in  the  ankle  resolves 
itself  into  three  or  four  problems  because  only  a  few 
tendons  have  mesotendons  lending  themselves  to 
transplantation. 

In  paralysis  of  the  tibialis  anticus  alone  or  com- 
bined with  slight  paralysis  of  the  extensor  tendons  of 
the  foot,  the  extensor  longus  hallucis  is  substituted 
for  the  tibialis  anticus.  If  the  tibialis  posticus  is 
capable  of  function,  the  weaker  extensor  hallucis 
may  be  substituted  satisfactorily  for  the  tibialis 
anticus. 

In  paralysis  of  the  tibialis  posticus  the  long  flexors 
of  the  toes  which  lie  in  the  same  sheath  are  substi- 
tuted. 

In  paralytic  pes  calcaneus  of  moderate  degree 
only,  with  paresis  of  the  gastrocnemius,  the  peroneal 
tendons  are  substituted.  An  incision  made  midway 
between  the  outer  edges  of  the  tendo  achillis  and  the 
posterior  edge  of  the  peroneal  tendons  aflfords  access 
to  both,  and  side-to-side  attachment  can  be  effected 
without  interfering  with  the  mesotendon. 

The  technique  for  substituting  the  peroneus  longus 
for  a  paralyzed  tibialis  anticus  has  been  described 
by  Leo  Mayer.  The  peroneus  longus  muscle  and 
tendon  are  isolated  by  a  long  incision,  liberated  high 
up,  inserted  into  the  sheath  of  the  tibialis  anticus, 
and  anchored  in  the  scaphoid. 

For  combined  paralysis  of  the  tibialis  anticus  and 
posticus,  a  double  operation  is  performed,  the  ex- 
tensor longus  hallucis  being  substituted  for  the 
tibialis  anticus,  and  the  flexor  of  the  big  toe  for  the 
tibialis  posticus. 

In  paralysis  of  the  tibialis  anticus  and  gastroc- 
nemius the  extensor  hallucis  is  substituted  for  the 
tibialis  anticus  and  the  peroneal  for  the  gastroc- 
nemius. In  paralysis  of  the  tibialis  posticus  and  gas- 
trocnemius the  flexor  of  the  great  toe  is  substituted 
for  the  tibialis  posticus  and  the  peroneal  for  the 
gastrocnemius.         , 

In  cases  of  triple  paralysis  a  triple  transplantation 
is  done,  i.  e.,  the  extensor  hallucis  is  substituted  for 
the  tibialis  anticus,  the  flexor  hallucis  for  the  tibialis 
posticus,  and  the  peroneal  for  the  gastrocnemius. 

Aside  from  its  disregard  of  physiological  principles, 
the  main  reason  that  tendon  transplantation  has 
fallen  into  disrepute  is  the  fact  that  the  method  has 
been  unduly  applied  to  cases  in  which  arthrodesis 
was  indicated.  L.  C.  Donnelly. 
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SURGERY  OF  THE   SPINAL   COLUMN  AND   CORD 


Sachs,  E. :  Some  Observations  on  Spinal  Cord  Sur- 
gery, with   Demonstration  of  Specimens.     /. 

Missouri  M.  Ass.,  1919.  xvi,  log. 

Forty-five  cases  are  reported.  Most  of  the  patients 
had  had  their  symptoms  a  long  time.  In  practically 
every  case  there  was  spasticity  of  the  loyver  limbs, 
and  in  many,  sensory  disturbances. 

Bright  yellow  fluid  obtained  on  lumbar  puncture 
indicates  the  presence  of  a  tumor.  Pain  is  not  a  com- 
mon symptom.  Para?sthesia  is  observed  frequently. 
The  element  of  time  is  not  of  so  much  importance 
in  the  prognosis  as  the  rate  of  growth  of  the  tumor 
and  its  pathologic  type. 

Intramedullary  tumors  are  rare.  All  extramedul- 
lary  tumors  are  operable  and  the  majority  are  benign, 
differing  from  cerebral  tumors.  In  27  cases  in  which 
operation  was  performed  the  diagnosis  of  tumor  was 
erroneous  in  3.  The  mortality  from  operation  was 
9^4  per  cent. 

In  Q  cases  a  posterior  root  section  for  spasticity 
was  done. 

The  last  group  discussed  were  cases  of  fracture 
of  the  spine.  When  in  this  condition  there  is  com- 
plete paraplegia,  operation  should  be  performed 
in  the  first  twenty-four  hours.  I.  E.  Bishkow. 

De  Martel,  I.:  The  Operative  Treatment  of  Tu- 
mors of  the  Spinal  Cord  and  Its  Membranes; 
20  Personal  Cases  (Le  traitement  operatoire  des 
tumeurs  de  la  moelle  et  de  ses  enveloppes,  d'apres 
vingt  cas  personnels).  Bull,  et  mem.  Soc.  de  chir. 
de  Par.,  1919,  xlv,  511. 

Attention  is  called  to  the  necessity  in  these  cases 
for  very  close  collaboration  between  a  thoroughly 
skilled  neurologist  and  the  surgeon. 

General  ana:sthesia  by  chloroform  or  ether  should 
be  employed,  ether  being  preferred.  The  patient 
should  be  placed  in  ventral  decubitus. 

Before  beginning  to  operate  it  is  necessary  to 
seek  the  spinal  processes  corresponding  to  the 
tumor  with  the  greatest  care.  The  accurate  localiza- 
tion of  the  site  of  the  tumor  and  the  determina- 
tion of  the  corresponding  spinal  processes  are 
most  important,  for  upon  these  depends  the  possi- 
bility of  making  a  strictly  limited  laminectomy. 

When  the  vertebral  canal  is  opened  it  should 
be  catheterized  with  a  very  soft  pliable  catheter. 
Great  caution  must  be  observed  in  opening  the  dura. 
It  should  be  incised  only  when, the  contents  of  the 
dural  sac  cannot  be  evacuated  by  puncture. 
Placing  the  patient  in  a  position  somewhat  anal- 
ogous to  the  Trendelenburg  position  does  not 
obviate  accidents.  If  the  spinal  fluid  does  not 
flow  satisfactorily,  the  use  of  the  catheter  should 
be  continued  until  the  obstacle  is  removed. 

The  exploration  of  the  spinal  cord  and  its  mem- 
branes is  the  most  delicate  and  crucial  stage  of  the 
operation.   It  is  here  that  the  skill  and  experience 


of  the  surgeon  will  be  especially  tested.  An  intra- 
medullary tumor  may  be  unnoticed  by  an  inex- 
perienced surgeon,  as  it  is  difTicult,  if  not  impossible, 
to  describe  the  very  slight  changes  of  form,  con- 
sistency, and  appearance  in  the  cord  which  are 
caused  by  such  a  tumor.  In  order  to  free  an 
anterior  tumor  the  vertebral  column  should  be 
resected  as  much  as  necessary  to  relax  the  com- 
pression on  the  cord  and  enucleate  the  tumor 
as  easily  as  possible. 

Soft  tumors  can  be  aspirated.  As  regards 
intermedullary  tumors,  the  author  does  not  quite 
agree  with  Elsberg's  opinion  as  to  the  zones  in 
which  the  cord  should  be  incised.  From  his  own 
experience  he  has  found  that  a  cord  which  con- 
tains a  tumor  is  so  deformed  that  the  area  where 
the  incision  should  be  made  cannot  be  determined 
within  I  or  2  mms. 

The  liberation  of  the  tumor  ought  be  done 
very  gently.  It  is  at  this  stage  of  the  procedure 
that  the  complications  occur  which  usually  end 
in  death.  Of  greatest  importance  here  is  the  con- 
stant observation  of  the  blood  pressure.  Fatal 
cases  usually  show  a  rapid  fall  in  the  pressure 
accompanied  by  hyperthermia,  both  of  which  result 
from  irritation  of  the  cord.  The  tumor  should 
never  be  dragged  in  removing  it. 

After  the  operation  and  closure,  hypophysis 
extract  should  be  administered.  The  operation 
should  be  performed  in  a  room  kept  at  37  degrees 
and  the  operative  field  irrigated  with  warm  serum. 
Throughout  the  operation  a  Pachon  blood-pressure 
apparatus  should  be  attached  to  one  of  the  patient's 
limbs.  If  a  sudden  drop  is  observed  while  manipu- 
lating the  cord  the  operation  should  be  stopped 
until  the  pressure  recovers. 

Short  histories  of  the  author's  20  cases  are 
given.  Eleven  of  the  patients  recovered  and  9  died, 
a  mortality  of  45  per  cent.  W.  A.  Brexnax. 

Guyot  and  Mauclaire:  Traumatic  and  Lateral 
Luxation  of  the  Second  Lumbar  Vertebra; 
Reduction  Under  General  Anaesthesia  (Luxa- 
tion traumatic  et  lat^rale  de  la  2®  vertebre  lom- 
baire;  reduction  sous  anesthesie  gen^rale).  Rev. 
d'orthop.,  1919,  vii,  397. 

Traumatic  luxations  of  the  lumbar  vertebrae  are 
very  rare,  many  of  the  reported  cases  being  in  re- 
ality fractures  with  very  marked  displacement  of  the 
fragments.  Since  the  introduction  of  radiography, 
however,  luxations  have  been  clearly  demonstrated. 
Pieri  recently  collected  14  such  cases  from  the 
literature,  7  of  which  were  anterior  lumbar  luxations, 
and  7,  lateral  luxations. 

The  authors  report  a  clinically  and  radiographical- 
ly  demonstrated  case  of  complete  luxation  between 
the  second  and  third  lumbar  vertebrae  with  lateral 
displacement  of  the  second  vertebra  to  the  right 
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completely  disassociating  it  from  the  superior 
vertebra. 

The  luxation,  which  was  the  result  of  trauma,  was 
reduced  under  ether,  by  opposing  traction  upon  the 
spinal  column  and  direct  traction  upon  the  limbs 
and  the  application  of  a  plaster  cast  including  the 
thorax,  pelvis,  and  lower  limbs  as  far  as  the  knees. 
The  traction  upon  the  limbs  was  continued  during 
the  fixing  of  the  plaster  cast. 

Five  months  after  operation  when  the  patient 
left  the  hospital  the  spine  was  quite  straight  and  not 
painful,  and  extensive  movements  of  the  trunk  were 
possible.  W.  A.  Brennan. 

Kidd,  F. :  The  Treatment  of  the  Bladder  in  Gun- 
shot Injuries  of  the  Spinal  Cord.  Brit.  M.  J., 
1919,  i,  397. 

Before  the  war  the  medical  profession  seemed  to 
be  obsessed  with  the  idea  that  very  little  could  be 
done  for  those  who  had  suffered  gunshot  injuries 
of  the  spinal  cord  which  affected  the  bladder.  This 
was  because  the  old  teaching  was  based  largely  on 
inadequate  observation  and  false  assumptions. 

It  was  commonly  taught  th^t  the  bladder  once 
paralyzed  was  unlikely  to  recover;  that  the  trophic 
nerves  to  the  bladder,  being  damaged,  cystitis  and 
pyelitis  were  almost  inevitable;  that  an  automatic 
bladder  was  an  extreme  rarity;  and  that  patients 
with  injured  spinal  cords  seldom  recovered  from 
their  paraplegia. 

The  author  states  that  in  this  condition  it  is  worth 
while  making  every  effort  to  secure  a  clean  auto- 
matic bladder.  Only  by  so  doing  can  the  chief  causes 
of  death  be  done  away  with  and  the  patient  enabled 
to  live  a  life  of  comfort.  In  some  favorable  cases 
recovery  from  the  paraplegia  may  be  hoped  for. 

The  author  presents  an  abstract  of  the  researches 
of  Head  and  Riddoch  and  states  that  their  work 
has  shown  how  to  make  use  of  mass  reflexes  in  gun- 
shot wounds  of  the  spinal  cord  and  thus  abolish  the 
necessity  for  the  permanent  use  of  the  catheter. 

To  obtain  an  automatic  bladder  the  paralyzed 
bladder  must  never  be  permitted  to  become  over- 
distended  and  stretched  and  must  be  guarded 
against  severe  infection. 

During  the  war  the  practice  has  been  to  deal  with 
the  paralyzed  bladder  in  cases  of  gunshot  wounds  of 


the  spinal  cord  by  passing  a  catheter  intermittently, 
performing  a  suprapubic  cystotomy,  or  by  emptying 
the  bladder  at  frequent  intervals  by  massage  and 
pressure  above  the  pubes. 

The  author  has  used  the  method  of  the  "tied  in 
catheter"  which  he  states  is  best  fitted  to  establish 
an  automatic  bladder. 

In  intermittent  catheterization  there  is  grave 
danger  to  life  from  cystitis  and  pyelitis  and  the 
bladder  wall  becomes  stretched  because  of  over-dis- 
tension. Subsequently,  because  of  sepsis  and  stretch- 
ing, the  bladder  wall  is  transformed  into  a  fibrous 
envelope  which  loses  its  power  to  contract  auto- 
matically forever. 

Suprapubic  cystotomy  is  followed  by  severe 
cystitis  with  consequent  pyelitis  or  stone  formation. 
Moreover,  even  if  the  automatic  bladder  becomes 
established,  it  is  difficult  to  get  the  suprapubic 
fistula  to  heal  permanently. 

The  method  of  mechanical  expression  by  pressure 
and  massage  may  diminish  the  danger  of  infection, 
but  must  be  carried  out  four  times  a  day,  and  this 
demands  much  time  and  patience  on  the  part  of  the 
surgeon  and  nurses. 

The  author's  method  of  "the  tied  in  catheter" 
saves  the  surgeon's  time,  renders  the  nursing  less 
arduous,  and  adds  to  the  patient's  comfort.  There 
is  no  bleeding  of  the  urethra,  no  stretching  of  the 
bladder,  sepsis  is  mild  and  easily  controlled,  the  urine 
can  be  kept  acid  so  that  stones  do  not  form,  and 
pyelitis  is  less  likely  to  supervene.  It  is  necessary 
to  change  the  catheter  only  twice  a  week. 

In  six  to  eight  weeks,  if  the  bladder  has  not  been 
stretched  and  has  not  become  too  septic  and  if  in 
other  respects  the  patient's  general  condition  is 
good,  it  will  be  found  that  automatic  flushing  of  the 
bladder  has  become  well  established,  and  the  need 
for  further  catheterization  and  lavage  can  be  largely, 
if  not  wholly,  dispensed  with. 

In  any  lesion  of  the  spinal  cord  above  the  cauda 
equina,  an  automatic  bladder  becomes  established 
in  three  to  six  weeks,  or  occasionally  in  a  little 
longer  time,  if  the  bladder  is  not  allowed  to  become 
over-distended. 

The  patient  can  learn  to  induce  automatic  flush- 
ing by  tickling  the  skin  of  the  abdomen  or  by  deep 
breathing.  V.  C.  Hxjnt. 
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McMurray,  T.  P.:  Discussion  of  the  Indications, 
Technique,  and  Results  of  Transplantation  in 
Gunshot  Injuries  of  Nerves.  J.  Orthop.  Surg., 
1919,  i,  125. 

Tendon  transplantation  is  the  author's  operation 
of  choice  in  cases  in  which  nerve  suture  has  failed 
or  cannot  be  performed.  When  there  is  a  loss  of 
muscle  or  the  nerves  have  been  exposed  in  septic 
fields  for  long  periods,  nerve  suture  is  of  no  value. 


Fore-arm:  In  the  fore-arm  there  are  three  muscles 
which  may  be  used  for  transplantation  without  loss 
of  power,  the  flexor  carpi  radialis,  the  flexor  carpi 
ulnaris,  and  the  pronator  radii  teres.  The  prob- 
lems met  with  are  injuries  of:  (i)  the  musculospiral 
nerve;  (2)  the  ulnar  nerve;  and  (3)  the  median  nerve. 

In  injuries  of  the  musculospiral  nerve  the  pronator 
radii  teres  is  usually  inserted  into  the  extensor  carpi 
radialis    brevior    and    longior.     The    flexor    carpi 
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radialis  and  flexor  carpi  ulnaris  are  also  used,  the 
former  being  inserted  into  the  two  extensors  of  the 
thumb  and  the  extensor  of  the  index  fm^er  and  the 
latter  into  the  common  extensors  of  the  fingers. 
After  the  operation  the  hand  is  maintained  in  dorsi- 
flexion  with  the  fingers  flexed  ten  degrees. 

In  many  cases  of  injuries  of  the  ulnar  nerve  no 
transplantation  is  required.  All  that  can  be  done 
in  the  way  of  transplantation  is  to  sew  the  two  outer 
tendons  of  the  flexor  profundus  median  to  its  two 
inner  tendons. 

Tendon  transplantation  in  injuries  of  the  median 
nerve  consists  in  inserting  the  extensor  carpi  radialis 
longior  into  the  flexor  longus  poUicis.  In  such  in- 
juries the  thumb  is  often  quite  useless. 

Shoulder-joint :  Tendon  transplantation  for  paral- 


ysis of  the  deltoid  is  not  successful  and  an  arthrodesis 
of  the  shoulder  joint  is  much  better. 

Lower  limbs:  In  cases  of  iniury  to  the  anterior 
crural  nerve  with  paralysis  of  the  quadriceps,  which 
is  usually  partial,  the  author  recommends  the  use 
of  the  biceps  alone  or  the  semitendinosus  and 
gracilis.  Many  persons  with  injury  of  this  kind, 
however,   recover  spontaneously. 

The  treatment  of  injury  of  the  external  popliteal 
nerve  is  tenodesis  of  the  tibialis  anticus  and  peroneus 
brevis. 

When  the  internal  popliteal  nerve  is  injured 
splints  should  be  used  to  keep  the  foot  from  dorsi- 
flexion,  and  the  inner  border  of  the  tendo  achillis 
should  be  fixed  through  a  hole  in  the  bone. 

C.  C.  Chatterton. 


MISCELLANEOUS 


CLINICAL    ENTITIES— TUMORS,    ULCERS,    AB- 
SCESSES, ETC. 

Johnson,  W,:  Symptoms  of  Hyperthyroidism 
Observed  in  Exhausted  Soldiers.  Brit.  M.  J., 
1919,  i.  335- 

Notes  w-ere  made  on  50  cases  near  the  front  in 
1917.  The  author  mentions  Cannon's  experimental 
work  on  the  relation  of  internal  secretions  to  the 
emotional  state  and  especially  the  increased  activity 
of  the  adrenal  and  thyroid  glands.  He  expresses 
the  belief  that  the  exhausted  condition  of  soldiers 
who  had  been  subjected  to  the  strain  of  prolonged 
fighting  might  be  due  to  the  pathologic  effect  of 
excessive  stimulation  of  the  glands  of  internal 
secretion. 

In  the  group  observed,  7  patients  presented  a 
frank  picture  of  Grave's  disease,  and  43,  some  degree 
of  exophthalmos.  Only  one  gave  a  history  of  thy- 
roid trouble.  Their  ages  ranged  between  23  and 
35  years.  AH  had  lost  weight  and  were  sleepless  and 
easily  worried  and  excited.  The  skin  was  pale, 
moist,  and  often  cyanotic,  and  the  pulse  varied  wide- 
ly with  e\:ertion.  A  temporary  functional  murmur 
associated  with  slight  dilatation  was  sometimes 
noted.  The  reflexes  were  generally  exaggerated 
and  a  tremor  was  almost  constantly  present. 

Under  proper  care,  with  rest  and  good  food, 
marked  improvement  was  noted  within  ten  days, 
although  some  of  the  patients  showed  signs  of 
hyperthyroidism  after  several  weeks. 

The  author  suggests  that  possibly  many  of  the 
patients  who  are  classified  at  the  base  hospital  as 
suffering  from  psychoneuroses  may  have  previously 
passed  through  a  pathologic  state  due  to  overstimu- 
lation of  the  ductless  glands.  E.  M.  Miller. 

Bayliss,  W.  M.:    General  Discussion  on  Shock. 

Proc.  Roy.  Soc.  Med.,  Lond.,  1919,  xii,  i. 

The  following  is  a  brief  summary  of  the  conclu- 
sions drawn  by  the  Special  Investigation  Committee 


of  the  Medical  Research  Committee  of  the  Royal 
Society  of  Medicine  to  co-ordinate  work  on  shock 
and  allied  conditions  during  the  war. 

Bayliss  defines  traumatic,  surgical,  or  secondary 
shock  as  a  state  of  collapse  associated  with  low 
blood  pressure  which  produces  a  deficient  circula- 
tion of  blood  and  deprives  the  tissues  of  the  neces- 
sary supply  of  oxygen.  "Primary  shock"  or  "col- 
lapse" as  referred  to  by  Crile  is  doubtless  of  nervous 
origin,  is  analogous  to  fainting,  and  differs  from  the 
latter  only  by  its  greater  severity  and  longer  dura- 
tion. Low  blood  pressure  is  the  most  important 
feature  and  when  the  pressure  is  restored  the  other 
symptoms  disappear. 

It  has  gradually  come  to  be  realized  that  the  chief 
factor  in  shock  is  a  deficiency  in  the  volume  of  blood 
in  circulation.  It  is  probable  that  the  blood  is  held 
up  somewhere  in  dilated  areas  of  the  vascular 
system,  and  by  a  process  of  exclusion  it  is  assumed 
that  the  region  in  question  is  the  capillaries. 

By  experimentation  it  has  been  found  that  injury 
of  large  masses  of  muscular  tissue  is  especiall}' 
liable  to  produce  shock.  When  the  thigh  muscles 
of  a  cat  are  crushed  a  fall  of  blood  pressure  fol- 
lows. This  phenomenon  does  not  originate  in  the 
central  nervous  system,  for  cutting  the  cord  above 
the  origin  of  the  nerves  of  the  limb  does  not  prevent 
the  fall  of  blood  pressure,  while  clamping  the 
artery  and  vein  does  prevent  it.  Some  chemical 
product  of  the  injured  tissue  must  be  the  responsible 
agent. 

It  has  been  demonstrated  that  a  base,  histamine, 
has  the  remarkable  effect  of  powerfully  dilating  the 
capillaries  but  not  the  arterioles,  and  in  large  doses 
produces  a  condition  of  profound  shock.  It  is  be- 
lieved that  a  substance  of  this  kind  is  produced  in 
injured  and  disintegrating  tissues  and  is  augmented 
by  any  cause  tending  to  depress  the  circulation, 
such  as  cold,  anxiety,  fatigue,  thirst,  and  haemor- 
rhage. 

The  treatment  of  shock  is  obviously  to  increase 
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the  volume  of  blood  in  circulation,  This  may  be 
(lone  by  transfusion  of  blood  or  the  introduction  of 
saline.  The  addition  of  sodium  bicarbonate  or  cal- 
cium salt  has  no  special  elTect,  but  a  colloid,  such  as 
i;um  arable,  attracts  water  by  its  osmotic  pressure 
and  thus  keeps  the  solution  in  the  blood  vessels  for  a 
IonG;cr  period  of  time.  A  6  to  7  per  cent  solution  of 
sodium  bicarbonate  in  a  o.g  per  cent  sodium  chloride 
solution  is  correct.  The  haemoglobin  may  be  re- 
duced to  25  per  cent. 

In  actual  practice  all  patients  in  shock  are  put  to 
bed,  made  warm,  and  given  plenty  of  water  to  drink. 
If  not  improved  in  thirty  minutes,  750  cc.  of  warmed 
<?um  saline  is  given  intravenously.  If  benefit  is 
(lerived  in  thirty  minutes,  another  750  cc.  of  gum 
solution  is  given,  but  if  no  improvement  is  noted 
from  the  first,  a  transfusion  of  blood  is  prescribed 
instead  of  a  second  injection  of  the  gum  saline. 

In  his  discussion  of  the  paper.  Dale  stated  that 
in  his  opinion  the  most  probable  cause  of  shock  is 
the  presence  of  a  toxin  with  an  action  analogous  to 
that  of  histamine.  Products  showing  this  type  of 
action  have  been  extracted  from  almost  all  of  the 
organs  of  the  body.  They  are  present  in  great 
abundance  in  the  small  intestines  and  appear  to  be 
set  free  readily  from  almost  any  tissue  as  the  result 
of  injury  or  even  arrest  of  the  circulation. 

Histamine  causes  the  same  paradoxical  features 
as  those  seen  in  secondary  shock.  It  produces  a 
contraction  of  all  plain  muscle,  including  that  of  the 
arteries  and  arterioles,  but  at  the  same  time  causes 
a  vasodilatation  of  the  capillaries  and  a  marked 
fall  in  the  arterial  pressure.  Loss  of  plasma  into  the 
tissues  is  indicated  by  the  rapid  rise  in  the  per- 
centage of  corpuscles  in  the  blood.  Under  normal 
conditions  only  a  limited  portion  of  the  capillary 
network  is  serving  at  an}'^  one  moment  and  a 
simultaneous  opening  up  of  the  whole  network  would 
practically  empty  the  heart  and  large  vessels. 

Malcolm's  contention  in  the  discussion  was  that, 
whether  caused  by  an  irritant  circulating  in  the 
tissues  or  by  direct  stimulation  of  sensory  nerves  in 
the  course  of  an  injury,  the  vascular  changes  char- 
acteristic of  shock  are  brought  about  reflexly  through 
the  nervous  system.  Stimulation  of  the  sensory 
nerves  results  in  a  contraction  of  the  blood-vessels 
throughout  the  body,  and  the  simplest  as  well  as 
the  most  complete  explanation  of  the  phenomena  of 
uncomplicated  surgical  shock  is  found  in  the  view 
that  its  primary  change' is  a  reflex  contraction  of  the 
blood  vessels  proportionate  in  degree  to  the  in- 
tensity of  the  irritation  of  the  sensory  nerves.  A 
profound  degree  of  shock  may  be  brought  about  in- 
stantaneously, too  quickly  it  seems  to  be  explained 
by  any  other  than  nervous  origin. 

The  conception  of  shock  as  arising  primarily  from 
a  redex  vascular  contraction  extending  from  the 
periphery  to  the  center  fully  explains  every  change 
that  is  known  to  take  place  in  that  condition.  The 
tensely  contracted  vessels  fully  account  for  the 
blanched  appearance  of  the  skin,  the  collapsed  condi- 
tion of  the  patient,  the  fall  in  temperature,  and 


death,  if  death  occurs.  This  bloodless  condition  of 
the  skin  docs  not  interfere  with  the  action  of  the 
sweat  glands  which  secrete  profusely,  the  patient's 
bed  often  being  soaked  with  moisture.  The  sweat 
glands  functionate  without  reference  to  the  circula- 
tion, as  proved  by  the  fact  that  they  may  be  made 
to  functionate  in  the  foot  of  a  dead  cat.  The  starva- 
tion of  tissue  is  also  a  sufficient  cause  of  the  acidosis 
of  shock,  the  state  of  acidosis  being  a  result,  not  a 
cause.  The  great  fall  in  blood  pressure  is  not  in- 
consistent with  a  contracted  state  of  the  vascular 
system  in  the  presence  of  a  great  reduction  of  fluid 
in  the  vessels,  the  plasma  having  escaped  into  the 
tissues  and  part,  at  least,  having  been  lost  in  the 
sweat.  Malcolm  took  issue  with  the  statement  of 
the  research  committee  in  their  report  that  "if  in 
wound-shock  the  lost  blood  is  not  in  the  arteries  and 
probably  not  in  the  veins,  it  must  be  mainly  stag- 
nant in  the  capillaries."  He  asked  why  it  should 
not  be  mainly  out  of  the  blood  vessels  altogether. 

Wallace  called  attention  to  the  resemblance  be- 
tween shock,  peritonitis,  haemorrhage,  and  intoxica- 
tion from  gas  gangrene.  Patients  suffering  from 
gas  gangrene  and  presenting  all  the  appearances  of 
shock  are  relieved  in  a  few  hours  by  amputation 
of  the  gangrenous  limb  or  the  ablation  of  the  in- 
fected muscle.  Other  patients  presenting  the  typi- 
cal picture  of  shock  exhibit  but  slight  injuries,  as 
proved  at  postmortem.  Therefore  it  would  seem 
that  beside  toxaemia,  loss  of  heat,  and  loss  of  blood, 
still  another  factor  must  be  sought  as  the  cause  of 
shock. 

Mott  stated  that  in  the  brains  of  patients  suffer- 
ing from  shell  shock  haemorrhages  into  the  sheaths 
of  the  vessels  and  minute  scattered  haemorrhages 
into  the  brain  substance  have  been  found.  This 
bleeding  was  due  to  the  rupture  of  very  small 
vessels  and  not  to  a  hyaline  thrombosis  of  terminal 
arteries  such  as  is  present  in  shell  shock  with  gas 
poisoning.  In  wound,  burn,  and  shell  shock,  there 
is  evidence  of  engorgement  of  the  veins  of  the 
meninges  and  substance  of  the  brain  associated  with 
venous  and  capillary  stasis.  Still  more  marked  is  the 
evidence  of  anaemia  characterized  by  empty,  col- 
lapsed vessels  with  dilated  peri-adventitial  spaces. 
In  only  two  cases  was  fatty  embolism  found  and 
then  in  insufficient  degree  to  account  for  the  fatal 
shock. 

Walker  discussed  the  treatment  of  shock  in  civil 
practice.  Whether  the  patient  is  affected  with  shock 
or  haemorrhage,  the  blood  volume  drops  to  60  or 
even  50  per  cent  of  its  original  amount  and  the 
treatment  consists  primarily  in  keeping  up  the  fluid 
reserve  by  transfusion  and  the  injection  of  a  liter 
or  more  of  saline  with  2  per  cent  of  sodium  bicar- 
bonate. In  addition  to  this,  a  continuous  rectal 
saline  is  given  and  as  much  fluid  as  the  patient  can 
take  by  mouth.  The  anaesthetic  is  important,  gas- 
oxygen  followed  by  oxygen  for  half  an  hour  being 
the  best  method  of  bringing  the  blood  pressure  back 
to  normal. 

In  regard  to  transfusions.  Bond  has  observed  that 
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when  the  blood  sera  of  different  persons  are  in- 
cubated together  they  vary  greatly  in  their  action 
on  foreign  leucocytes.  If  this  is  true  in  transfused 
blood,  the  question  of  compatibility  arises  not  only 
in  regard  to  the  action  of  a  serum  on  the  red  cells 
but  also  in  regard  to  its  action  on  the  leucocytes 
-of  the  donor. 

Arbuthnot  Lane  has  always  held  that  shock  is  a 
condition  of  acute  intestinal  auto-intoxication,  the 
responsible  factor  being  the  large  amount  of  toxic 
material  carried  from  the  small  intestines  to  the 
liver  through  the  portal  circulation.  In  his  experi- 
ence in  this  war  he  has  noticed  that  the  amount  of 
shock,  and  its  consequences  have  borne  a  direct  re- 
lationship to  the  degree  of  infection  of  the  gastro- 
intestinal tract. 

Lockhart-Mummery  in  discussing  the  paper 
stated  that  there  are  several  different  physiological 
conditions  which  are  often  described  as  surgical 
shock.  The  shock  seen  in  the  operating  room  is  one 
thing  and  the  vasomotor  theory  of  its  causation  is 
correct.  It  can  be  entirely  avoided,  but  when  it 
does  occur  it  is  best  treated  by  morphia,  pituitary 
extract,  complete  rest,  warmth,  and  the  adminis- 
tration of  fluids.  Toxic  shock,  such  as  that  seen  in 
cases  of  burns,  infections  from  gunshot  wounds, 
etc.,  is  quite  another  thing,  and  being  a  toxaemia, 
is  best  treated  by  flooding  the  tissues  with  fluids. 
He  took  issue  with  the  members  of  the  committee 
who  held  that  shock  is  essentially  a  toxaemia,  since 
in  certain  types  of  cases  there  is  no  cause  for  toxae- 
mia. He  maintained  that  the  weakest  point  in  this 
theory  is  that,  no  new  methods  of  treatment  have 
been  suggested.  P.  W.  Sweet. 

Porter,  W.  T. :  Fat  Embolism  Shock  is  Not  Ex- 
plained by  Embolism  of  the  Lungs.  Boston  M. 
&*  S.  J.,  1919,  clxxx,  531. 

In  February,  191 7,  Porter  demonstrated  that 
the  fall  of  arterial  pressure  and  the  other  symptoms 
of  wound  shock  can.be  produced  by  the  injection 
of  neutral  olive  oil  into  the  external  jugular  vein. 

In  May  and  June  of  that  year  observations  made 
at  the  Massif  de  Moronvillers  and  the  Chemin  des 
Dames  confirmed  the  statement  made  to  the 
author  at  the  Carrel  Hospital  in  Compiegne,  that 
shock  is  most  frequent  after  shell  fracture  of  the 
femur  and  after  multiple  wounds  through  the 
subcutaneous  fat,  i.  e.,  conditions  in  which  much 
fat  enters  the  blood  with  resultant  infarction  of 
the  lungs,  the  brain,  and  other  organs. 

These  facts  led  to  the  conclusion  that  fat  embol- 
ism is  the  most  frequent  cause  of  wound  shock 
upon  the  battlefield. 

Shortly  thereafter  several  physiologists  and 
many  surgeons  denied  that  fat  embolism  could 
properly  be  called  a  cause  of  wound  shock.  The 
results  were  to  be  explained,  they  believed,  by 
embolism  of  the  lungs.  This  contention  was  com- 
pletely overthrown  in  July,  1918,  however,  when 
shock  was  produced  by  the  infarction  of  the  vasom- 
otor region   through   the  injection  of  a   minute 


quantity  of  oil  (o.i  cc.  per  kilo)  into  the  central 
end  of  the  vertebral  artery.  In  sections  stained 
with  scarlet  red,  vessels  of  the  vasomotor  region 
were  seen  to  be  plugged  with  oil. 

It  has  seemed  worth  while  to  prove  also  by  two 
other  methods  that  fat  embolism  shock  cannot  be 
explained  by  embolism  of  the  lungs. 

By  the  first  of  these  methods  shock  is  produced 
by  injections  through  the  central  end  of  the  carotid 
artery.  This  may  excite  surprise.  Not  long  ago, 
an  experimenter  of  repute  strengthened  the  case 
for  embolism  of  the  lungs,  as  he  thought,  by 
failing  to  produce  shock  by  means  of  injections 
of  oil  into  the  central  end  of  the  carotid  artery. 
His  failure  to  lower  the  blood  pressure  by  embolism 
of  the  brain  seemed  to  leave  the  field  clear  for 
embolism  of  the  lungs.  He  could  hardly  have 
forgotten,  however,  that  the  vasomotor  region  is 
supplied  by  the  basilar  artery  and  not  by  the  car- 
otid. 

The  second  of  the  two  new  methods  compares  two 
procedures,  A  and  B,  in  each  of  which  0.5  cc.  of 
neutral  olive  oil  per  kilo  of  body  weight  is  injected 
into  the  external  jugular  vein  of  cats.  The  rate  of 
inflow  is  about  i  cc.  in  15  seconds. 

In  Series  A  both  carotid  arteries  were  closed 
but  both  vertebral  arteries  were  free.  As  a  rule 
shock  resulted.  In  Series  B  both  carotid  arteries 
were  free  but  both  vertebral  arteries  were  closed. 
Shock  seldom  resulted. 

The  three  methods  described  lead  to  the  same 
conclusion.  Fat  embolism  shock  is  not  explained 
by  embolism  of  the  lungs,  G.  E.  Beilby. 

Moure,  P.,  and  Sorrel,  E.:  The  Surgical  Complica- 
tions Following  Exanthematous  Typhus  (Las 

complications  chirurgicales  consecutives  au  typhus 
exanthematique) .  /.  de  chir.,  Par.,  1919,  xv,  156. 

The  authors  refer  to  the  epidemic  of  typhus  which 
occurred  in  Roumania  in  191 7.  Owing  to  the  cold 
and  famine,  those  convalescing  from  typhus  were  in 
such  a  condition  of  misery  that  they  easUy  became 
victims  of  secondary  infections. 

The  majority  of  the  surgical  complications 
following  exanthematous  typhus  were  of  a  suppura- 
tive type  due  to  secondary  bacterial  infection, 
particularly  by  the  streptococcus.  The  point  of 
origin  of  these  streptococcal  infections  was  usually  a 
scar  or  buccopharyngeal  ulceration.  Gangrene  is 
excepted.  Obliterating  arteritis  is  perhaps  due  to 
some  still  unknown  bacterium. 

The  clinical  aspect  of  all  these  complications  is 
generally  subacute.  As  a  rule  the  prognosis  is  based 
on  the  general  state  rather  than  the  local  condition. 
The  exhausted  fever  patients  die  from  the  lack  of 
strength  to  react  against  the  infection.  Treatment 
must  therefore  include  the  improvement  of  the 
general  condition  as  well  as  local  treatment.  The 
local  treatment  varies  with  the  circumstances  and 
must  be  given  in  stages  depending  upon  the  patient's 
condition.  General  anaesthesia  should  be  avoided 
and  when  necessary  should  be  short. 
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In  all  suppurative  collections  after  evacuation  of 
the  pus  and  curettage  of  the  area  the  authors  have 
employed  the  Dakin-Carrel  method  of  irrigation 
which  they  found  disinfected  the  operative  wound 
sufficiently  to  enable  them  to  proceed  to  secondary 
suture  in  spite  of  the  presence  of  streptococci.  It 
is  possible  that  the  bacteria  were  not  highly  virulent 
or  that  owing  to  repeated  infections,  the  patients 
had  acquired  a  certain  degree  of  immunity. 

The  authors  give  details  and  illustrations  of  the 
laryngeal,  ocular,  subcutaneous,  gangrenous,  and 
other  types  of  typhus  complications,  especially 
gangrene  of  the  lower  extremities. 

W.  A.  Brennan. 

Kouindjy,  P. :  Physiotherapy  in  the  Treatment  of 
Osteomata.    N.  York  M.  J.,  1919,  cix,  709. 

Two  cases  of  osteomata  of  the  lower  extremities 
not  due  to  fracture  and  cured  by  physiotherapeutic 
methods  are  reported. 

Case  I.  The  patient  had  had  an  operation  for 
club  foot  when  three  weeks  old,  and  at  7  years  of 
age,  a  tenotomy.  During  military  exercises  pain 
was  felt  in  the  tendo  achillis.  After  a  wound  was 
received  in  the  leg  this  pain  recurred  and  the 
X-ray  showed  the  presence  of  abnormal  deposits  of 
bone.  The  treatment  consisted  of  hot  baths,  mas- 
sage, manual  movements,  and  re-education  in  walk- 
ing. 

Case  2.  Osteoma  of  the  lower  part  of  the  femur 
following  a  shell  wound  in  the  thigh.  The  X-ray 
showed  the  presence  of  a  large  bony  mass  com- 
pletely separated  from  the  shaft.  Treatment  con- 
sisted of  massage  and  other  therapeutic  measures. 

The  etiological  factors  of  osteomata  are  syphilis, 
rheumatism,  chronic  arthritis,  and  traumatism. 
According  to  Reyneir's  theory,  the  production  of 
osteomata  in  the  tendons  is  due  to  the  fact  that  the 
latter  are  adherent  to  bone  substance  and  irritation 
results  in  proliferation  of  the  bone-cells  (osteo- 
blasts). C.  C.  Chatterton. 

BLOOD 

Charles,  R.,  and  Sladden,  A.  F.:  Resuscitation 
Worlc  in  a  Casualty  Clearing  Station,  Brit. 
M.  J.,  1919,  i,  402. 

This  report  deals  with  work  among  wounded  men 
received  in  a  tented  clearing  station  during  three 
weeks  of  activity  on  a  sector  of  the  western  front 
from  Sept.  27  to  Oct.  15,  igi8. 

Gas  and  oxygen  anaesthesia  given  by  means  of 
Boyle's  apparatus  was  a  very  great  aid  to  success- 
ful resuscitation  in  all  types  of  severe  shock. 

In  the  resuscitation  the  general  lines  of  such 
treatment  were  followed.  Warmth  applied  by  hot 
air  and  hot  water  bottles  was  the  first  and  most 
important  element.  The  quenching  of  thirst  by 
water,  sweetened  lemonade,  and  other  mild  drinks 
was  an  insistent  need  and  a  useful  aid.  Sedatives 
and  cardiac  stimulants  were  administered  when 
desirable.    When  possible,  morphine  was  not  given 


in  doses  larger  than  }4  gr-  nor  oftener  than  once  in 
twelve  hours. 

Intravenous  injections  were  used  largely  in  the 
worst  cases.  If  there  was  obvious  bleeding  not  con- 
trollable by  mechanical  means,  it  was  thought 
better  to  avoid  methods  which  would  increase  the 
blood  pressure.  Otherwise  gum  infusion  was  given 
unless  the  case  seemed  very  urgent,  when  blood 
transfusion  was  preferred.  Operation  was  always 
performed  as  soon  as  possible,  and  as  a  general  rule 
blood  transfusion  was  reserved  for  the  postoperative 
stage  when  all  bleeding  points  had  been  tied. 

For  practical  purposes  the  cases  of  patients  who 
died  within  forty-eight  hours  of  admission  have  been 
regarded  as  failures  from  the  standpoint  of  resusci- 
tation. The  later  deaths  were  not  regarded  as  resus- 
citation failures. 

Blood  transfusion  or  gum  infusion  was  given  in 
74  instances,  and  in  23  (31  per  cent)  was  unsuccess- 
ful. This  group  included  most  of  the  severe  wounds 
of  the  limbs  and  a  few  chest,  abdominal,  and  cranial 
cases.  Generally  the  patients  exhibiting  shock 
with  less  severe  haemorrhage  were  given  gum  infu- 
sion in  the  first  instance,  blood  transfusion  being 
withheld  unless  the  gum  did  not  cause  sufficient 
benefit.  To  patients  who  before  operation  were  in 
fair  condition,  but  on  whom  a  prolonged  operation 
was  expected  to  produce  more  shock,  gum  infusion 
was  given  with  satisfactory  results.  When  there  was 
evidence  of  severe  haemorrhage,  blood  was  given  as 
early  as  possible.  In  this  series  the  giving  of  blood 
was  therefore  restricted  to  a  class  of  patients  who 
were  in  worse  condition  than  those  to  whom  gum 
infusion  was  administered. 

In  a  few  postoperative  cases  in  which  gas-gangrene 
tissue  was  found,  a  solution  of  2  per  cent  sodium 
bicarbonate  and  6  per  cent  glucose  in  distilled  water 
was  given  with  benefit.  After  operation  in  abdominal 
cases,  and  in  some  major  amputations,  rectal  infu- 
sions of  5  per  cent  sodium  bicarbonate  and  5  per  cent 
glucose  were  used. 

In  the  transfusions  of  blood,  walking  wounded 
patients  acted  as  donors.  The  macroscopical  grouping 
test  was  made,  and  when  possible  a  donor  was 
procured  who  belonged  to  the  same  group  as  the 
recipient.  Otherwise  the  transfusion  was  made 
from  a  Group  IV  donor.  The  whole-blood  method 
with  the  Vincent  tube  and  the  citrate  methods  were 
used,  the  latter  more  commonly. 

From  a  review  of  this  collection  of  cases  it  can  be 
deduced  only  that  the  transfusion  of  blood  was 
distinctly  better  than  the  use  of  gum  infusion. 
While  a  certain  class  of  patients  receive  sufficient 
benefit  from  gum  infusion,  others  when  treated  with 
gum  infusion  fail  to  improve  but  show  great 
benefit  from  subsequent  blood  transfusion.  Some 
patients  in  pure  shock  without  loss  of  much  blood 
seem  to  derive  no  benefit  from  either  method. 

The  results  of  intravenous  treatment  show  a  uni- 
formly lower  percentage  of  failure  with  blood  than 
with  gum  infusion.  General  improvement  is  more 
obvious  ^ix  or  twelve  hours  later  than  immediately 
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following  the  treatment.  However,  the  author  has 
seen  no  ill  effects  ascribable  to  the  use  of  gum 
infusion.  V.  C.  Hunt. 

Ecker,  E.  E.:  Survey  of  Wassermann  Reactions 
Made  in  the  Serologic  Laboratory  of  the  City 
of  Cleveland.  Am.  J.  Syphilis,  1919,  iii,  260. 

This  article  reports  the  results  of  approximately 
10,000  Wassermann  tests  made  on  patients  with 
suspicious  histories  or  obscure  symptoms. 

The  tables  prepared  by  the  author  show  that 
syphilis  occurs  most  frequently  in  both  men  and 
women  between  the  ages  of  26  and  40.  Between  the 
sixteenth  and  twenty-lifth  years  the  incidence  is 
higher  in  females  because  of  their  earlier  maturity. 
The  percentage  of  positive  tests  was  23.71  in  males 
and  24. Q9  in  females.  Among  married  patients  the 
percentage  of  positives  was  27.48,  while  among 
those  who  were  unmarried  it  was  25.21.  The  per- 
centage of  positives  among  negroes  was  double  that 
among  whites.  I.  E.  Bishkow. 

Smythe,  G. :  Effects  of  Moderate  Exercise  on  Blood 
Pressure.   Praditiofter,  1919,  cii,  205. 

The  auscultatory  method  of  estimating  blood 
pressure  is  best.  Tests  were  made  on  men  in  the 
army  before  physical  training  and  after  an  hour  of 
physical  exercise.  The  pulse  rate  and  the  systolic 
and  diastolic  blood  pressure  were  determined.  The 
results  obtained  showed  that  the  average  pulse 
pressure  is  39  mms.  and  is  lowered  to  35  mms.  after 
exercise.  The  average  pulse  rate  in  the  series  was 
78  beats  per  minute,  both  before  and  after  exercise. 
The  average  systolic  blood  pressure  in  a  man  between 
the  ages  of  18  and  39  is  1 25  mms.  and  in  the  majority 
of  cases  is  lowered  after  moderate  exercise.  This 
decrease  is  caused  mainly  by  the  dilatation  of  the 
arteries  and  capillaries  and  not  by  fatigue  of  the 
heart  muscle.  The  average  diastolic  blood  pressure 
is  86  mms.  and  is  unaltered  by  exercise. 

The  effects  of  moderate  exercise  on  the  system 
are  beneficial  inasmuch  as  the  peripheral  dilatation 
caused  thereby  increases  the  warmth  of  the  skin 
and  promotes  perspiration  without  taxing  the  heart. 
After  physical  training  on  Swedish  lines,  the  man 
finishes  up  unexhausted  and  fresh.    1.  E.  Bishkow. 

Ward,  E.  H.  P.:  Tumors  of  the  Blood.  Med.  Rec, 
1919,  xcv,  434- 

The  author  refers  to  a  former  article  in  which  the 
view  was  advanced  that  all  tumors  are  due  to  an 
arrest  in  the  development  of  the  cells  of  the  tissue 
involved.  The  aberrant  cells  fail  to  function  nor- 
mally and  to  a  greater  or  less  degree  revert  to  the 
type  of  their  unicellular  ancestors. 

The  tumor  affects  the  general  organism,  first,  by 
the  failure  of  the  cells  to  perform  their  proper 
function;  second,  by  its  own  mechanical  effect  and 
that  of  its  metastases;  and,  third,  by  the  production 
of  toxins  due  to  altered  metabolism  and  the  degen- 
eration of  its  cells  and  their  supporting  tissues. 


Individual  cells  may  suffer  arrested  development 
just  as  entire  organs  may  fall  short  of  a  full  degree 
of  development,  and  those  thus  affected  form  the 
basis  of  tumors. 

An  arrest  in  the  development  of  the  cells  of  the 
blood  results  in  conditions  which  are  analogous  to 
tumors  from  other  diverted  cells. 

In  pernicious  ana;mia  there  is  proliferation  of  the 
erythroblastic  tissue  with  metastases  to  the  marrow 
of  the  long  bones  and  the  lymph  glands.  In  myeloid 
leukaemia  the  tumor  starts  in  the  bone  marrow, 
metastases  being  formed  in  the  lymph  glands, 
spleen,  and  other  organs.  In  lymphoid  leukaemia, 
the  original  tumor  is  in  the  lymph  glands,  and  there 
are  metastases  to  the  skin,  etc.  Hodgkin's  disease 
has  its  origin  in  the  lymph  glands  and  forms  metas- 
tases in  the  spleen,  long  bones,  liver,  kidney,  intes- 
tines, tonsils,  etc.  In  the  aplastic  type  of  pernicious 
anaemia,  there  is  a  simple  atrophy  of  the  blood- 
forming  tissues. 

In  all  tissues  except  the  most  highly  specialized 
arrested  development  results  in  the  abnormal 
presence  of  cells  which  if  normally  developed  would 
have  formed  the  normal  tissue  of  the  region  affected. 

Highly  specialized  tissue,  such  as  nerve  cells,  may 
exhibit  this  defect  in  a  derangement  of  function 
rather  than  a  derangement  of  form  and  manner  of 
growth.  An  example  of  this  is  senile  dementia 
which  is  comparable  to  the  cancer  of  old  age. 

Referring  to  the  essential  development  of  the 
individual  cell  from  an  amoeboid  form,  the  author 
states  that  that  reversion  toward  this  type  involves 
the  resumption  of  primitive  characteristics  which 
were  formerly  discarded,  chief  among  which  is  the 
property  of  multiplication.  This  property  persists 
as  the  lesion  advances  until  the  other  pathologic  fac- 
tors result  in  degeneration.  V.  E.  Dudman. 

Huck,  J.  C:  Changes  in  the  Blood  Immediately 
Following  Transfusion.  Bull.  Johns  Hopkins 
Hosp.,  1919,  XXX,  63. 

The  ever-increasing  use  of  transfusion  as  a  thera- 
peutic measure  has  stimulated  the  desire  to  obtain 
a  clear  explanation  of  the  various  changes  that 
follow  the  introduction  into  one  person  of  the  blood 
of  another.  Some  of  the  simplest  questions  raised 
by  this  procedure  however,  remain  still  unanswered. 
For  instance,  although  it  is  generally  known  that 
after  a  transfusion  the  haemoglobin  and  the  red 
corpuscle  values  are  increased,  the  exact  way  in 
which  the  increase  occurs  is  not  understood.  Many 
have  assumed  that  the  immediate  effect  is  entirely 
mechanical,  that  is,  that  the  blood  of  the  recipient  is 
altered  in  direct  proportion  to  the  quantity  of  blood 
introduced  just  as  though  the  two  had  been  mixed  in 
a  vessel  outside  of  the  body;  that  later,  reactions  on 
the  part  of  the  blood-forming  organs  come  into  play, 
and  these  then  take  part  in  determining  the  suc- 
ceeding change.  No  doubt  the  mechanical  and  re- 
active effects  are  both  important,  but  the  relative 
importance  of  each  is  not  clearly  defined.    The  an- 
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swer  to  this  question  will  be  of  practical  value,  be- 
cause it  will  influence  us  to  use  either  small  trans- 
fusions repeated  frequently  or  larger  transfusions 
given  at  longer  intervals. 

Certain  observations  already  at  hand  cast  con- 
siderable doubt  upon  the  view  that  the  immediate 
effects  of  transfusion  are  purely  mechanical  and 
lead  at  once  to  the  anticipation  that  these  effects 
will  be  neither  constant  nor  quantitative. 

In  the  investigation  reported,  transfusion  was 
performed  in  each  instance  by  a  modification  of  the 
citrate  method  of  Lewisohn  as  described  by  Syden- 
stricker,  Rivers  and  Mason.  Special  care  was  taken 
in  testing  the  donors  to  be  certain  that  the  bloods 
were  compatible.  The  amounts  of  blood  given  in 
different  cases  varied  from  250  cc.  to  1,250  cc.  Stud- 
ies of  the  blood  were  made  immediately  before  the 
injection,  immediately  afterward,  and  two  hours, 
five  hours,  and  about  twenty-four  hours  later.  In 
practically  all  of  the  cases,  these  time  intervals  were 
followed  rather  closely. 

Each  examination  consisted  of  counts  of  the  red 
cells  and  white  cells  and  a  differential  count  of  300 
white  cells.  Platelets  were  estimated  in  the  smears 
and  a  determination  was  made  of  the  haemoglobin. 
Notes  were  taken  also  on  the  morphology  of  the 
blood  cells.  The  counts  were  always  made  with  the 
same  instruments  and  by  the  same  observer  with 
the  same  reagents,  and  care  was  taken  to  draw  the 
blood  from  the  same  part  of  the  body  with  uniform 
punctures. 

The  effect  of  transfusion  was  studied  in  seven  cases 
of  pernicious  anaemia,  two  cases  of  idiopathic  pur- 
pura, four  of  benzol  poisoning,  five  of  secondary  an- 
aemia, and  two  of  Banti's  disease. 

The  responses  to  transfusion  were  extremely  vari- 
able. A  few  of  the  main  points  brought  out  were  the 
following: 

Red  blood  cells:  In  general,  following  the  injec- 
tion of  blood  there  was  an  immediate  increase  in  the 
red-cell  count,  the  striking  point  being  the  marked 
increase  which  in  many  cases  was  apparently  out  of 
proportion  to  the  quantity  of  blood  introduced. 

Haemoglobin:  The  haemoglobin  in  most  cases 
showed  a  uniform  rise  following  transfusion,  usually 
reaching  its  maximum  at  the  end  of  twenty-four 
hours.  In  some  cases  it  fell  slightly  after  the  initial 
rise.  The  changes  in  the  haemoglobin  did  not  run 
parallel  with  the  changes  in  the  red-cell  count,  as 
was  seen  best  from  the  variations  in  the  color  index. 

Leucocytes:  In  practically  every  case  following 
transfusion  there  was  some  increase  in  the  leucocytes. 
In  several  instances,  however,  they  remained  prac- 
tically stationary  or  even  fell.  These  relations  did 
not  seem  to  be  constant  in  any  particular  type  of 
case.  In  the  differential  count  the  most  striking 
change  was  the  increase  in  the  polymorphonuclear 
neutrophiles  which  was  striking  even  in  some  in 
which  there  was  little  change  in  the  total  leucocyte 
count. 

A  general  review  of  the  immediate  effect  of  trans- 
fusion upon  the  blood  count  in  20  cases  did  not  reveal 


any  constant  changes  following  the  procedure.  The 
point  of  practical  interest  and  importance  seems  to 
be  that  no. exact  mechanical  effect  can  be  demon- 
strated following  the  introduction  of  definite  quan- 
tities of  blood.  Whereas  in  a  general  way  it  may  be 
said  that  the  introduction  of  blood  raises  the  count, 
the  effect  is  essentially  a  biological  effect  which  in- 
volves the  redistribution  of  blood  in  the  body  and 
the  exact  nature  of  which  is  not  at  present  under- 
stood. G.  E.  Beilby.     . 

Bluemel,  C.  S.:  A  Simple  Method  of  Giving  In- 
travenous Infusions.  /.  Am.  M.  Ass.,  1919,  Ixxii, 
993- 

The  following  simple  technique  is  used  by  Bluemel 
in  giving  intravenous  infusions. 

Nine  grams  of  sodium  chloride  are  placed  in  each 
of  a  number  of  clean  quart  medicine  bottles.  The 
bottles  are  then  filled  to  the  1,000  cc.  mark  and 
closed  with  a  two-hole  stopper  in  one  hole  of  which 
is  a  glass  tube  reaching  to  the  bottom  of  the  bottle 
and  in  the  other  a  short  tube  projecting  a  short 
distance  inside  and  out.  The  solutions  are  then 
sterilized,  and  when  cooled  to  body  temperature  are 
ready  for  use. 

A  bottle  is  then  placed  in  a  sling  of  two  copper 
wire  loops  and  hung  in  an  inverted  position.  To  the 
projecting  glass  tubing  is  attached  6  or  8  feet 
of  sterilized  rubber  tubing  carrying  a  No.  17  or  18 
Luer  needle.  The  lumen  of  the  observation  tube 
is  expanded  at  one  point  of  the  sphere  to  act  as 
a  trap  to  arrest  the  air  bubbles.  A  haemostat  is 
clamped  to  the  rubber  tubing  a  few  inches  from  the 
observation  tube.  The  bottle  is  hung  from  2  to  5 
feet  above  the  patient  and  before  it  it  used  enough 
fluid  is  allowed  to  flow  through  the  needle  to  expel 
the  air  from  the  tubing. 

A  rubber  bandage  is  placed  around  the  patient's 
arm,  and  the  veins  are  distended  by  repeated  clench- 
ing of  the  fist.  A  suitable  vein  having  been  selected, 
the  site  is  sterilized  with  alcohol.  The  needle  is  then 
inserted  into  the  vein  with  a  single  thrust  and  when 
the  blood  appears  in  the  observation  tube,  the  rub- 
ber bandage  is  removed  and  the  haemostat  is  un- 
damped. An  insufficiently  distended  vein,  a  poorly 
illuminated  field  of  operation,  or  a  blunt  needle  will 
cause  difficulty  in  entering  the  vein.  After  the  needle 
is  withdrawn  a  wad  of  cotton  is  placed  at  the  site  of 
puncture  and  the  arm  held  elevated  for  few  minutes. 

F.  P.  Hammond. 

Ashby,  W.:  The  Determination  of  the  Length  of 
Life  of  Transfused  Blood  Corpuscles  in  Man. 

/.  Exp.  Med.,  1919,  xxix,  267. 

In  the  attempts  to  discover  the  length  of  time  that 
transfused  corpuscles  live  and  function,  several 
methods  have  been  employed.  Injection  of  nucleat- 
ed blood  corpuscles  (bird  and  frog)  into  animals 
having  non-nucleated  corpuscles  is  of  no  value  as, 
being  foreign  proteids,  they  are  destroyed. 

Re-injection  of  stained  corpuscles  also  involves  the 
question  of  reaction  against  a  foreign  body. 
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Changes  in  the  erythrocyte  count  in  normal 
animals  following  transfusion  indicate  that  trans- 
fused corpuscles  live  and  functionate  up  to  about 
nineteen  to  twenty-two  days.  This  method  of 
determining  the  length  of  life  of  the  transfused 
corpuscles,  however,  is  influenced  by  variation  in  the 
volume  of  the  blood. 

The  method  advanced  by  the  author  is  to  identify 
the  transfused  corpuscles  by  making  use  of  the  four 
blood  groups. 

From  the  agglutination  properties  of  the  four 
blood  groups,  it  is  known  that  persons  in  Group  I 
may  receive  the  blood  of  those  belonging  to  any 
other  group,  and  that  the  blood  of  those  belonging 
in  Group  IV  may  be  given  to  those  belonging  to 
any  of  the  other  groups.  In  transfusing  blood  of  an 
unlike  group  danger  arises  only  when  there  is  agglu- 
tination of  the  incoming  corpuscles,  the  transfused 
serum  being  too  much  diluted  when  mixed  with  the 
recipient's  blood  to  produce  agglutination  of  the 
latter's  corpuscles.  When  blood  the  corpuscles  of 
which  are  agglutinable  is  treated  with  serum 
capable  of  agglutinating  it,  the  agglutination  may 
be  made  practically  complete  if  sufficient  serum  is 
used. 

If  agglutinable  corpuscles  are  mixed  with  unag- 
glutinable  corpuscles,  either  by  transfusion  or  in  the 
test  tube,  a  large  number  of  free  corpuscles  are 
present  in  the  proportion  in  which  the  two  kinds  of 
corpuscles  are  mixed. 

By  taking  samples  of  a  patient's  blood  from  time 
to  time  after  transfusion  and  differentially  agglutin- 
ating the  corpuscles,  an  estimate  may  be  made 
from  the  number  of  unagglutinated  corpuscles 
present  as  to  the  length  of  time  the  transfused 
corpuscles  remain  in  the  circulation. 

The  technique  of  this  procedure  is  given  in  detail. 
It  was  found  that  a  mixture  of  blood  to  serum  in 
the  proportions  1:22  gives  the  maximum  agglutina- 
tion. Shaking  at  intervals  during  incubation  frees 
many  unagglutinable  corpuscles  that  would  be 
caught  in  the  clumps.  Keeping  the  blood  tubes  on 
ice  till  the  count  is  made  gives  more  uniform  results. 

Blood  is  taken  from  the  ear  in  a  white-cell  count- 
ing pipette  to  the  0.5  mark,  the  pipette  then  being 
filled  to  the  11  mark  with  the  agglutinating  serum 
to  which  a  4 . 4  per  cent  citrate  solution  has  been 
mixed  in  the  proportion  20:1.  The  whole  amount 
is  then  expelled  into  a  small  test  tube  and  shaken, 
a  1:22  mixture  of  blood  and  citrated  serum  being 
thus  obtained. 

This  mixture  is  incubated  at  37°  C.  for  forty 
minutes  with  thorough  shaking  every  ten  minutes 
and  left  in  the  ice  box  over  night.  After  thorough 
shaking,  a  count  is  made  on  the  red-cell  counting 
chamber,  and  the  number  of  unagglutinated  cells 
per  cubic  millimeter  of  blood  is  calculated. 

From  the  use  of  the  above  technique  and  further 
laboratory  tests,  the  methods  of  which  are  described 
minutely,  the  following  conclusions  are  drawn: 

I.  In  mixtures  of  corpuscles  of  different  groups 
it  is  possible  to  separate  the  corpuscles  practically 


quantitatively  by  treating  the  mixture  with  a  serum 
that  agglutinates  the  corpuscles  of  one  kind  and 
leaves  the  others  unagglutinated. 

2.  After  a  recipient  has  been  given  a  transfusion 
of  blood  of  a  group  other  than  his  own,  specimens 
of  his  blood  treated  with  a  serum  that  will  agglu- 
tinate his  corpuscles  but  not  the  transfused  cor- 
puscles show  the  presence  of  unagglutinated  cor- 
puscles in  large  numbers. 

3.  These  unagglutinated  corpuscles  which  appear 
in  the  recipient's  blood  after  such  a  transfusion  are 
the  transfused  corpuscles  and  their  count  is  a  quan- 
titative indicator  of  the  amount  of  transfused  blood 
still  in  the  recipient's  circulation. 

4.  The  life  of  the  transfused  corpuscle  is  long. 
having  been  found  to  continue  for  thirty  days 
and  more.  The  beneficial  results  of  transfusion 
are  without  doubt  due  primarily  not  to  a  stimulat- 
ing effect  on  the  bone  marrow,  but,  it  is  reasonable 
to  assume,  to  the  functioning  of  the  transfused  blood 
corpuscles.  V.  E.  Dudman. 

Tarr,  T.  S. :  Intravenous  Injections  in  Infancy. 
Advantages  of  the  Superior  Longitudinal  Sinus 
Route.   Arch.  Pediat.,  1919,  xxxvi,  72. 

After  doing  hundreds  of  vein  punctures  the 
writer  is  convinced  that  the  less  apparatus  required 
the  easier  and  safer  the  procedure.  He  uses  only 
an  ordinary  5  cc.  Luer  syringe  and  an  ordinary  21- 
or  even  23 -gauge  hypodermic  needle  an  inch  long. 
There  is  no  objection  to  an  i8-gauge  needle,  but  a 
needle  of  smaller  bore  causes  less  pain,  leaves  a 
smaller  bleeding  point,  and  has  always  been  found 
quite  large  enough. 

Practically  all  of  the  haemorrhagic  diseases  of  the 
new-born  are  amenable  to  treatment,  and  regardless 
of  the  infant's  condition  the  sinus  can  be  entered 
with  ease. 

Blood  serum  when  introduced  into  the  longitudinal 
sinus  acts  more  quickly  than  when  given  in  any  other 
way.  When  blood  transfusion  is  indicated  no  time 
is  to  be  lost,  and  the  sinus  route  is  by  far  the  easiest 
and  most  satisfactory. 

Diphtheria  antitoxin,  salvarsan,  dextrose  solu- 
tion, and  alkalies  may  also  be  given  in  this  way 
quickly  and  safely.  Camphor  in  oil  when  injected 
into  the  sinus  acts  almost  instantly.  In  cases  of 
diphtheria,  syphilis,  acidosis,  and  the  toxic  diarrhoeal 
diseases  which  occur  in  the  summer  months  the 
general  practitioner  should  not  hesitate  to  use  the 
sinus  route  for  the  administration  of  intravenous 
medication. 

The  conclusions  drawn  from  his  experience  the 
author  summarizes  as  follows: 

1 .  The  obtaining  of  blood  for  diagnostic  purposes 
from  the  superior  longitudinal  sinus  of  an  infant 
is  safe  and  practical. 

2.  An  ordinary  Luer  syringe  and  hypodermic 
needle  is  all  the  apparatus  required. 

3.  Transfusion  of  blood  by  way  of  the  sinus  route 
is  safe  and  can  be  done  by  the  general  practitioner 
in  the  average  home. 
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4.  Injections  of  medicinal  solutions  are  safe 
and  in  many  instances  the  solutions  thus  injected  act 
promptly. 

5.  The  use  of  the  sinus  route  need  not  be  con- 
sidered a  last  resort.  H.  J.  Van  den  Berg. 

Tompkins,  E.  H.,  Brittingham,  H.  H.,  and  Drinker, 
C.  K. :  The  Basal  Metabolism  in  Anaemia,  with 
Especial  Reference  to  the  Effect  of  Blood 
Transfusion  on  the  Metabolism  in  Pernicious 
Anaemia.   Arch.  Int.  Med.,  1919,  xxiii,  441. 

The  authors  draw  the  following  conclusions  from 
their  investigations:  Transfusion  in  anaemia  pro- 
duces a  diminution  of  metabolism,  pulse  rate,  and 
respiratory  activity,  a  drop  in  the  temperature  if  it 
has  been  elevated,  and  a  rise  in  the  percentage  of 
haemoglobin  and  the  simple  blood  count. 

The  data  suggest  that  the  metabolism  of  anaemic 
persons  is  dependent  on  two  contending  factors 
aside  from  any  effect  of  compensatory  muscular 
activity.  In  untreated  acute  cases  there  is  evi- 
dently some  type  of  stimulation  to  the  body  cells 
in  general,  the  amount  of  which  is  indicated  by  the 
fall  in  metabolism  after  transfusion.  In  addition, 
coincident  progressive  tissue  changes  tend  to  reduce 
the  metabolism  and  are  represented  by  the  dimin- 
ished metabolism  of  the  chronic  cases  and  the  low 
level  to  which  the  metabolism  falls  in  practically 
all  cases  after  transfusion.  Max  Kahn. 

BLOOD  AND  LYMPH  VESSELS 

Sencert,  L. :  Wounds  of  the  Trunk  Vessels  of  the 
Base  of  the  Neck  and  Their  Surgical  Treat- 
ment (Les  blessures  des  gros  troncs  vasculaires 
de  la  base  du  cou  et  leur  traitement  chirurgical) . 
/.  de  chir.,  1919,  xv,  loi. 

Wounds  of  the  large  vessels  at  the  base  of  the 
neck  are  infrequent  in  war  as  in  peace.  However, 
the  surgeon  may  be  required  to  treat  such  wounds 
under  the  following  conditions:  primarily,  at  the 
casualty  clearing  station  in  extensive  wounds  of  the 
neck  causing  serious  external  haemorrhages,  or 
restricted  wounds  complicated  or  not  by  arterial, 
venous,  or  arteriovenous  haematomata;  secondarily, 
either  at  the  casualty  clearing  station  or  at  the 
evacuation  or  base  hospital,  in  the  severe  com- 
plications occurring  suddenly  or  progressively  during 
the  evolution  of  apparently  simple  wounds  of  the 
base  of  the  neck;  and  finally,  in  cases  of  traumatic 
aneurisms  of  the  base  of  the  neck,  either  arterial  or 
arteriovenous. 

When  in  cases  of  wounds  at  the  base  of  the  neck 
with  the  signs  of  haemorrhage  a  swelling  is  present, 
the  diagnosis  of  haematoma  is  fairly  evident  and  its 
course  can  be  traced  with  a  certain  degree  of  accu- 
racy. If,  however,  no  swelling  is  present,  the  diagnosis 
of  a  wound  of  the  deep  vessels  is  very  difficult.  The 
neck  wound  may  be  small  and  the  haemorrhage, 
whether  external  or  internal,  insignificant  and  not 
referred  to  the  important  vessels  even  when  there  is 
a  serious  vascular  wound  which  is  manifested  only 


later  after  the  external  wound  has  cicatrized.  In  14 
cases  of  wounds  of  the  carotid  vessels  collected  by 
Makins,  5  deaths  resulted  from  secondary  haemor- 
rhage, while  in  7  cases  of  injuries  of  the  subclavian 
vessels,   2  deaths  occurred  from  the  same  cause. 

The  great  desideratum  in  all  vascular  injuries  is 
to  obtain  preventive  haemostasis,  but  this  involves 
the  possibiUty  of  being  able  to  make  a  sufficient 
surgical  exposure  of  the  vessels  involved.  Sencert 
describes  the  present  methods  of  exposing  the 
trunk  vessels  at  the  base  of  the  neck.  While  these 
afford  considerable  light  on  the  deep-lying  vessels, 
he  believes  them  insufficient  for  the  manipulation  and 
suture  of  the  vessels. 

In  order  to  expose  the  primary  right  carotid  and 
the  subclavian  as  far  as  the  brachiocephalic  trunk 
and  the  left  primary  carotid  and  subclavian  as  far  as 
their  entry  into  the  thorax,  Sencert  makes  a  horizon- 
tal incision  at  the  level  of  the  upper  edge  of  the 
clavicle,  proceeding  from  the  external  third  of  this 
bone  to  about  2  cms.  beyond  the  sternoclavicular 
articulation  on  the  same  side.  At  the  external 
extremity  of  the  incision  the  clavicle  is  exposed 
and  sawed  through,  while  at  the  internal  angle  of 
the  incision  the  sternoclavicular  articulation  is  ex- 
posed and  disarticulated.  The  cutaneous  incision 
is  then  extended  downward  in  a  curve  toward  the 
axillary  fold,  sectioning  the  subcutaneous  and  the 
muscular  tissue.  The  whole  osteocutaneous  flap  is 
then  turned  over  outwardly,  when  the  retroclavicular 
organs  are  largely  exposed,  including  the  trunk 
vessels  and  their  branches. 

By  this  method  Sencert  has  been  able  to  ligate  the 
first  part  of  the  subclavian  artery,  extirpate  an 
arteriovenous  aneurism  of  the  second  and  third 
portions  of  the  right  subclavian  artery,  and  tie  the 
brachiocephalic  trunk. 

To  expose  the  brachiocephalic  artery,  the  thoracic 
portion  of  the  primary  carotid  and  left  subclavian 
arteries,  and  the  arch  of  the  aorta,  the  horizontal 
incision  at  the  level  of  the  upper  edge  of  the  clavicle 
is  continued  for  about  i  cm.  beyond  the  sternocla- 
vicular articulation  of  the  opposite  side.  The  clavicle 
is  sawed  as  before  and  on  the  inner  part  of  the  in- 
cision the  sternoclavicular  articulation  of  the  op- 
posite side  from  the  sectioned  clavicle  is  cut  and  the 
flap  continued  and  turned  back  as  previously 
described.  This  gives  full  exposure  of  the  large 
vascular  trunks  of  the  anterior  mediastinum. 

The  foregoing  technique  is  described  in  detail  and 
illustrated  by  a  number  of  schematic  plates. 

Sencert's  methods,  which  were  arrived  at  after 
experimental  trials  on  cadavers,  fulfil  the  surgical 
desiderata  of  giving  safe  and  satisfactory  access  to 
the  vessels  at  the  base  of  the  neck  and  affording 
sufficient  light  for  all  types  of  surgical  operations 
upon  them.  The  danger  of  the  operation  which  was 
formerly  urged  against  this  type  of  intervention  is 
therefore  much  reduced. 

Sencert  deals  also  with  the  indications  for  opera- 
tion both  in  primary  wounds  of  the  vessels  of  the 
base  of  the  neck  and  in  the  secondary  and  infective 
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complications  which  may  arise  in  the  course  of  the 
evolution  of  such  wounds.  The  clinical  data  to  a 
great  extent  decide  whether  the  operation  should  be 
exploratory  or  according  to  a  definite  technique, 
i.  e.,  clavicular  flap  or  a  sternoclavicular  flapr 
exposure  of  the  vessels.  In  the  case  of  either  simple 
or  arteriovenous  aneurisms  extirpation  of  the  sac  is 
recommended.  The  author's  methods  of  clavicular 
section  and  exposure  of  the  vessels  renders  such 
extirpation  easy  in  cases  of  external  aneurism,  while 
the  sternoclavicular  temporary  resection  is  appro- 
priate for  certain  internal  aneurisms  such  as  those 
of  the  primary  carotid,  brachiocephalic,  and  other 
vessels. 

Case  histories  showing  the  operative  advantages 
of  the  technique  described  are  given  in  detail. 

W.  A.  Brennan. 

Barth^lemy:  A  New  Case  of  Jugulocarotid  Aneur- 
ism Treated  by  Late  Ligation  and  Followed  by 
Hemiplegia  (Nouveau  cas  d'aneurisme  jugulo- 
carotidien  traits  par  la  ligature  tardive  et  suivi 
d'hemiplegie).  Bull,  et  mim.  Soc.  de  chir.  de  Par., 
i9i"9,  Ixv,  416. 

Barthelemy's  patient  with  a  jugolocarotid  aneu- 
rism was  not  operated  upon  until  fifty-three  days 
after  the  injury.  The  result  was  unfort  nate  and 
not  in  accordance  with  the  fi.ndings  reported  by 
Marquis  who  fixed  a  limit  of  twenty  days  before 
which,  he  stated,  an  operation  cannot  be  under- 
taken without  the  possibility  of  hemiplegia. 

This  case  and  a  case  of  hemiplegia  after  early 
ligation  recently  reported  by  Baudet  leads  Bar- 
thelemy  to  the  following  conclusions: 

1.  Delaying  operation  for  twenty  days  does  not 
guarantee  more  favorable  conditions  for  the  sur- 
gical treatment  of  aneurisms  necessitating  the 
ligation  of  the  primary  carotid. 

2.  It  is  much  more  important  to  remember 
that,  if  possible,  every  operation  upon  an  aneurism 
of  the  primary  carotid  and,  more  generally,  upon 
a  diseased  arterial  segment  should  be  preceded  by 
a  distal  preventive  ligation, temporary  or  permanent, 
below  the  arterial  segment  under  consideration. 

By  preventing  the  migration  of  clots  into  the  in- 
ternal carotid,  distal  ligation  diminishes  the  chances 
of  total  thrombosis  of  the  internal  carotid  which 
is  always  a  possibility.  When  the  distal  preventive 
ligation  is  placed  below  the  bifurcation  of  the 
carotid,  it  prevents  cerebral  complications;  when 
placed  in  the  internal  carotid,  it  lessens  the  chances 
of  thrombosis  of  the  vessel.  W.  A.  Brennan. 

Duval,  P. :  The  Determination  of  a  Distinct  Thrill 
Over  Compressed  Vessels  in  the  Absence  of  an 
Arteriovenous  Communication  (Constatation 
d'un  thrill  tres  net  sur  des  vaisseaux  comprimes  en 
I'absence  de  toute  communication  art^rio-veneuse) . 
Bull,  et  mem.  Soc.  de  chir.  de  Par.,  1919,  xlv,  481. 

The  patient  had  a  pulsating  swelling  with  a  dis- 
tinct thrill  which  was  diagnosed  as  a  right  sub- 
clavian   arteriovenous    aneurysm.      At    operation, 


however,  the  vessels  were  found  to  be  compressed 
by  a  vertebral  osteochondroma  but  intact  and  with- 
out any  communication  whatever.  The  patient 
died  shortly  afterward  and  autopsy  also  demon- 
strated the  absolute  integrity  of  the  vessels. 

Duval  cites  several  cases  reported  in  recent  Ger- 
man war  literature  in  which  a  similar  thrill  was  per- 
ceived after  war  wounds  in  the  absence  of  an  arterio 
venous  aneurism.  In  most  of  the  cases  recorded 
by  other  authors,  however,  there  was  some  direct 
or  indirect  lesion  of  the  arterial  wall. 

W.  A.  Brennan. 

Bolognesi,  G.:  Arteriovenous  Aneurism  of  the 
Femoral  Vessels  Due  to  a  War  Wound  Treated 
by  Extirpation  (An6vrism  artdrio-veineux  des 
vaisseaux  f6moraux  par  blessure  de  guerre  traitfi 
parrextirpation).  Lyon  chirurg.,  1918-1919,  xv,  760. 

Clinical  and  radiological  examination  showed 
the  presence  of  an  ovoid  body  in  the  left  thigh  in  the 
region  of  Scarpa's  triangle  enclosing  a  large  irregular 
projectile.  The  diagnosis  of  an  aneurism  of  the 
femoral  vessels  immediately  beneath  Poupart's 
space  was  made  and  the  patient  prepared  for  opera- 
tion. This  preparation  lasted  for  a  month  and  in- 
cluded daily  digital  progressive  compression  of  the 
iliac  artery  to  establish  collateral  circulation  suffi- 
cient to  preserve  the  vitality  of  the  limb  before  liga- 
tion of  the  large  trunk  vessels. 

When  the  preparation  was  complete  the  iliac 
artery  and  vein  were  ligated  at  the  upper  pole  of  the 
aneurismal  sac  and  the  femoral  artery  and  vein 
beneath  the  lower  pole.  The  aneurismal  sac  was 
then  completely  resected  and  removed.  Except  for 
some  haemorrhage  from  collateral  branches  of  the 
ligatured  vessels  which  communicated  with  the 
posterior  walls  of  the  aneurism,  the  postoperative 
course  was  smooth  and  without  fever.  Six  months 
later  the  patient  had  completely  recovered  except 
that  the  limb  appeared  to  be  somewhat  swollen. 

W.  A.  Brenn.\n. 

POISONS 

Noronha,  A.:  Tetanus.  Indian  M.  Gaz.,  1919,  liv,  98. 

The  course  taken  by  the  disease  depends  largely 
on  the  following  factors:  (i)  the  virulence  of  the  in- 
fection; (2)  the  amount  of  toxin  absorbed  by  the 
nervous  system;  (3)  the  involvement  of  the  vital 
centers;  and  (4)  the  site  and  nature  of  the  wound. 

Antitetanus  serum  has  been  instrumental  in  re- 
ducing hospital  mortalities.  The  dosage  recom- 
mended is  22,000  units. 

If  the  infection  is  virulent  the  toxin  may  be  ab- 
sorbed from  the  blood  and  trismus  may  be  an  early 
symptom.  The  more  complete  and  the  sooner  the 
symptom  appears,  the  more  probable  that  the  con- 
dition will  prove  fatal.  Lockjaw  appears  early  when 
the  wound  is  in  the  region  of  the  fifth  nerve. 

A  sublethal  amount  of  toxin  may  be  kept  from  in- 
creasing by  the  immediate  and  repeated  injection  of 
antitoxin  intravenously.  When  the  vital  centers  are 
involved  early,  the  serum  has  proved  of  no  avail. 


GENERAL  SURGERY  —  MISCELLANEOUS 


107 


The  closer  the  wound  to  the  medulla,  the  shorter 
the  route  by  which  the  toxin  reaches  the  vital  cen- 
ters. Its  situation  is  of  no  importance,  however, 
when  the  toxin  is  poured  into  the  blood  to  make  a 
lethal  dose  before  it  reaches  higher  up,  by  the  nerve 
route.  Deficient  separation  and  insufficient  cleaning 
reduce  the  chance  of  recovery.  Carbolic  acid  often 
controls  spasms  when  the  serum  does  not,  but  has 
not  been  used  independently. 

Weakness  of  the  toxin  or  increased  resistance  of 
the  patient  may  result  in  a  longer  incubation  period. 
Tetanus  toxin  consists  of  tetano-spasmin  and  tetano- 
lysin  which  occur  together.  F.  P.  Hammond. 

SURGICAL  DIAGNOSIS,  PATHOLOGY,  AND 
THERAPEUTICS 

Parturier:  On  the  Clinical  Diagnosis  of  Pain 
Syndromes  in  the  Gall-Bladder  (Note  sur  le 
diagnostic  clinique  des  syndromes  douloureux  de  la 
region  vesiculaire) .    Rev.  de  chir.,  Par.,  1918,  Iv,  70. 

The  author  calls  attention  to  the  difficulties  of 
clinically  interpreting  gall-bladder  and  pyloro- 
duodenal  syndromes.  A  differential  diagnosis  is 
often  clinically  impossible.  In  this  doubtful  condi- 
tion he  believes  that  the  sign  of  painful  inspiration 
is  of  value.  Up  to  the  present  time  this  sign  has 
permitted  him  to  make  an  accurate  diagnosis  in 
five  instances,  including  cases  of  duodenal  ulcer. 

The  sign  of  painful  inspiration  is  found  in  the  fol- 
lowing manner:  with  the  patient  lying  down  and 
in  a  state  of  as  complete  muscular  relaxation  as 
possible,  the  examining  finger  is  placed  perpendicu- 
larly into  the  gall-bladder  region  and  pushed  into 
the  region  of  the  bladder  until  pain  is  felt.  At  this 
moment  the  patient  is  asked  to  make  a  strong 
inspiration.  If  the  pain  becomes  more  severe,  the 
condition  is  probably  vesicular,  while  if  it  remains 
unchanged,  it  is  probably  duodenal.  The  particular 
portion  of  the  duodenum  affected  can  be  lo- 
calized by  methods  of  palpation  which  are  described. 

W.  A.  Brennan  . 

Bloodgood,  J.  C. :  Bone  Tumors.  Central  (Medul- 
lary) Giant-Cell  Tumor  (Sarcoma)  of  Lower 
End  of  the  Ulna.   Ann.  Surg.,  1919,  Ixix,  345. 

This  article  is  a  continuation  of  two  others  which 
appeared  several  years  ago  in  the  Annals  of  Sur- 
gery. The  first  included  a  full  bibliography  on  bone 
cysts  and  multiple  bone  lesions. 

Since  his  last  article,  the  author  has  re-investi- 
gated 47  cases  of  giant-cell  tumor  then  reported 
and  has  found  that  the  malignancy  of  these  tumors 
is  not  increased  when  the  bone  shell  is  perforated 
or  even  completely  destroyed.  In  almost  all  of 
these  cases  the  ultimate  results  are  known  and  there 
have  been  no  deaths  from  metastasis. 

The  bones  involved  were  the  radius,  lower  end. 
13 ;  tibia,  11 ;  femur,  10;  fibula  and  ulna,  3 ;  astragalus 
and  OS  calcis,  2;  ilium,  clavicle,  and  phalanx  of  toe, 
each  I. 

The  author  states  that  the  more  he  studies  this 


group  of  local  growths  the  more  he  is  convinced 
that  they  belong  to  a  special  type  of  angioma  or 
granulation-tissue  tumor  of  which  the  xanthoma  is 
a  variety.  The  typical  giant-cell  tumors  are  ob- 
served on  the  alveolar  border  of  the  jaw  and  are 
usually  called  epulis.  In  the  latter  the  etiological 
factor  seems  to  be  granulation  tissue  from  infection 
about  a  tooth  or  its  root  cavity.  The  majority  of 
tumors  about  the  tendo;a  sheaths  contain  giant  cells 
and  the  stroma  is  not  unlike  the  central  giant-cell 
tumor  of  bone.  The  same  type  of  pant-cell  tumor, 
except  much  more  vascular,  is  now  and  then  ob- 
served in  bursae  and  joints. 

In  the  so-called  xanthoma  characterized  by  the 
presence  of  foam  cells,  giant  cells  of  the  type  seen  in 
the  central  giant-cell  tumor  of  bone  are  either  absent 
or  present  in  only  small  numbers.  But  in  all  of 
these  tumors  containing  giant  cells,  vascularity 
is  a  characteristic  feature.  The  epuhs  bleeds  when 
injured  and  if  the  central  giant-cell  tumor  of  bone 
is  explored  without  the  use  of  an  Esmarch  bandage, 
it  bleeds  profusely.  In  all  of  these  so-called  giant-cell 
tumors  death  from  metastasis  was  conspicuous  by 
its  absence  in  the  cases  studied  by  the  author  while 
in  all  forms  of  cellular  sarcoma  death  from  metas- 
tases to  the  lungs  is  frequent. 

Bloodgood  suggests  that  bone  aneurisms  be  called 
"malignant  bone  cysts"  in  order  to  contrast  them 
with  benign  bone  cysts  which  do  not  contain  blood. 
Occasionally  one  of  the  giant-cell  tumors  appears  as 
a  haemorrhagic  bone  cyst,  resembling  a  malignant 
bone  cyst,  as  in  one  of  the  cases  cited.  Malignant 
bone  cysts,  or  bone  aneurisms,  are  composed  chiefly 
of  round  or  spindle  cells  and  recur  even  after  ampu- 
tation, death  invariably  resulting  from  metastasis. 
The  giant-cell  tumor  resembles  oedematous  granu- 
lation tissue  and  bleeds  readily  when  curetted,  at 
times  making  the  use  of  an  Esmarch  bandage  neces- 
sary. Haemorrhage  into  these  tumors,  however,  is 
not  the  rule. 

Hinds,  of  England,  was  the  first  to  curette  a  very 
large  giant-cell  tumor.  In  this  case  the  growth  oc- 
curred in  the  lower  end  of  the  femur. 

From  the  author's  experience  it  seems  quite 
evident  that  there  is  no  risk  in  performing  a  local 
operation  even  when  the  bone  shell  has  been  per- 
forated. Curettage  is  the  operation  of  choice  and 
will  restore  perfect  function  unless  there  is  com- 
plete destruction  of  the  bone.  In  this  event,  bone 
transplantation  may  be  necessary.  In  cases  of  local 
recurrence,  a  second  curettage  may  be  done  without 
fear  of  metastasis.  The  author  feels  confident  that 
if  surgeons  learn  to  recognize  the  central  giant-cell 
tumor,  a  great  deal  of  unnecessary  mutilation  may 
be  avoided.  Gatewood. 

Jean,  G. :  Cancer  of  the  Serous  Membranes  (Can- 
cer des  sereuses).  Arch,  de  med.  et  pharm.  nav.,  1919, 
cvii,  305. 

When  in  the  course  of  a  laparotomy  small  white 
spots  are  observed  disseminated  in  the  peritoneum, 
omentum,  mesentery,  renal  capsules,  etc.,  an  anfec- 
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tion  of  the  pancreas  is  usually  suspected.  In  some 
instances,  however,  exploration  of  the  pancreatic 
region  may  reveal  nothing  abnormal. 

Jean  reports  two  cases  of  cancer  of  the  serous 
membranes  in  which  such  spots  were  observed  but  at . 
autopsy  the  pancreas  was  found  intact.  In  one  case 
they  were  due  to  a  secondary  alveolar  epithelioma 
and  in  the  other  to  generalized  sarcoma.  He  there- 
fore warns  surgeons  against  a  possible  error  in 
diagnosis  arising  from  this  finding. 

W.  A.  Brennan. 

Thompson,  R.  L. :  Note  on  the  Prevalence  of  Syph- 
ilis as  Found  in  Routine  Coroner's  Autopsies. 

Am.  J.  Syphilis,  1919,  iii,  196. 

In  700  routine  autopsies,  about  two-thirds  of  the 
bodies  of  adults  showed  the  gross  lesions  of  syphilis. 
The  majority  of  these  belonged  to  people  of  the 
underworld. 

In  another  series  of  autopsies,  one-third  of  the 
bodies  of  adults  showed  syphilis.  In  the  lesions  of 
acquired  tertiary  syphilis,  gummata  were  found  in- 
frequently, but  in  some  cases  healed  scars,  the  result 
of  gummata,  were  present.  Luetic  cirrhosis  of  the 
liver  was  common.  Lesions  of  the  kidney,  lung, 
stomach,  and  intestine  were  uncommon.  Most 
numerous  were  lesions  of  the  nervous  and 
cardiovascular   systems.  I.  E.  Bishkow. 

SoUmann,  T.:  Dichloramine-T  and  Petrolatum 
Dressing  for  Burns.  /.  Am.  M.  Ass.,  1919,  Ixxii, 
992. 

Dichloramine-T  as  a  wound  antiseptic  furnishes  a 
continuous  supply  of  antiseptic  agent  and  secures 
continuous  action  over  long  periods  of  time  with 
the  simplest  forms  of  dressings.  However,  it  must 
be  prepared  with  care  and  when  used  must  be 
fairly  fresh. 

Dichloramine-T-chlorcosane  solution  is  absorbed 
by  dressings  and  glued  to  the  wound  so  that  pain 
is  produced  when  the  dressing  is  removed.  At  the 
ulcerative  stage  petrolatum  is  used,  but  this  fur- 
nishes protection  to  the  bacteria  as  well  as  the 
tissue.  Solid  paraffin  prevents  contact  of  the 
antiseptic  with  the  wound.  Good  contact  is  secured 
with  liquids  and  semiliquids. 

An  ointment  of  3  parts  surgical  paraffin  and  7 
parts  liquid  petrolatum  has  relatively  little  de- 
structive action  on  dichloramine-T  and  can  be 
applied  as  a  protective  dressing  to  wounds  (burns) 
which  have  been  treated  with  dichloramine-T- 
chlorcosane  solution  and  even  as  a  base  for  dichlora- 
mine-T ointment. 

Petrolatum,  irrespective  of  its  color,  is  very 
destructive  to  dichloramine-T  and  cannot  be  used 
effectively  with  it.  In  emergencies,  liquid  petrola- 
tum is  of  value  as  a  vehicle  for  dichloramine-T 
although  it  is  inferior  to  chlorcosane.  Solutions  of 
dichloramine-T  in  carbon  tetrachloride  are  very 
stable,  while  those  in  kerosene  or  olive  oil  deteriorate 
very  rapidly.  F.  P.  H.\mmond. 


EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Carmona,  A.  H.:  Periosteal  Ossification  (Nuevas 
orientaci6nes  sobre  la  osificaci6n  periostal).  Prog, 
de  la  din.,  1919,  vii,  129. 

The  author  sums  up  the  results  of  bone-graft 
experiments  on  dogs  as  follows: 

1.  Simple  periosteal  grafts  in  dogs  gave  positive 
results  as  regards  the  taking  of  the  graft.  This 
was  fully  substantiated  by  microscopic  examina- 
tion of  the  grafts  removed  from  the  animals  after 
the  elapse  of  sufficient  time. 

2.  Simple  bone  grafts  gave  negative  results. 
Several  experimental  results  showed  that  bone 
separated  from  its  periosteum  is  impotent  as 
regards  regeneration. 

3.  Surgical  bone  grafts  should  always  include  the 
periosteum.  W.  A.  Brenkax. 

Mayer,    L.:     Further    Studies    in    Osteogenesis. 

Ann.  Surg.,  1919,  Ixix,  360. 

Despite  the  intensive  study  of  bone  growth  stim- 
ulated by  Macewen's  monograph,  our  knowledge 
of  the  exact  changes  which  occur  in  the  autogenous 
bone  graft  subsequent  to  transplantation  is  in  many 
respects  imperfect.  Macewen  maintains  that  os- 
teogenetic  activity  arises  in  the  bone  cells,  that 
osteoblasts  pour  out  of  the  bone  subsequent  to  injury 
or  transplantation,  and  that  the  periosteum  acts 
merely  as  a  limiting  membrane.  According  to  the 
opposite  view,  which  dates  from  the  research  of 
Oilier  and  emphasizes  the  importance  of  the  perios- 
teum, the  bone  cells  die,  and  regeneration  occurs 
through  the  activity  of  the  transplanted  periosteum 
and  the  adjacent  bone. 

The  author  reports  the  condition  of  two  specimens 
which  he  obtained  at  autopsy  from  the  bodies  of 
patients  upon  whom  he  had  previously  performed 
an  Albee  operation  for  Pott's  disease.  Careful 
study  of  these  specimens  shows  rather  conclusively 
that  the  fully  developed  bone  cell  has  no  power  of 
division  and  that  bone  growth  results  from  the  ac- 
tivity of  cells  lying  between  the  bone  and  the  outer 
layer  of  the  periosteum,  the  so-called  cambium  layer 
of  the  periosteum.  In  transplantations,  therefore, 
the  bone  graft  acts  partly  as  a  scaffolding  for  the 
ingrowth  of  osteogenetic  cells,  its  own  life  being  main- 
tained by  the  persistence  of  some  of  its  bone  cells 
and  the  activity  of  the  transplanted  periosteum. 
The  graft  grows  in  its  new  situation  and  becomes 
modified  in  its  form  according  to  the  changed  mechan- 
ical conditions  (Wolff's  law).  Gatewood. 

Levick,  G.  M.:  The  Adjustment  of  Response  to 
Nerve  Stimulus  in  Voluntary  Muscles.  Brit. 
M.  J.,  1919,  i,  369. 

This  paper  is  based  on  the  results  of  tests  made 
in  the  electricity  departments  of  two  of  the  largest 
military  orthopedic  hospitals  upon  many  hundreds 
of  men  wounded  in  the  present  war.  These  patients 
had  been  treated  for  every  grade  of  nerve  injury, 
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ranging  from  slight  shock  or  compression  to  com- 
plete division.  The  nerves  were  sutured  in  the 
operating  theaters,  and  their  subsequent  regenera- 
tion and  the  reaction  of  the  muscles  they  supplied 
were  observed  through  all  the  stages  of  recovery,  as 
was  also  the  oncoming  of  compression  from  the 
formation  of  fibrous  tissue  in  healing  wounds  with 
all  its  resulting  effects  upon  the  response  of  the 
muscles  to  various  forms  of  stimulus. 

The  observations  here  recorded  were  made  by 
means  of  an  apparatus  the  essentials  of  which  were 
a  transmitting  rod  which  rested  upon  the  skin  over 
the  muscle  observed  and  was  attached  to  a  tam- 
bour connected  with  a  pen  which  traced  its  move- 
ments upon  a  revolving  drum.  In  this  way  it  was 
possible  to  record  the  character  of  each  muscle 
contraction  with  accuracy. 

The  electrical  stimulus  used  was  the  closure  of 
the  circuit  of  a  galvanic  current  by  a  metronome 
interrupter  with  mercury  make  and  break.  This 
gives  a  stimulus  of  indefinite  duration. 

As  a  rule  both  electrodes  were  placed  over  the 
muscle.  When  the  contraction  of  a  muscle  was 
equal  to  that  of  the  corresponding  muscle  on  the 
opposite  and  uninjured  side  it  was  considered 
normal.  In  all  cases  the  metronome  was  timed  to 
interrupt  sixty  times  a  minute  so  that,  when  de- 
sired, the  resulting  contraction  could  be  expressed 
in  fractions  of  a  second. 

In  the  records  the  author  has  shown  that  after 
injury  to  a  motor  nerve  the  muscles  supplied  by  the 
injured  fibers  respond  to  stimulus  with  a  contraction 
longer  in  duration  than  that  of  normal  muscle. 
This  was  observed  in  every  one  of  the  many  hundred 
cases  tested.  It  appears  that  this  lengthening  of  the 
contraction  is  due  to  hyperexcitability  in  the  muscle 
following  a  definite  sequence  of  events,  though  there 
is  also  an  alternative  conclusion  which  at  present  is 
under  investigation. 

It  is  a  matter  of  common  knowledge  that  when 
for  some  pathological  reason  the  stimulus  from  the 
upper  motor  neurone  weakens  or  ceases,  the  ante- 
rior horn  cells  of  the  lower  neurone  become  hyper- 
excitable  and  the  muscle  tone  is  increased. 

In  health,  proper  response  of  the  lower  neurones 
to  the  stimuli  passed  down  from  above  must  be 
due  to  a  delicate  adjustment  between  the  irritabil- 
ity of  the  upper  and  lower  neurones. 

For  this  reason  it  is  a  natural  sequence  for  the 
lower  neurone  to  become  hyperexcitable  when  for 
any  reason  the  upper  stimuli  become  less  intense, 
and  it  is  known  that  when  there  is  impairment  of 
the  upper  neurone  this  hyperexcitability  is  increased 
to  a  pathological  degree,  as  shown  in  the  exaggerated 
reflexes  in  such  cases  as  cerebral  tumor,  certain  in- 
juries of  the  cord,  etc. 

From  the  facts  given  the  author  draws  the  fol- 
lowing conclusions: 

I .  A  muscle  undergoing  a  succession  of  stimuli  of 
varying  strength  responds  with  a  succession  of  con- 
tractions which  are  of  varying  intensity  but  of  equal 
duration. 


2.  The  duration  of  the  contraction  of  a  muscle  is 
the  same  whether  it  occurs  in  response  to  a  short, 
sharp  stimulus  or  to  a  long,  diffuse  stimulus. 

3.  When  the  conductivity  of  a  motor  nerve  is 
slightly  reduced,  the  duration  of  response  in  the 
muscle  it  supplies  is  slightly  lengthened, 

4.  When  the  conductivity  of  a  motor  nerve  is 
much  reduced  or  entirely  destroyed,  the  duration 
of  response  in  the  muscle  is  much  lengthened. 

5.  When  the  stimulus  from  a  motor  nerve  is 
abnormally  and  persistently  increased,  the  duration 
of  the  response  in  the  muscle  supplied  by  it  is 
shortened.  ■    G.  E.  Beilby. 

Nassetti,  F. :  Parietal  Ligation  of  the  Stomach  and 
Intestine  (La  legatura  parietale  dello  stomaco  e 
dell'  intestine).   Sperimenlale,  1919,  Ixxii,  227. 

By  parietal  ligation  of  the  stomach  and  intestine 
the  author  means  the  application  of  a  constricting 
band  at  the  base  of  an  inverted  or  everted  fold 
of  the  wall  of  the  organ. 

The  author's  experimental  investigation  had  as 
its  object  the  determination  of  the  anatomo-patho- 
logic  consequences  of  such  ligation.  In  his  experi- 
ments he  worked  upon  the  small  and  large  intes- 
tines and  the  stomachs  of  dogs  and  rabbits.  The 
folds  ligated  comprised  the  entire  thickness  of 
the  wall  or  only  one  or  two  coats.  To  form  the 
inverted  fold  a  gastrotomy  was  first  performed 
and  a  part  of  the  wall  ligated  after  it  was  drawn 
through  the  opening.  The  tying  was  done  with 
catgut  or  silk.  The  animals  were  fasted  before 
and  after  the  operation  and  were  killed  at  periods 
varying  from  five  to  one  hundred  and  forty-eight 
days. 

Eighteen  experiments  were  carried  out.  The 
principal  findings  were  that  when  the  whole  thick- 
ness of  the  wall  was  included,  a  cicatrix  was  always 
formed  at  the  spot  where  the  fold  was  ligated. 
Also  observed  was  a  break  in  the  muscular  coat. 
The  more  or  less  thick  and  extensive  cicatrix 
which  repaired  this  break  completely  re-establish- 
ed the  continuity  of  the  wall  and  had  its  origin  in 
the  newly  formed  connective  tissue  which  was 
produced  about  the  site  of  the  ligation.  Particu- 
larly noteworthy  was  the  absence  of  perforation. 
The  author  rather  expected  that  the  ligated  part 
would  rapidly  become  necrotic  and  detached, 
but  this  did  not  occur. 

When  in  these  experiments  an  inverted  fold 
became  necrotic  a  fibrinous  exudate  on  the  cor- 
responding peritoneal  surfaces  made  the  zone  of 
wall  operated  upon  adherent  to  the  neighboring 
organs  and  set  up  protective  adhesions.  In  this 
protective  action  the  omentum  was  of  particular 
importance.  When  the  area  of  wall  ligated  be- 
came detached,  the  solution  of  continuity  was 
overcome  by  granulation  tissue  and  regeneration 
began. 

In  an  everted  fold  the  evolution  of  the  scar 
process  was  somewhat  different.  Soon  after  total 
ligation,    epithelial    and    muscular    degeneration 


no 
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of  the  part  was  found.  The  circulation  around  the 
neck  of  the  fold  was  quickly  re-established,  however, 
and  this  explains  why  the  fold  did  not  become 
necrotic.  The  continuity  of  the  wall  was  restored 
by  cicatricial  tissue. 

When  silk  was  employed  as  ligature  material 
a  fistula  persisted  at  the  site  from  which  it  was 
ultimately  eliminated. 

A  finding  of  particular  interest  was  the  presence 
in  some  of  the  scar  nodules  of  epithelial  masses 
in  the  course  of  degeneration.  The  quantity  of 
such  elements  and  their  character  demonstrated 
that  they  originated  in  a  proliferation  of  the 
epithelial  elements  of  the  mucosa. 

In  the  depths  of  the  cicatrix  were  seen  accumula- 
tions of  vegetal  elements  surrounded  by  and 
interspersed  with  newly  formed  connective  tissue. 
This  gives  a  clue  to  the  manner  in  which  such 
formations  occur  about  gastric  or  intestinal  ma- 
terial of  vegetal  nature  which  may  enter  the 
peritoneum  through  an  ulceration. 

The  article  is  illustrated  with  a  number  of 
excellent  plates.  W.  A.  Brennan. 

Jona,  J.  L. :  A  Further  Contribution  to  the  Ex- 
perimental Study  of  Duodenal  Ulcer.    M.  J. 

Australia,  1919,  i,  314. 

In  a  former  article  the  author  showed  that  the 
injection  of  extracts  of  decomposing  animal  tissues 
subcutaneously  gave  rise  to  a  condition  comparable 
to  duodenal  ulcer.  In  addition,  there  was  an  in- 
hibiting influence  on  the  secretion  of  saliva  and 
pancreatic  juice.  These  experiments  were  under- 
taken to  test  the  contention  that  inhibition  of  the 
normal  flow  of  pancreatic  juice  is  a  factor  in  the 
etiology  of  duodenal  ulcer. 

The  main  pancreatic  -ducts  in  dogs  were  tied  or 
doubly  tied  and  cut  between  the  ligatures.  The 
dogs  were  then  anaesthetized  to  death  and  a  post- 
mortem examination  made.  A  lesion  was  found  in 
the  duodenum  resembling  duodenal  ulcer. 

On  the  basis  of  the  results  of  these  experiments 
the  author  gave  a  number  of  his  patients  secretin 
by  mouth.  This  was  taken  about  one-half  hour 
before  meals  so  as  to  avoid  the  action  of  the  hydro- 
chloric acid  which  destroys  it.  The  results  ob- 
tained were  very  gratifying.  In  addition  to  the  ad- 
ministration of  secretin,  attention  was  paid  to 
correcting  constipation,  the  repair  of  carious  teeth, 
and  the  removal  of  infected  tonsils. 

I.  E.  BiSHKOW. 

Donaldson,  R.:  Character  and  Properties  of  the 
"Reading"  Bacillus  on  Which  a  New  Method 
of  Treatment  of  Wounds  Has  Been   Based. 

/.  Path.  &  Bacterid.,  1918,  xxii,  129. 

This  article  is  a  resume  of  research  work  on  which 
has  been  based  a  new  method  of  treatment  of  septic 
gunshot  wounds.  The  main  outlines  of  this  method 
have  already  been  published.  (Donaldson  and 
Joyce:   Lancet,  1917,  ii,  445.) 

The  idea  gradually  took  shape  in  the  author's 


mind  during  an  investigation  which  was  the  result 
of  a  clinical  observation  made  by  one  of  his  sur- 
gical colleagues,   Major  Joyce. 

The  results  obtained  by  Joyce  with  the  salt-pack 
method  of  treating  septic  gunshot  wounds  were 
on  the  whole  excellent  and  tallied  with  those  of 
others  who  had  previously  employed  the  method. 
In  one  or  two  cases,  however,  this  treatment  proved 
a  failure.  For  a  time  there  was  no  explanation  forth- 
coming until  Major  Joyce  observed  that  while  all 
wounds  treated  successfully  by  the  salt-bag  method 
emitted  a  characteristic  foul,  pungent  odor,  this 
odor  was  completely  absent  where  the  treatment 
failed.  On  being  informed  of  this  observation,  the 
obvious  explanation  occurred  to  the  author  that  an 
organism  or  organisms  were  present  in  the  one  type 
of  case,  but  absent  in  the  other.  Jud;fing  from  the 
odor  of  successfully  treated  wounds,  it  was  con- 
cluded that  the  organism  to  be  looked  for  probably 
belonged  to  the  anaerobic  group. 

Cultures  were  first  made  in  cooked  meat  from  a 
successful  salt-bag  case  and  grown  anaerobically. 
with  the  result  that  two  anaerobes  growing  in 
symbiosis  were  obtained.  Both  were  spore-bearers, 
but  while  one  possessed  round  terminal  spores, 
those  of  the  other  were  oval  and  subterminal. 

Each  of  the  two  anaerobes  was  then  isolated  in 
pure  culture.  Only  one  of  them  emitted  any  odor, 
and  this  was  exactly  similar  to  the  odor  peculiar  to 
successful  salt-bag  cases.  The  organism  responsible 
was  the  bacillus  with  the  oval  subterminal  spore 
which  has  been  named  by  the  author  the  " Reading'' 
bacillus. 

From  its  behavior  in  wounds  and  animal  experi- 
ments, this  bacillus,  like  most  spore-bearing  ana- 
erobes, is  a  saprophyte.  In  the  author's  opinion,  it  is 
probably  present  in  the  majority  of  gunshot  wounds, 
but  its  activities  are  held  in  abeyance  by  the  system 
of  wound  dressing  usually  adopted. 

The  Reading  bacillus  most  closely  resembles  B. 
sporogenes  (Metchnikoff)  from  which,  however,  it 
differs  in  certain  points.  Perhaps  it  w'ould  be  cor- 
rect to  say  that  it  is  probably  one  particular  strain 
in  what  may  be  called  the  sporogenes  group. 

Experiments  show  that  it  is  non-pathogenic  for 
animals  as  well  as  for  man  when  introduced  into 
septic  wounds.  It  does  not  attack  living  tissues. 
The  cell  response  of  tissues  to  the  introduction  of 
the  bacillus  has  been  investigated. 

Salt  is  not  necessary  for  the  successful  treatment 
of  gunshot  wounds  as  was  thought  by  those  who 
advocated  the  salt-bag  method,  the  favorable  out- 
come depending  rather  upon  the  activity  of  the 
bacillus  described  under  conditions  favorable  to  its 
growth. 

The  rationale  of  the  method  does  not  depend  on 
inhibition  by  the  Reading  bacillus  of  the  growth  of 
pathogenic  organisms  in  the  wound,  either  by  the 
formation  of  any  inhibitory  organic  acid  or  the  pro- 
duction of  a  bacteriolytic  ferment.  This  was  shown 
by  symbiotic  experiments. 

By  virtue  of  its  proteoclastic  enzymes,  however. 
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the  Reading  bacillus  acts  as  an  organic  catalyst 
which  hydrolyzes  the  substrate  of  dead  protein.  It 
disintegrates  the  protein  base  from  which  patho- 
genic organisms  operate  and  while  so  doing  does 
not  itself  give  rise  to  fresh  toxic  substances. 

It  is  probably  able  also  to  hydrolyze  the  toxic 
degradation  products  of  other  organisms.  In  sup- 
port of  this,  experiments  on  tetanus  and  other 
toxins  show  that  in  a  series  of  organisms  investi- 
gated the  Reading  bacillus  was  alone  able  to  reduce 
the  toxicity  of  these  toxins.  There  is  one  exception, 
i.e.,  B.  sporogenes  (Metchnikoff)  which,  however, 
does  not  appear  to  be  so  potent  in  this  direction.  The 
ability  to  disintegrate  necrotic  tissue  does  not  neces- 
sarily imply  an  equal  power  to  hydrolyze  toxins, 
as  is  illustrated  by  the  experiments  with  B.  histo- 
lyticus,  which  may  be  highly  useful  for  museum 
work  but  would  probably  be  dangerous  in  wounds. 

The  ability  to  modify  a  toxin  like  that  of  tetanus 
may  prove  to  be  of  value  as  a  means  of  dififer- 
entiating  various  types  of  proteolytic  organisms  and 
introduces  new  ideas  in  regard  to  the  biological 
processes  going  on  in  septic  gunshot  wounds. 

To  treat  a  septic  wound  successfully  involves  a 
knowledge  of  how  and  what  toxins  are  produced  by 
the  pathogenic  organisms  present.  The  crude 
attempt  to  sterilize  a  wound  by  endeavoring  to  kill 
off  the  organisms  by  the  simple  application  of  anti- 
septics must  in  time  give  way  to  a  method  based  on 
a  more  intimate  knowledi^e  of  the  biological  process- 
es at  work.  Too  much  time  has  already  been  wasted 
in  what  appears  to  be  a  vain  endeavor  to  find  an 
ideal  antiseptic. 

The  new  method  described,  which  the  author 
calls  the  biological  method,  is  a  step  in  this  direction, 
and  is  intimately  bound  up  with  questions  of  col- 
loid chemistry,  further  work  on  which  may  lead  to 
other  important  developments.  G.  E.  Beilby. 

Malone,  R.  H.,  and  Rhea,  L.  J. :  Studies  on  Strepto- 
cocci Recovered  from  Sick  and  Wounded 
Soldiers  in  France.  J.  Path.  6°  Bacterial.,  1918, 
xxii,  210. 

It  is  well  known  that  streptococci  differ  in  their 
pathogenic  properties,  morphologic  characters,  and 
cultural  reactions  and  that  they  form  a  group  of  or- 
ganisms the  members  of  which  vary  among  them- 
selves and  in  this  way  resemble  other  groups  of  bac- 
teria, for  example,  the  typhoid-colon  group.  Some 
of  them  bear  more  than  a  casual  relation  to  certain 
diseases  and  so  frequently  occur  in  them  that  some 
writers  appear  to  believe  that  they  are  almost  as 
specific  in  these  conditions  as  B.  typhosus  is  in  ty- 
phoid fever.   Acute  rheumatic  fever  is  one  example. 

Streptococci  vary  considerably  in  virulence.  An 
appreciation  of  this  fact  must  influence  any  con- 
ception of  the  future  course,  immediate  and  remote, 
of  diseases  due  to,  or  complicated  by,  these  organ- 
isms, for  the  prognosis  depends  not  only  upon  the 
treatment  and  the  factors  concerned  in  immunity 
in  the  broad  sense,  but  also  upon  the  nature  of  the 
infecting  organism. 


The  earlier  classifications  of  streptococci  were 
based  upon  their  pathogenic  properties  and  morpho- 
logic characters  such  as  variation  in  the  length  of  the 
chains  and  the  size,  shape,  and  arrangement  of  the 
cocci  forming  a  chain.  From  such  classifications  as 
these  the  names  streptococcus  longus,  brevis,  py- 
ogenes, mitior,  etc.,  were  derived.  The  pathogenicity 
of  the  various  types  is  so  little  understood  and  the 
morphology  so  inconstant,  however,  that  classifica- 
tions based  on  these  characters  alone  are  necessarily 
incomplete  and  even  apt  to  be  misleading. 

The  factors  concerned  in  the  production  of  the 
ha^molytic  zone  are  not  fully  understood.  The 
phenomenon  has  been  said  to  depend  upon  the  action 
of  a  ha^molysin.  but  of  this  not  much  is  known,  nor 
is  it  understood  how  the  freed  haemoglobin  and  the 
bodies  of  the  red  cells  are  disposed  of.  It  seems  rea- 
sonable to  assume  that  they  are  not  merely  des- 
troyed, but  are  utilized  in  the  metabolism  of  the 
body. 

The  majority  of  the  non-haemolytic  strains  pro- 
duce colonies  of  various  shades  of  brown  or  green 
such  as  are  formed  often  on  blood  agar  containing 
I  per  cent  glucose.  The  pigmentation  is  due  to  met- 
hsemoglobin,  but  how  it  is  produced  is  not  known. 
It  has  been  suggested  that  it  is  formed  from  haemo- 
globin by  the  action  of  acids  derived  from  the  carbo- 
hydrates in  the  media.  This  seems  improbable,  as 
streptococci  grown  in  dextrose  ascites  bouillion  to 
which  sheep's  corpuscles  have  been  added  produce 
methaemoglobin  very  readily  even  when  the  neu- 
trality of  the  medium  is  maintained  by  the  addition 
of  secondary  phosphates. 

During  the  past  year  a  study  has  been  made  of  the 
streptococci  isolated  from  various  types  of  wounds 
and  the  relation  of  this  group  of  organisms  in  gen- 
eral and  to  their  surgical  complications. 

The  work  was  undertaken  primarily  with  the  hope 
that  it  might  assist  the  surgeon  in  forming  an  opinion 
with  regard  to  the  proper  surgical  procedure,  subse- 
quent treatment,  and  prognosis  in  cases  of  strepto- 
coccal infection,  for  all  of  these  depend  in  some  de- 
gree upon  the  particular  type  of  the  infecting  or- 
ganism. 

For  this  report  25  of  the  cases  studied  have  been 
selected  for  analysis.  In  these  the  lesions  studied 
were  indirectly  connected  with  the  track  of  the  mis- 
sile and  the  exterior  or  contained  streptococci  in 
pure  or  nearly  pure  culture.  Such  indirect  connec- 
tion is  seen,  for  example,  in  a  shrapnel  wound  of  the 
leg  when  there  is  only  bloody  effusion  in  the  knee- 
joint  and  no  fracture  into  the  joint  itself  or  lacera- 
tion of  the  capsule.  The  abscesses  included  in  this 
report  developed  at  such  a  time  after  the  primary  in- 
jury, or  bore  such  a  relation  to  it,  as  to  warrant  the 
conclusion  that  they  were  secondary  infections.  In 
other  cases,  streptococci  were  recovered  in  pure,  or 
nearly  pure,  culture,  from  closed  wounds  such  as 
those  in  thoracic  injuries. 

By  this  selection  of  cases  it  was  hoped  to  deter- 
mine the  type  or  types  of  streptococci  which  cause 
surgical  complications  in  wounds  other  than  those 
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found  in  the  track  of  the  niissile,  its  lining,  or  the 
tissues  immediately  about  it.  It  was  further  hoped 
to  find  streptococci  in  pure,  or  nearly  pure,  culture, 
or  in  such  numbers  that  it  would  seem  probable  that 
they  were  the  cause  of  the  lesion.  This  would  be 
difficult  in  cultures  made  from  the  track  of  the 
wound  soon  after  injury. 

The  classification  adopted  is  that  suggested  by 
W.  L.  Holman,  and  while  no  brief  is  held  for  the 
nomenclature  employed,  it  is  comprehensive  enough 
to  include  over  2,400  strains  of  streptococci,  50  per 
cent  of  which  are  ha^molytic. 


Hsemolytic 

Lac- 

Man- 

Sali- 

Non-Haemolytic 

Strains 

tose 

nite 

cine 

Strains 

S.infrequens 

+ 

+ 

+ 

S.faecalis 

S.haemolyticus  (i) 

+ 

+ 

+ 

S.non-haemoly- 
ticus  (i) 

S.pyogenes 

+ 

— 

+ 

S.mitus 

S.anginosus 

+ 

— 

— 

S.salivarius 

S.haemolyticus  (ii) 

+ 

+ 

S.non-haemoly- 
ticus  (ii) 

S.h3emolyticus(iii) 

+ 

S.non-haemoly- 
ticus  (iii) 

S.equi 

— 

— 

+ 

S.equinus 

S.subacidus 

— 

— 

— 

S.ignavus 

The  plus  signs  in  the  table  indicate  fermentation 
with  acid  production,  and  the  minus  signs  the  ab- 
sence of  fermentation.  G.  E.  Beilby. 

Sellards,  A.  W.,  and  Wentworth,  J.  A.:  Insus- 
ceptibility of  Monkeys  to  Inoculation  with 
Blood  from  Measles  Patients.  Bull.  Johns  Hop- 
kins Hosp.,  1919,  XXX,  57. 

The  authors  here  review  the  results  of  their  study  of 
the  problem  of  prophylactic  inoculation  against 
measles.  Unfortunately,  the  causative  organism  of 
the  disease  is  not  known.  While  a  variety  of  bac- 
teria has  been  cultivated  from  the  blood  and  the 
mucous  exudates,  evidence  of  the  etiological  import- 
ance of  these  organisms  has  not  been  produced. 
However,  it  has  generally  been  considered  that  by  in- 
oculation into  man  Hektoen  established  the  existence 
of  the  virus  of  measles  in  the  blood  at  least  dur- 
ing the  first  day  after  the  rash  appears.  Four  groups 
of  workers  have  reported  on  very  slight  evidence  that 
monkeys  are  susceptible  to  the  disease.  These 
meager  data  constitute  the  essential  results  of  the 
experimental  work  which  has  been  conducted  on 
measles. 

In  the  experiments  reported  in  this  article,  mon- 
keys were  inoculated  with  blood  obtained  from 
measles  patients  20  to  30  years  of  age.  In  all  cases 
the  blood  was  withdrawn  within  the  first  twenty- 
four  hours  after  the  appearance  of  the  rash  and 
either  defibrinated  or  collected  in  sodium  citrate 
solution  prepared  in  physiological  saline. 

Observations  were  made  on  the  inoculated  ani- 
mals each  day  about  the  middle  of  the  forenoon, 
especial  attention  being  given  to  the  body  tempera- 
ture and  the  leucocyte  count.  The  room  tempera- 
ture was  also  recorded  because  under  normal  con- 


ditions the  temperatures  of  monkeys  fluctuate  some- 
what. The  buccal  mucous  membranes  were  exam- 
ined from  time  to  time  for  the  appearance  of  Kop- 
lik  spots.  Excellent  housing  conditions  were  avail- 
able for  the  animals,  all  difficulty  from  the  spontan- 
eous development  of  rhinitis  or  coryza  during  the 
incubation  period  being  thus  prevented. 

The  authors  summarize  the  article  as  follows: 

1 .  Three  monkeys  were  inoculated  with  the  blootl 
of  measles  patients  taken  early  in  the  course  of  the 
disease  in  moderately  severe  cases.  These  ani- 
mals remained  entirely  free  from  any  symptoms 
that  were  either  diagnostic  or  even  suggestive  of 
measles.  Two  of  them  which  were  given  injections 
a  second  time  also  failed  to  develop  symptoms. 

2.  After  an  incubation  period  of  eleven  days, 
blood  was  taken  from  one  of  these  monkeys  and  in- 
jected into  a  human  volunteer.  No  symptoms  de- 
veloped. G.  E.  Beilby, 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Lockwood,  I.  H. :  A  Brief  Resume  of  the  X-Ray 
Work  in  an  Evacuation  Hospital.  Mil.  Surgeon., 
1919,  xliv,  393. 

Conditions  in  an  evacuation  hospital  are  such  that 
speed  and  accuracy,  combined  with  simplicity  and 
all  possible  comfort  to  the  patient,  are  prime  con- 
siderations as  regards  military  roentgenology.  In 
the  localization  of  foreign  bodies,  which  comprises 
a  large  part  of  the  work  in  a  hospital  of  this  kind,  the 
localization  should  be  made  with  the  patient  in 
the  same  anatomical  position  that  the  surgeon  would 
place  him  while  operating.  The  report  should  be 
short  and  concise  and  state  the  depth  and  size  of  the 
body  and  the  anatomical  position  of  the  part  when 
the  localization  was  made.  The  methods  used  were: 
the  26°  34";  Strohl;  near-point;  Hirtz  compass; 
and  the  single  tube  shift  methods,  the  last  more 
extensively  than  the  others. 

Lists  are  given  of  the  total  number  of  cases  ex- 
amined and  their  nature;  the  relative  frequency  of 
foreign  bodies  in  the  various  soft  parts,  bones  and 
cavities;  cases  of  fracture  and  the  bones  involved; 
chest  examinations  and  the  pathologic  findings. 
There  was  a  marked  predominance  of  foreign  bodies 
in  the  extremities. 

The  roentgen  examination  has  been  of  great  assist- 
ance also  in  the  early  diagnosis  of  gas  gangrene  before 
the  appearance  of  the  cardinal  symptoms. 

Adolph  Hartung. 

Stevenson,  W.  C. :  Lecture  on  the  Technique  of  the 
After-Treatment  of  War  Injuries  by  Radium. 

Arch.  Radiol,  y  Electrotherapy,  1919,  xxiii,  356. 

The  treatment  of  an  extensive  scar  on  the  wrist 
with  radium  emanation  needles  having  resulted  in 
marked  improvement,  the  author  was  led  to  apply 
similar  methods  to  about  300  military  patients 
afflicted  with  adherent  or  painful  scars  or  stiff  joints 
resulting  from  tenosynovitis.  In  the  vast  majority 
of  the  cases  thus  treated  a  greater  or  less  degree 
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of  improvement  was  apparent,  sufficient  to  recom- 
mend the  procedure  as  a  method  worthy  of  recogni- 
tion. 

The  article  embodies  a  short  account  of  radium, 
the  rationale  of  treatment,  and  the  dosage  employed. 
The  physical  effect  of  radium  treatment  in  moderate 
doses  on  normal  cells  and  tissues  was  found  to  be: 
increased  metabolism  of  the  cells;  improved  nutrition 
of  the  parts;  stimulation  of  the  nerves  and  muscles 
to  perform  normal  functions;  the  absorption  and 
freeing  of  scar  tissue;  the  softening  of  fibrous  ad- 
hesions due  to  sepsis  and  disuse  in  synovitis  and 
tenosynovitis;  and  analgesia. 

Skin  with  trophic  changes  due  to  nerve  involve- 
ment was  found  very  susceptible  to  radium  burns. 
Small  doses  frequently  repeated  produced  as  good 
results  as  larger  doses  except  when  there  was  ex- 
tensive and  deep  scarring.  Adolph  Hartung. 

Hall,  C.  C,  and  Whipple,  G.  H.:  Roentgen-Ray 
Intoxication:  Disturbances  in  Metabolism 
Produced  by  Deep  Massive  Doses  of  the  Hard 
Roentgen  Rays.     Am.  J.  M.  Sc,  1919,  civil,  453. 

This  article  is  an  exhaustive  study  of  the  consti- 
tutional effects  of  prolonged  exposure  to  roentgen 
rays  from  the  Coolidge  tube.  It  is  based  on  ex- 
periments made  upon  dogs  with  special  reference 
to  nitrogen  elimination  and  checked  up  by  autopsy 
findings.  The  purpose  was  to  determine,  as  far  as 
possible,  the  cause  of  the  systemic  reaction  to 
radiation.  Various  theories  advanced  by  others  are 
mentioned  and  attention  is  called  to  the  fact  that 
some  of  these  are  untenable  and  have  not  been 
substantiated  by  proof. 

Detailed  accounts  of  the  manner  in  which  the 
experiments  were  conducted  are  given  and  the 
results  carefully  tabulated.  Lethal  and  sublethal 
doses  were  administered  with  filters  to  prevent 
burns;  likewise,  exposures  without  filters,  which 
caused  skin  reactions,  and  exposures  after  chloro- 
form anaesthesia.  The  various  effects  produced  are 
discussed  at  length  and  the  results  summarized  in 
the  following  conclusions: 

"The  general  constitutional  reaction  of  dogs 
given  a  lethal  dose  of  hard  roentgen  rays  from  the 
Coolidge  tube  is  remarkably  uniform  and  constant. 
A  double  lethal  dose  will  not  modify  the  clinical 
reaction.  A  latent  period  of  twenty-four  hours  or 
longer  is  the  rule  and  during  this  time  the  dog  is 
normal  except  for  an  excreted  urinary  nitrogen. 
Vomiting  and  diarrhoea  then  dominate  the  clinical 
picture  until  death,  which  as  a  rule  follows  on  the 
fourth  day. 

"The  blood  non-protein  nitrogen  commonly  shows 
a  marked  increase  (twice  normal)  on  the  day  before 
death  and  often  more  than  three  times  normal  on 
the  day  of  death. 

"The  elimination  of  urinary  nitrogen  is  increased 
on  the  day  following  the  roentgen-ray  exposure 
and  remains  high  until  death,  often  an  increase  of 
50  to  100  per  cent  above  the  normal  base  line. 

"Autopsy  findings  are:  a  spleen  which  is  small  and 


fibrous,  a  moderate  grade  of  congestion  and  mottling 
of  the  intestinal  mucous  membrane  and  strong  evi- 
dence for  epithelial  injury  in  the  intestinal  mucosa. 
The  epithelium  lining  the  intestinal  crypts  may  show 
actual  necrosis  and  invasion  of  polymorphonuclear 
leucocytes.  This  epithelium  also  shows  remarkable 
speed  of  autolysis  and  may  vanish  by  autodigestion 
within  a  few  hours  postmortem. 

"The  epithelium  of  the  small  intestine  apparently 
is  sensitive  to  large  doses  of  the  roentgen-rays,  and 
the  injury  of  these  important  cells  may  furnish  the 
correct  explanation  of  the  general  intoxication 
associated  with  the  vomiting  and  diarrhcca. 

"The  so-called  roentgen  ray  anaphylaxis  or  hyper- 
sensitiveness  to  a  second  properly  timed  roentgen- 
ray  exposure  finds  no  support  in  our  experiments. 
In  fact,  there  is  some  evidence  for  a  slightly  increased 
tolerance  to  the  second  dose. 

"Chloroform  injury  and  the  associated  liver  necro- 
sis do  not  modify  the  reaction  of  the  dog  to  large  or 
small  doses  of  the  roentgen  rays.  This  is  evidence 
that  the  liver  epithelium  is  not  fundamentally  in- 
volved in  the  fatal  roentgen-ray  intoxication. 

"Our  experiments  yield  no  evidence  of  roentgen- 
ray  nephritis. 

"Increasing  the  width  of  the  spark  gap  increases 
the  hardness  or  penetration  of  the  roentgen  rays, 
and  this  greatly  increases  the  severity  of  the  con- 
stitutional reaction  and  subsequent  intoxication. 

"Burns  caused  by  the  roentgen  rays  are  not  asso- 
ciated with  any  distinct  increase  in  urinary  nitrogen 
during  the  long  latent  period  between  the  roentgen- 
ray  exposure  and  the  early  dermatitis  which  pre- 
cedes the  actual  ulcer.  We  know  of  no  satisfactory 
explanation  for  this  long  latent  period,  which  may 
last  for  three  weeks. 

"This  roentgen-ray  intoxication  or  general  consti- 
tutional reaction  is  a  good  example  of  a  'non- 
specific' intoxication.  Much  important  informa- 
tion can  be  obtained  by  further  study  of  this  condi- 
tion and  will  well  repay  the  effort." 

An  extensive  bibliography  is  appended. 

Adolph  Hartung. 

INDUSTRIAL   SURGERY 

Scheffel,  G. :  An  Analysis  of  Two  Hundred  and  Six- 
teen Industrial  Accidents.  Med.  Rec,  1919,  cxv, 
685. 

A  plant  employing  males  and  females  from  16  to 
60  years  of  age,  with  all  protection  against  accidents, 
had  an  average  of  26  accidents  due  to  negligence  of 
fellow  employees,  19  due  to  unavoidable  causes,  and 
III  traceable  to  carelessness. 

More  accidents  seemed  to  occur  between  8  and  9 
o'clock  in  the  morning  and  i  and  2  o'clock  in  the  after- 
noon or  during  the  "  warming  up  "  time.  The  great- 
er number  occurred  also  in  September  and  October 
rather  than,  as  is  generally  believed,  in  the  hot 
months. 

The  parts  of  the  body  injured  most  frequently 
were  the  right  index  and  middle  fingers.    Next  in 
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numljcr  were  injuries  lo  the  palm  of  the  hand,  the 
latter  beinj;  more  susceptible  to  sepsis. 

The  new  employe  was  the  victim  of  more  acci- 
dents than  the  old  employe  and  the  greatest  num- 
ber of  accidents  occurred  duri  ng  his  first  three  mont  hs 
of  service.  F.  P.  Hammond. 

Carr,  I.  E.:  Two  Thousand  Seven  Hundred  and 
Sixty-Two  Industrial  Accident  Cases  Classi- 
fied. J.  Michigan  M.  Soc,  1919,  xviii,  156. 

The  following  classification  represents  all  injuries 
ranging  from  trival  abrasions  to  serious  crushin.? 
injuries  which  occurred  durin?  a  given  period  in 
several  of  the  large  Lansing  factories  enga:;ed  in  the 
manufacture  of  engines,  automobiles,  and  automo- 
bile parts: 


I.    .\NAT0MICAL  CLASSIFICATION 


Hands  and  fingers .  .  i ,  303 

Feet 241 

Head 134 

Trunk 207 

Arms 191 


Legs 

Eyes 

Gas  sufTocation . 
Electrocution .  . 


ISO 

532 

3 

I 


2,  762 


II.    DIAGNOSTIC   CLASSIFICATION 


Fractures 108 

Contusions,  lacera- 
tions, cuts,  and 
abrasions 919 

Amputations 52 

Dislocations 8 

Infections 

Burns 

Sprains 


414 

158 

59 


Bruises 208 

Puncture  wounds. .  .       154 

Strains 130 

Foreign  bodies 528 

Hernia 20 

SufTocation 3 

Electrocution i 

2,  762 


III.    AN.\TOMIC.AL  CLASSIFICATION   DISTRIBUTED 


Hands  and  Fingers 


Fractures 28 

Lacerations,    contu- 
sions,    cuts     and 

abrasions 660 

Amputations. ......  44 

Dislocations 3 

Infections 338 


Burns 

Sprains 

Bruises 

Punctures .... 

Strains 

Foreign  bodies 


Feci 


Fractures — 
Lacerations.  . 
Amputations. 
Infections.  .  . 
Burns 


17 

50 

4 


Sprains. . . . 
Bruises. . . 
Punctures 


Fractures. 

Cuts 

Infections . 


36 

Head 

7      Bums. . 
Bruises. 


Fractures. . . 
Abrasions. . . 
Dislocations . 
Infections.  . 

Burns 

Sprains 


81 
10 

Trunk 

17      Bruises. 
16 
5 


Punctures 

Strains 

Foreign  bodies . 
Hernia 


2 
36 
68 

241 


_±5 
134 


13 

3 

117 

I 

20 

207 


l-ractures 

I^acerations,    abra- 
sion.s,  and  cuts. . 

.\m|)utations 

Infections 

Hums. 

Fractures 

Contusions 

.Amputations 

Infections 

Burns 

Sj)rains 

Burns 

Punctures 


Arms 

17      Sprains 17 

Bruises 9 

81      Punctures 6 

2      Strains 9 

25      Foreign  txxlies i 

Legs 

22      Bruises 22 

31       Punctures 16 

2      Strains 2 

1 1       Foreign  bodies 7 

24 

Eyes 

25      Foreign  bodies 506 

"53^ 


Legs.  . 
Trunk . 
Head. 
F'eet . . 


DIAGNOSTIC   CLASSIFICATION   DISTRIBUTED 

Fractures 

Fingers. 


22 

17 

7 

17 


Arms  and  forearms . 


Legs.  . . 
Arms. .  . 
Toes.  . . 
Thumb. 
I  finger. 


A  mputalions 
2       2  fingers. 

3  fingers. 

4  fingers. 


4 

7 

21 


Infections 

Toes 28      Head . 

Fingers 338      Trunk . 

Arms 25 

Legs II 


Arms .  . 
Legs.  . 
Hands . 


Sprains 
1 7      Feet . 
24 
10 


Trunk. 


Arms.  . 
!•  eet . . 
Hands . 
Legs. . 


Puncture  Wcunds 
6      Trunk . 
68       Eye. . . . 
60 
16 


Contusions,  Lacerations,  Cuts,  and  Abrasions 

Legs 31      Fingers 

Tmnk 16      Arms 

Head 81 

Feet 50 


28 

17 

108 


II 

4 


414 


_6 
59 


3 
I 

154 


660 

81 

919 


Shoulders. 


Trunk. 
Legs.  .. 
Feet . . 
Hands . 


Dislocations 
5      Fingers. 


Burns 

7       Head . 
13      Anns . 
36      Eye. 
32 


21 

24 

25 

158 


GENERAL  SURGERY  —  MISCELLANEOUS 


"5 


Bruises 

Hands 113      Arms 

I-'ect 36      Head 

i>egs 22 

Trunk 13 

Strains 

Hands 2      Legs 

Trunk 117 

Arms 9 

Foreign  Bodirs 

Eyes 506      Trunk .  .  .  , 

Hands 13      Arm 

Legs 7 

MILITARY  SURGERY 


9 

208 


2 
130 


5^8 


Robin,  E.:   Extraction  of  Metallic  Foreign  Bodies. 

U.  S.  Nov.  M.Bull.,  1919,  xiii,  237. 

This  article  deals  with  a  rapid,  accurate,  and  harm- 
less method  of  extracting  foreign  bodies  with  for- 
ceps under  the  direct  control  of  the  fluoroscopic 
screen  which  was  developed  by  LeConiac  and  Cor- 
olleur,  radiographers  at  the  Hospital  Principal  de  la 
Marine  of  Brest.  In  view  of  its  simplicity,  the  meth- 
od is  applicable  to  most  cases.  The  author  empha- 
sizes that  any  foreign  body,  no  matter  how  small  and 
apparently  innocuous,  should  be  removed  after  it 
has  been  anatomically  localized.  Both  radiographer 
and  surgeon  must  know  anatomical  topography. 
The  anatomical  localization  is  obtained  by  studying 
the  respective  displacements  of  the  foreign  body  on 
the  one  part  and  of  the  organs  of  the  neighborhood, 
chiefly  bones,  on  the  other  part,  while  the  body  is  be- 
ing rotated  from  one  side  to  the  other.  This  rota- 
tion is  highly  serviceable.  Extraction  under  the  di- 
rect control  of  the  X-ray  with  forceps  passed  through 
a  small  buttonhole  opening  in  the  skin,  is  most  rapid, 
practical,  and  safe. 

The  author  has  removed  more  than  one  thousand 
foreign  bodies  in  the  manner  described  and  has  never 
damaged  a  nerve  or  a  blood  vessel  of  importance. 
Plight  or  ten  foreign  bodies  of  the  extremities  at 
different  depths  can  be  removed  in  half  an  hour,  this 
time  including  sterilization  of  the  skin  in  different 
areas.  Usually  5  cc.  of  ethyl-chloride  will  induce 
sufficient  anaesthesia  for  the  removal  of  a  foreign 
body  from  the  thigh  or  from  the  leg  at  any  depth. 
For  a  description  of  the  numerous  steps  in  the  opera- 
tion, the  reader  is  referred  to  the  original  article. 

This  method  of  extraction  is  simple  and  very  rap- 
id when  the  surgeon  has  acquired  a  little  experience. 
In  the  soft  parts  it  may  be  undertaken  with  safety 
by  any  surgeon.  A  slight  modification  of  technique 
permits  the  removal  of  foreign  bodies  from  bones 
(with  a  curette  after  trephining  the  bone)  and  from 
the  brain  (after  craniotomy  and  opening  of  the 
meninges). 

The  method  of  extracting  foreign  bodies  from  the 
lungs  is  the  same  as  for  all  foreign  bodies,  except  that 
the  technique  is  somewhat  modified  and  must  ap- 
peal to  every  surgeon  because  it  is  simple,  rapid,  and 


safe.  On  the  basis  of  experience  with  over  two  hun- 
dred cases,  it  is  recommended  as  the  method  of  eiec- 
tion,  infinitely  preferable  to  extractions  after  pleur- 
otomies  with  or  without  rib  resection.  However,  it 
must  be  borne  in  mind  (i)  that  though  all  other 
parts  of  the  lungs  are  accessible,  the  region  of  the 
hilum  must  not  be  operated  by  this  method,  and 
(2)  that  before  operating  upon  a  lung  the  surgeon 
should  have  experience  in  removing  foreign  bodies 
from  the  soft  parts  of  the  limbs.  The  author  has  ex- 
tracted fifty  foreign  bodies  from  the  thorax  with  per- 
fect results  and  no  deaths.  It  is  noteworthy  that 
after  two  years  of  intensive  radio-surgery,  the  skin  of 
his  hands  is  perfectly  normal.  F.  Robbi.ns. 

Pybus,  F.  C,  Slade,  H.  J.,  and  Laws,  P.  C.  W.: 
Note  on  the  Variety  and  Latency  of  Organisms 
on  Missiles  in  the  Tissues.  Brit.  M.  J.,  1919,  i, 
481. 

It  is  a  well-known  fact  that  organisms  may  remain 
latent  in  certain  tissues  of  the  body  and  at  a  later 
date  "flare  up"  and  cause  acute  symptoms. 

The  authors  had  systematic  bacteriological 
examinations  made  of  missiles  which  were  ap- 
parently sterile  or  at  least  gave  no  clinical  indi- 
cation of  infection  at  the  time  of  their  removal 
from  the  tissues. 

These  missiles  were  removed  with  the  usual 
surgical  precautions  and  dropped  into  sterile 
tubes.  In  some  cases  they  were  shelled  out  of 
the  fibrous  capsule  in  which  they  were  lodged. 
In  others  they  were  extracted  in  the  capsule, 
which  latter  was  removed  before  the  cultures 
were  made. 

The  reason  for  the  removal  of  the  missiles  was 
either  that  they  caused  pressure  upon  nerves  or 
interfered  with  movements.  The  length  of  time 
they  had  remained  in  the  tissues  varied  from  one 
to  thirty  months. 

The  results  obtained  were  as  follows: 

Number  of  examinations 44 

Number  sterile .- 21 

Number  giving  cultures 25 

Varieties  of  organisms: 

Staphylococcus 10 

Streptococcus  (never  in  pure  culture) 2 

Bacillus  perf  ringens i 

Tetanus  bacillus 2 

Putrefactive  bacillus 6 

Leptothrix i 

Number  of  bullets  sterile 4 

Number  of  bullets  with  organisms 11 

Number  of  shell  fragments  sterile 16 

Number  of  shell  fragments  with  organisms 11 

Time  of  latency: 

Staphylococcus 3-4  5  months 

Staphylococcus  and  putrefactive 

bacilli 7  months 

Leptothrix i  month 

Gram-positive  bacilli S'lS  months 

Bacillus  perfringens 7  months 

Staphylococcus  and  diphtheroid  bacillus  30  months 

Streptococcus  pyogenes  and  tetanus 

bacillus 6  months. 
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From  this  table  it  is  evident  that  the  bacillus 
perfringens  may  survive  for  a  period  of  seven 
months.  In  the  case  in  which  this  occurred  the 
bullet  was  removed  from  the  libia  where  it  did 
not  cause  any  lesion  visible  to  the  X-ray.  After 
its  removal,  the  wound  healed  by  first  intention. 

In  another  case  streptococci  and  tetanus  bacilli 
were  found.  Antitetanus  serum  was  given.  No 
tetanus  symptoms  appeared,  but  the  wound  sup- 
purated. 

The  author  presents  the  following  conclusions: 

1.  Most  pyogenic  organisms  are  able  to  survive 
in  the  tissues  for  a  period  up  to  thirty  months. 

2.  At  any  time  they  may  give  rise  to  inflam- 
mation, a  possibility  in  at  least  50  per  cent  of  the 
cases. 

3.  Prophylactic  measures  before  removal  might 
be  useful. 

4.  If  possible,  the  missile  should  be  removed 
completely  in  its  capsule  of  fibrous  tissue. 

5.  If  this  is  impossible,  the  cavity  should  be 
carefully  disinfected.  V.  P.  Diederich. 

Piollet,  P.,  Pellissier,  P.,  and  Weissenbach,  R.  J.: 
The  Operative  Indications  Furnished  by  Bac- 
teriological Examination  in  the  Secondary 
Suture  of  War  Wounds  (Etude  critique  des  in- 
dications opdratoires  fournies  par  rexamen  bac- 
t^riologique  dans  la  suture  secondaire  des  plaies  de 
guerre).  Lyon  chirurg.,  1918-1919,  xv,  677. 

The  authors  have  made  a  very  detailed  study  of 
the  bacteria  present  in  a  series  of  25  cases  of  war 
wounds  with  regard  to  their  eflfect  upon  the  success 
of  secondary  suture.  They  find  that  the  outcome 
of  secondary  suture  in  war  wounds  of  average  sever- 
ity, i.  e.,  wounds  of  the  soft  parts  involving  the 
bones  but  without  fracture,  depends  more  upon  the 
local  anatomical  conditions  and  the  surgical  tech- 
nique employed  than  upon  the  bacteriological  condi- 
tions.    The  chief  points  in  the  technique  are: 


1.  The  skin  must  be  incised  sufficiently  far  from 
the  edges  of  the  wound  to  insure  absolute  integrity 
of  the  papillary  layer. 

2.  There  must  be  complete  excision  of  all  scar 
tissue  which  sometimes  is  rather  difficult  on  account 
of  the  presence  of  blood  vessels  and  nerves. 

3.  Haemostasis  must  be  complete  before  suturing 
is  begun. 

4.  The  edges  of  the  wound  must  be  accurately 
approximated  for  suture. 

If  in  spite  of  these  technical  conditions  the  second- 
ary suture  fails,  the  cause  will  be  found  in  local  infec- 
tion by  streptococci  or  staphylococci.  The  presence 
of  one  of  these  types  of  bacteria  in  a  wound  does  not 
always  prevent  primary  union  but  the  coexistence 
of  both  constitutes  the  most  unfavorable  bacterio- 
logical condition  for  the  success  of  secondary  suture. 
Other  bacteria  frequently  met  with  in  war  wounds 
prevent  the  healing  of  secondary  suture  by  first 
intention  only  exceptionally,  failure  in  these  cases 
being  due  usually  to  defective  technique. 

As  far  as  is  known  there  is  no  definite  and  constant 
clinical  sign  nor  any  fixed  time  which  indicates  im- 
munity to  the  bacteria  in  a  wound  and  warrants 
the  success  of  secondary  suture. 

The  patient's  resistence  to  local  infection  may 
be  increased,  however,  by  previous  vaccination  of 
mixed  anti-streptococcus  and  anti-staphylococcus 
serum. 

Occasionally  even  with  good  surgical  technique 
slight  local  complications  are  observed  which 
may  delay  cicatrization  after  secondary  suturing, 
but  the  alarming  general  complications  which  are 
sometimes  seen  after  primary  suture  are  never 
present. 

As  secondary  suture  gives  quicker  and  better 
functional  results  than  spontaneous  cicatrization, 
it  should  be  applied  to  aU  clinically  sterile  wounds 
even  if  a  bacteriological  examination  cannot  be  car- 
ried out.  W.  A.  Brennan. 


GYNECOLOGY 


UTERUS 

Rawls,  R.  M.:  The  Status  of  Uterine  Curettage 
Based  on  Hospital  Records.  Am.  J.  Obst.,  1019, 
Ixxix,  534. 

About  96  per  cent  of  gynecological  cases  show  no 
endometrial  changes  and  therefore  curettage  is 
unnecessary. 

In  the  4  per  cent  which  show  endometrial  changes 
the  procedure  is  of  questionable  therapeutic  value. 

As  a  diagnostic  measure  it  is  of  practical  value 
in  only  5 .  i  per  cent  of  cases  of  carcinoma  of  the  uterus. 

When  curettage  is  performed  in  a  hospital  and  by 
skilled  operators,  the  morbidity  is  at  least  5.5  per 
cent.  Edward  L.  Cornell. 

Kelly,  H.  A.:  The  Treatment  of  Uterine  Haemor- 
rhages from  the  Modern  Viewpoint.  Therap. 
Gaz.,  1919,  xliii,  229. 

The  question  of  hsemorrhagq  in  the  case  of  the 
uterus  limits  itself  to  the  amount  above  normal  and 
the  effect  it  produces  on  the  patient.  An  excessive, 
long-continued  flow  calling  for  frequent  changes  of 
napkins  and  weakening  the  patient  is  the  common 
characteristic  of  a  uterine  haemorrhage  which  can 
be  diagnosed  more  easily  in  the  individual  case  than 
defined  broadly. 

At  the  menarche  and  the  menopause,  irregularities 
in  amount  and  time  are  common  without  being 
pathological.  On  the  other  hand,  as  symptoms  of 
definite  disease  these  phenomena  may  be  dis- 
regarded entirely  until  intervention  may  be  useless. 
Every  menstruating  woman,  with  few  exceptions, 
demands  some  attention  and  care;  she  should  have 
rest  a  day  or  two  after  the  onset.  The  young  girl 
should  be  instructed  how  to  safeguard  herself  at 
this  time,  especially  as  regards  exposure,  catching 
cold,  over-fatigue,  and  constipation.  If  the  men- 
strual function  is  upset  at  the  start,  the  irregularity 
is  apt  to  continue  and  will  be  hard  to  set  right  later. 

For  unusual  pain  and  excessive  flow  there  is  no 
treatment  comparable  to  putting  the  patient  to 
bed  for  a  couple  of  days  each  month.  The  author 
knows  of  no  drug  that  has  the  power  to  check  or 
stop  the  menstrual  flow.  Ergot  and  ergotols  are  as 
useless  as  brick-dust.  At  the  menopause  every  un- 
usual flow  should  receive  careful  study  until  a 
diagnosis  of  cancer  is  disproved.  An  excess  of  bleed- 
ing is  noted  under  the  following  circumstances:  in 
young  girls  when  menstruation  starts;  in  married 
women  in  the  child-bearing  period;  in  the  unmarried 
from  35  to  40;  in  the  married  from  35  to  40  and 
upward. 

The  common  causes  of  haemorrhage  which  ought 
to  be  borne  in  mind  are  the  following:  (i)  the 
simple  free  flow  in  the  young  girl,  an  inexplicable 


irregularity  of  the  onset;  (2)  miscarriage  in  the 
married;  (3)  extra-uterine  pregnancy  associated 
with  cessation  of  menstruation,  irregularity  or 
pains  (not  always  with  all  of  these,  however,  and 
sometimes  with  none  of  them);  (4)  a  fibroid  tumor 
or  polyp  (more  rare)  at  about  middle  or  more  ad- 
vanced life;  (5)  cancer  of  the  body  of  the  womb  from 
thirty-five  up;  (6)  cancer  of  the  womb  in  the  child- 
bearing  woman;  (7)  ovarian  tumors  of  one  or  both 
sides  of  the  womb;  these  can  usually  be  felt  as  con- 
siderable masses  choking  the  pelvis;  and  (8)  serious 
cardiovascular  disturbances  or  blood  diseases. 

As  a  rule,  the  diagnosis  of  the  cause  of  haemorrhage 
is  extremely  simple.  Ordinarily  the  young  unmar- 
ried patient  should  be  put  to  bed  without  an  exami- 
nation, but  if  the  bleeding  becomes  alarming  a  rectal 
examination  should  be  made.  If  necessary,  gas  may 
be  given  and  a  curettage  performed.  This  has  been 
done  each  month  by  the  author  for  ten  to  fifteen 
months  after  the  flow  has  gone  beyond  normal  and 
saved  these  patients  from  mutilating  operations. 
Again,  the  diagnosis  may  be  simple  as  when  the 
presence  of  a  large  fibroid  tumor  is  discovered  by 
laying  the  hand  on  the  abdomen,  or  a  friable,  bleed- 
ing cervical  cancer  is  found  by  introducing  the 
finger  into  the  vagina.  Bimanual  examination  may 
reveal  a  bossed  uterus  not  so  large  as  a  fibroid 
uterus;  if  it  is  uniformly  enlarged  the  condition  may 
be  either  cancer  of  the  body  or  more  probably  the 
common  but  little  understood  myopathic  haemor- 
rhagic  uterus.  The  value  of  the  rectal  touch  should 
not  be  overlooked  in  these  examinations.  In  many 
obscure  cases  of  early  carcinoma  dilatation  and 
curettage  will  show  the  cause  of  the  bleeding 
definitely.  The  scrapings  should  be  hardened  in  10 
per  cent  formalin  and  then  forwarded  to  some  rep- 
utable pathological  clinic. 

If  the  disease  is  not  malignant  and  the  patient's 
condition  not  alarming,  we  may  wait  and  watch. 
When  the  haemorrhage  is  due  to  a  fibroid,  the  simple 
act  of  curetting  often  gives  prolonged  relief;  if 
nothing  is  found  more  than  abundant  endothelium, 
curettage  is  often  enough.  In  the  more  severe 
haemorrhages  at  or  near  the  menopause  the  removal 
of  the  uterus  may  be  necessary  to  stop  the  bleeding. 
In  cases  of  bleeding  from  fibroids  or  the  enlarged 
myopathic  haimorrhagic  uterug,  radium  may  be 
used  to  arrest  the  haemorrhage.  The  author  be- 
lieves radium  is  preferable  to  operation  in  the 
treatment  of  fibroids;  also  when  the  physical  condi- 
tion of  the  patient  precludes  the  possibility  of  an 
operation.  In  cases  of  cancer  of  the  cervix  it  is  the 
most  satisfactory  method  of  management,  but 
cancer  of  the  body  of  the  uterus  should  be  operated 
upon.  In  the  more  advanced  cases  radium  offers 
the  only  ray  of  hope.  C.  D.  Holmes. 
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Hollender,  A.  R.,  and  Gratiot,  W.  M.:  A  Non- 
Operative  Procedure  for  the  Treatment  of 
Cervicitis  and  Endometritis.  Am.  J.  Obsl.,  iqic), 
Ixxix,  523. 

In  cases  in  which  there  is  an  erosion  of  the  cer- 
vix, 40  per  cent  silver  nitrate  solution  is  applied 
to  the  eroded  surface  and  the  cervical  openinj?  by 
means  of  an  applicator.  If  there  is  no  erosion, 
this  initial  step  may  be  unnecessary.  One  dram  of 
Beck's  bismuth  paste  is  then  injected  into  the  cervi- 
cal canal  by  the  use  of  either  a  glass  intra-uterinc 
syringe  or  a  special  metal  syringe  adapted  to  this 
purpose.  If  the  cervical  opening  cannot  be  easily 
reached,  a  rubber  catheter  attached  to  the  nozzle 
of  the  syringe  makes  it  easily  accessible. 

For  uterine  injections  the  paste  must  be  cold. 
As  a  rule,  from  two  to  four  injections  weekly  will 
effect  a  cure  in  a  comparatively  short  time. 

Twenty-one  cases  have  come  under  the  author's 
care.  Of  these  patients  all  but  four  have  been  dis- 
charged as  cured.  Two  of  this  series  had  been  pre- 
viously curetted,  but  obtained  only  temporary 
relief. 

The  authors  have  received  reports  from  other 
physicians  who  have  adopted  the  paste  method  of 
treatment  and  the  results  obtained  have  been  most 
encouraging.  Edward  L.  Cornell. 

Gutierrez,  A. :  Remarks  upon  Surgical  Operations 
for  Uterine  Fibromyomata  (Algunas  considera- 
ciones  sobre  intervenciones  quirtirgicas  por  fibro- 
miomas  de  utero).  Rev.  argent,  de  obst.  y  ginec,  1919, 
iii,  II. 

Gutierrez's  article  is  based  on  1 26  cases  of  uterine 
fibromyomata  recently  operated  upon.  Fifteen  of 
the  patients  were  from  20  to  30  years  of  age,  forty- 
one  from  30  to  40  years,  forty-six  from  40  to  50 
years,  and  twenty-four  from  50  to  60  years.  Thirty- 
five  of  the  women  were  unmarried.  Thirty-five  of 
the  tumors  were  interstitial,  41  interstitial  and 
subserous,  and  12  submucous  and  situated  in  the 
cavity  of  the  uterus. 

Ninety-eight  of  the  operations  were  performed 
by  the  abdominal  route  and  comprised  15  total 
hysterectomies,  65  subtotal  hysterectomies,  and  18 
myomectomies.  Twenty-eight  vaginal  operations 
comprised  6  hysterectomies  and  22  enucleations  of 
the  tumors.  The  author  favors  the  abdominal 
route. 

While  admitting  that  roentgen  and  radium 
therapy  open  up  a  new  field  in  the  treatment  of 
uterine  fibroids,  especially  if  matters  of  technique 
are  settled,  the  author  believes  that  in  spite  of  the 
brilliant  results  reported  and  the  enthusiasm  of 
many  who  see  no  contra-indications,  treatment  bj' 
radium  is  not  advisable  under  the  following  cir- 
cumstances : 

1.  When  there  are  adnexal  complications. 

2.  When  the  fibromata  are  submucous  and  when 
they  are  found  to  be  pediculated  in  the  intra-uterine 
cavity. 

3.  Cases  of  subserous  pediculated  fibromata. 


4.  When  there  are  symptoms  of  compression 
(bladder,  urethra,  rectum), 

5.  Cases  of  degenerated  fibromata. 

6.  When  the  fibroma  is  associated  with  a  car- 
cinomatous or  sarcomatous  process. 

W.  A.  Bbennan. 

Villar,  A. :  Remarks  Concerning  the  Treatment  of 
Cancer  of  the  Cervix  of  the  Uterus  by  Radium 

(Consideraciones  sobre  el  tratamiento  del  cancer 
de  cuello  uterine  por  aplicaciones  de  radio).  Rev. 
argent,  de  obst.  y  ginec,  1919,  iii,  16. 

Villar  has  treated  5  cases  of  cancer  of  the  uterine 
cervix  with  radium.  In  3  the  results  were  bad.  in  i 
excellent,  and  in  i  the  time  elapsed  is  too  short  to 
warrant  a  definite  opinion. 

In  comparing  these  results  with  those  obtained 
from  the  Wertheim  operation,  Villar  concludes 
that  in  many  statistics  the  word  "operable"  is  often 
loosely  and  vaguely  applied.  In  clearly  operable 
cases  the  Wertheim  method  is  neither  difficult  nor 
of  very  long  duration  when  the  operator  is  well 
acquainted  with  the  technique.  Before  the  advent 
of  radiotherapy  this  operation  was  really  obligator}' 
and  sometimes  even  gave  unexpected  results. 
Every  case  was  oj)erable  in  which  extirpation  was 
possible.  In  view  of  the  results  obtained  from 
radiotherapy,  however,  the  only  cases  which 
should  be  deemed  operable  are  those  which  may 
be  operated  upon  easily. 

The  statistics  of  the  surgical  treatment  of  cancer 
of  the  uterine  cervix  compare  very  well  with  those 
of  radiotherapy,  and  as  a  matter  of  fact  the  limit 
of  operability  is  higher  than  is  usually  stated  by  most 
writers.  In  a  series  of  cases  of  this  type  of  cancer  in 
the  author's  service  he  found  that  29  per  cent  were 
operable. 

Villar  is  in  favor  of  surgical  treatment  in  ever>- 
operable  case.  W.  A.  Brexxax. 

Strong,  L.  W.:   Polypoid  Adenoma  of  the  Uterus. 

Avi.  J.  Obst.,  1919,  Ixxix,  502. 

In  the  past  five  years  several  cases  have  been 
observed  at  the  Woman's  Hospital,  New  York,  in 
which  polypoid  adenomata  have  developed  into 
malignancy  of  a  type  which  appears  to  have  striking 
characteristics. 

The  adenomata,  which  are  somewhat  more  ir- 
regular in  outline  and  more  firm  than  hyperplastic 
polypi,  occur  either  in  the  fundus  or  the  cervix  of  the 
uterus.  Most  frequently,  however,  they  are  found 
in  the  cervix  and  the  uterine  horns.  On  section, 
they  are  not  uniform  but  show  a  rather  honeycombed 
structure. 

Adenomata  originate  in  the  basal  layer  of  the 
mucosa,  the  glands  lying  in  more  or  less  definite 
groups.  Their  stroma  is  thick,  their  cells  are  large, 
and  their  vessels  conspicuous.  The  glands  are 
chiefly  of  the  basal  type,  i.e.,  made  up  of  simple 
tubules  which  may  be  dilated  and  are  irregular  in 
outline.    They  do  not  follow  the  typical  menstrual 
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cyclic  changes  though  they  may  show  premenstrual 
outlines  without  functional  activity  in  the  form  of 
secretion.  According  to  Schroeder,  these  areas  are 
not  cast  off  during  menstruation.  They  project 
more  and  more  into  the  functional  layers  of  the 
mucosa  and  thus  ultimately  form  polypi.  They 
show  rudinientary  division  into  a  basal  and  an  outer 
functional  layer.  Uterine  adenomata  are  polypoid 
because  they  are  surface  tumors. 

Microscopically  the  adenoma  has  in  general  all 
the  characteristics  which  hyperplasia  does  not  have. 
While  it  is  not  difficult  to  recognize  a  definitely 
formed  adenoma,  the  changes  which  separate  it 
from  simple  hyperplasia  are  not  absolute.  In  the 
same  way  the  adenoma  merges  into  carcinoma. 

Several  cases  are  reported  with  many  illustrations. 

Edward  L.  Cornell. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Potherat,  E. :  A  Voluminous  Multilocular  Cyst  of 
the  Left  Ovary  and  a  Double  Dermoid  Cyst  of 
the  Right  Ovary  in  the  Same  Woman  (Vol- 
umineux  kyste  multiloculaire  de  I'ovaire  gauche  et 
double  kyste  dermoide  de  rovaire  droit  chez  la  m^me 
femme).  Bull,  et  mem.  Soc.  de  chir.  de  Par.,  1919,  xlv, 
385- 

In  the  curious  case  reported  by  Potherat  the 
large  multilocular  cyst  of  the  left  ovary  contained 
about  8  liters  of  blackish,  slightly  viscid  fluid. 

In  the  right  ovary  was  a  bi-lobar  cyst  each  mass 
of  which  was  a  separate  and  characteristic  dermoid 
cyst  the  size  of  a  mandarin  orange.  One  of  them 
contained  hairs,  a  piece  of  bone,  and  a  small  tooth. 
The  tube  was  not  altered. 

The  patient  was  30  years  old  and  had  had  three 
normal  labors.  Her  last  pregnancy  ended  in  a  mis- 
carriage after  a  few  months.  A  multilocular  cyst  in 
a  woman  of  this  age  is  an  unusual  condition. 

W.  A.  Brennan. 

Kynoch,  J.  A. :  Primary  Chorionepithelioma  of  the 
Ovary.    Edinburgh  M.  J.,  1919,  xxii,  226. 

Kynoch  refers  to  previous  cases  of  ovarian 
chorionepithelioma  reported  by  Kleinhans,  Iwase 
and  Fairbairn,  4  in  all,  and  then  gives  the  data  of 
a  case  of  his  own. 

The  patient  was  a  multipara,  24  years  of  age,  who 
complained  of  severe  pain  in  the  left  iliac  region, 
with  an  irregular  vaginal  haemorrhage  of  six  weeks' 
duration.  Menstruation  had  been  normal  until 
fourteen  weeks  before  admission  to  the  hospital, 
when  there  was  a  period  of  eight  weeks  of  amenor- 
rhoea  followed  by  the  hajmorrhagic  discharge  men- 
tioned. 

Examination  revealed  a  slightly  enlarged  uterus 
and  a  round,  tender  swelling,  the  size  of  a  hen's  egg, 
corresponding  in  position  to  the  left  ovary.  Upon 
operation,  this  mass  proved  to  be  the  left  ovary, 
enlarged,  nodular  on  the  surface,  and  dark  purple. 
Owing  to  its  soft  consistency,  it  was  ruptured  and 


bled  freely  during  its  removal.  Both  fallopian  tubes 
appeared  to  be  unaffected.  The  patient  recovered. 
Microscopic  examination  showed  the  tumor  to  have 
the  characteristic  appearance  of  a  chorion-epithe- 
lioma. 

The  patient  returned  one  month  later  with  a 
swelling  at  the  side  of  the  abdominal  incision,  firm, 
tender,  and  the  size  of  a  billiard  ball  This  grew 
rapidly  and  the  patient's  general  condition  did  not 
improve.  Rectal  examination  revealed  the  pres- 
ence of  a  soft,  doughy  tumor  bulging  into  the  lumen 
of  the  bowel.  Attacks  of  vomiting  and  diarrhoea 
ensued  and  death  occurred  four  weeks  after  the 
second  admission  to  the  hospital. 

At  autopsy  a  massive,  nodular,  semi-fluctuant 
growth  was  found  occupying  the  pelvic  cavity  and 
adherent  to  the  anterior  abdominal  wall.  The 
uterus  and  bladder  were  unaffected.  The  rectum  was 
much  narrowed  by  pressure  of  the  tumor,  but  its 
mucous  membrane  was  not  involved.  The  mesen- 
teric glands  were  enlarged.  The  liver  was  enlarged, 
pale,  and  fatty,  and  had  a  small  nodule  on  its  under 
surface.  The  kidneys,  spleen,  heart,  and  stomach 
were  normal.  A  small  growth  was  found  in  the  upper 
lobe  of  the  left  lung  and  several  larger  nodules  ap- 
peared on  the  posterior  aspect  of  the  right  lung. 
These  secondary  nodules  showed,  microscopically, 
the  appearance  of  the  primary  growth. 

Carey  Culbertson. 

Schwarz,  E. :  Cysts  of  the  Corpus  Luteum.   Am.  J. 

ObsL,  1919,  Ixxix,  516. 

The  article  describes  the  histogenetic  mechanism 
of  the  formation  of  lutein  cysts  without  referring 
to  their  primary  etiology.  The  histologic  character 
of  these  cysts  permits  a  correct  diagnosis  even  if  no 
traces  of  lutein  cells  are  found.  Insofar  as  their 
macroscopic  and  microscopic  recognition  is  of 
importance  in  the  prognosis  of  the  case,  they  form 
a  distinct  clinical  entity.  The  relationship  of  cysts 
of  the  corpus  luteum,  the  corpus  nigrum,  and  the 
corpus  albicans  is  considered  with  regard  to  their 
probable  origin.  Edward  L.  Cornell. 

Broun,  L. :  Adenomyoma  of  the  Round  Ligament 
Following  Gilliam's  Operation.  Am.  J.  Obst., 
1919, Ixxix,  561. 

The  patient,  aged  38,  had  had  three  children, 
the  youngest  of  whom  was  8  years  old.  Four  years 
ago  a  Gilliam  operation  was  evidently  done  with 
repair  of  the  posterior  vaginal  wall.  The  result  was 
in  every  way  satisfactory. 

When  seen  by  the  author  the  patient  complained 
of  a  tender  mass  in  the  abdominal  wall  near  the 
site  of  the  laparotomy  wound.  This  mass  has  been 
present  for  the  past  one  and  three-quarter  years. 
For  the  past  ten  months  it  had  become  periodically 
tender  with  each  menstruation.  The  pain  which 
began  at  the  beginning  of  menstruation  increased 
in  severity  for  ten  days  although  the  menstrual 
period  lasted  only  two  days,  and  at  the  end  of 
the  two  weeks  ceased,  the  patient  then  being  free 
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from  it  until  the  beginning  of  the  next  menstrual 
period. 

Examination  showed  the  presence  of  a  small  ten- 
der mass  2  or  3  cms.  in  size,  situated  5  cms.  to  the 
right  of  the  abdominal  scar  in  the  site  of  the  Gilliam 
implantation  of  the  round  ligament.  This  mass  was 
superficial  and  appeared  to  be  above  the  fascia. 

Operation  was  difficult.  A  part  of  the  tumor  which 
was  above  the  fascia  was  cystic.  The  larger  part 
was  within  the  rectus  muscle,  and  the  removal  of 
some  of  the  fibers  was  necessary  before  the  tumor 
could  be  taken  away.  The  dissection  was  continued 
to  the  peritoneal  fascia.  The  unafTected  part  of  the 
round  ligament  was  readily  recognized  and  re- 
implanted  to  the  united  fascial  edges. 

The  growth  proved  to  be  an  adenomyoma  of  the 
round  ligament.  Edward  L.  Cornell. 

Waters,  C.  H. :  Torsion  of  an  Enlarged  Hydatid  of 
Morgagni  ^s  tlie  Cause  of  Acute  Abdominal 
Disturbance.    /.  Am.  M.  Ass.,  1919,  Ixxii,  1072. 

The  author  reports  the  case  of  a  woman  who  first 
consulted  him  Feb.  5,  1Q18.  On  the  preceding  day 
she  had  been  rather  suddenly  seized  with  cramping 
pains  in  the  lower  abdomen,  especially  on  the  left 
side.  Associated  with  the  pain  were  unusually 
severe  and  repeated  vomiting  and  extreme  prostra- 
tion. The  temperature  was  loi,  the  pulse  130^ 
The  abdomen  was  rounded  and  moderately  tym- 
panitic. Tenderness  on  pressure  was  most  marked 
in  the  left  hypogastric  region.  Spasm  and  moderate 
rigidity  of  the  rectus  were  noted  on  the  same  side. 
The  rectal  examination  was  negative  except  that 
tenderness  was  discovered  high  up  on  the  left  side. 
The  blood  showed  a  leucocytosis  of  16,800  with 
86  per  cent  polymorphonuclears. 

At  operation,  a  small  amount  of  blood-tinged 
serous  fluid  was  discovered  in  the  pelvis.  At  the 
outer  extremity  of  the  left  tube  was  a  large,  purplish 
black  hydatid  of  Morgagni  which,  in  size  and  shape, 
approximated  a  large  olive  and  had  a  pedicle  i^ 
inches  long.  A  twist  of  one  complete  turn  was 
noted  in  the  pedicle  when  the  structure  was  ele- 
vated, but  it  may  be  assumed  that  a  greater  degree 
of  torsion  had  existed  previously  and  that  partial 
unwinding  had  occurred  spontaneously  or  as  a 
result  of  exploratory  manipulation  in  the  pelvis. 

The  cyst  was  quite  tense  and  over  its  surface 
were  numerous  engorged  veins.  After  ligation  of 
the  pedicle  it  was  removed.  Both  ovaries,  which 
were  found  enlarged  owing  to  the  presence  of 
numerous  atretic  follicles,  were  partially  resected, 
and  the  appendix  which  was  in  the  usual  situation 
and  otherwise  normal,  was  removed.  The  abdomi- 
nal cavity  was  carefully  explored  but  no  other 
pathologic  condition  was  found.  The  operation  was 
completed  with  a  dilatation  of  the  cervix.  Con- 
valescence was  uneventful.  Subsequent  menstrua- 
tion has  been  regular  and  practically  without  dis- 
comfort. The  patient's  general  health  improved 
markedly,  and  she  gained  10  pounds  in  five  weeks. 

Edward  L.  Cornell. 


MISCELLANEOUS 

GrifAth,  W.  A.  S.:  Symposium  on  Reconstruction 
in  the  Teaching  of  Obstetrics  and  Gynecology 
to  Medical  Students.   Madras  M.  J.,  1919,  ii,  75. 

The  importance  of  a  thorough  training  in  ob- 
stetrics for  students  of  medicine  who,  with  few  ex- 
ceptions, will  enter  general  practice  is  generally 
recognized.  Gynecology  is  so  intimately  bound  up 
with  obstetrics  that  any  attempt  to  teach  them  as 
separate  subjects  is  futile.  Preventive  gynecology 
requires  very  thorough  teaching. 

The  subjects  to  be  taught  include:  the  obstetrical 
anatomy  of  the  pelvis;  the  anatomy  of  the  pelvic 
organs;  the  physiology  of  the  generative  organs; 
pregnancy  in  all  its  divisions;  labor;  the  puerpe- 
rium;  the  pathology  of  pregnancy,  intra-  and  extra- 
uterine;  and  the  pathology  of  labor. 

The  long  wearisome  courses  of  lectures  which 
used  to  be  customary  in  the  medical  schools  are  not 
the  best  method  ef  teaching.  Good  lectures  well 
illustrated  by  personal  experience  are  of  greater 
value  to  the  advanced  students.  Demonstration 
lectures,  well  illustrated  with  plenty  of  oral  ques- 
tioning, help  to  maintain  close  attention  and  enable 
the  lecturer  to  discover  if  the  students  have  learned 
anything  from  his  previous  lectures. 

The  subjects  which  can  be  well  taught  in  this 
way  are  the  obstetrical  anatomy  of  the  pelvis  and  its 
contents,  menstruation,  the  anatomy  of  pregnancy, 
labor,  the  puerperium,  and  the  mechanism  of  labor 
which  should  be  taught  with  a  foetus,  not  with  the 
fcEtal  skull  only.  The  remaining  subjects,  compris- 
ing the  great  bulk  of  the  whole,  should  be  taught  by 
demonstration  lectures  accompanying  clinical  work 
in  the  wards  and  out-patient  rooms. 

If  the  taking  of  case  histories  is  done  systematic- 
ally and  according  to  a  scheme  of  which  each  stu- 
dent has  a  copy,  the  power  of  forming  correct 
opinions  about  the  nature  of  the  ailment  from  the 
history  alone  will  be  gradually  acquired. 

The  personal  responsibility  for  forming  correct 
opinions  as  regards  diagnosis,  prognosis  and  treat- 
ment cannot  be  inculcated  too  soon.  The  amount 
of  time  this  kind  of  instruction  takes  is  considerable, 
and  much  patience  is  needed,  but  its  value  not  only 
to  the  individual  student  but  to  the  whole  class  is 
well  worth  it. 

The  importance  of  out-patient  training  to  the 
student  is  great.  From  it  he  learns  to  diagnose  the 
position  of  the  foetus  and  to  measure  the  pelvis. 
Above  all,  he  learns  the  value  of  systematic  examina- 
tion of  all  women  in  advanced  pregnancy,  of  being 
sure  that  all  important  details  are  normal  before 
confinement,  and  of  being  forewarned  of  difficulties 
and  complications. 

The  chief  difficulty  in  gynecological  ward  teaching 
at  the  present  time  is  due  to  the  abundance  of 
surgical  material  which  interests  and  occupies  the 
time  of  the  gynecologist  to  the  exclusion  of  cases 
which  are  of  great  importance  for  teaching.  Ex- 
perience in  the  major  operations,   though  advan- 
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tageous,  is  of  small  value  to  the  student  for  from  it 
he  learns  too  little  of  the  minor  gynecology  which 
will  come  to  him  in  general  practice  and  by  it  he  is 
induced  to  take  little  interest  in  cases  not  needing 
operative  treatment.  Edward  L.  Cornell. 

Drage,  L. :  The  Teaching  of  Obstetrics  and  Gyne- 
cology from  the  Point  of  View  of  a  General 
Practitioner.  Proc.  Roy.  Soc.  Med.,  Lend.,  1919, 
xii,  49. 

The  claims  made  upon  the  time  of  the  student 
by  the  teachers  of  special  departments  are  increasing 
and  at  no  period  have  heavier  demands  been  made 
for  the  inclusion  of  new  special  subjects  into  the 
curriculum  than  at  present.  If  every  professor  in 
special  subjects  were  to  be  humored,  he  would  not 
envy  the  lot  of  medical  students. 

At  the  present  time  a  student  begins  the  study  of 
obstetrics  and  gynecology  with  a  course  of  lectures 
and  instruction  in  the  wards.  A  very  large  part  of 
gynecology  is  purely  surgical  and  should  be  treated 
as  part  of  the  course  in  surgery.  The  subjects  to 
which  the  teachers  of  diseases  of  women  and  mid- 
wifery should  devote  themselves  should  be  just 
those  which  were  theirs  before  surgery  arrived  at  its 
present  state  of  perfection.      Edward  L.  Cornell. 

Graves,  W.  P. :  Unsolved  Problems  in  Gynecology. 

Am.  J.  ObsL,  1919,  Ixxix,  666. 

The  first  problem  which  gynecology  has  to  meet 
is  purely  educational.  With  a  very  few  exceptions, 
gynecology  is  inadequately  taught  in  the  medical 
schools  of  this  country.  This  statement  refers  not 
alone  to  the  insignificant  position  assigned  to  the 
clinical  and  didactic  instructor  of  the  subject  in  the 
various  curricula,  but  to  the  scant  attention  paid  to 
gynecological  histology  and  pathology  in  the  earlier 
laboratory  courses. 

A  more  difficult  but  more  fascinating  field  of 
research  is  that  of  gynecological  physiology.  In  this 
branch  the  problems  are  numerous  and  baffling,  and 
it  is  due  chiefly  to  the  fact  that  they  are  not  solved 
that  the  present  progress  of  gynecology  is  at  a  stand- 
still. 

To  the  investigator  who  wishes  to  study  the 
clinical  aspects  of  cancer,  gynecology  offers  the  great- 
est opportunities.  Another  fertile  field  of  research  is 
the  chemistry  of  the  ovarian  secretion  which  at 
present,  as  far  as  practical  results  are  concerned,  is 
little  cultivated.  To  the  student  who  has  access  to 
radium  the  treatment  of  non-malignant  myopathies 
by  radiotherapy  offers  an  opportunity  for  investiga- 
tion which  can  promise  immediate  results  of  great 
value. 

At  the  outbreak  of  the  war  the  Germans  were 
leading  in  the  output  of  scientific  literature  relating 
to  gynecology.  However,  like  much  of  the  German 
scientific  work,  though  awe-inspiring  by  its  labori- 
ousness,  it  was  for  the  most  part  casuistic,  recapit- 
ulatory, self-conscious,  and  contemptuous  of  the 
work  of  other  nations.    Germany  is  now  out  of  the 


game,  and  to  America  falls  the  task  of  taking  the 
lead  not  only  in  the  theory  of  gynecology  but  in 
that  of  all  medical  science.       Edward  L.  Cornell. 

Golf:  The  "Follow  up"  System  in  the  Woman's 
Hospital,  New  York.  Am.J.Obst.,  1919,  ixxix,  544, 

Notification  that  the  patient  is  a  candidate  for 
discharge  is  sent  to  the  social  service  department 
by  the  nurse  in  charge  of  the  ward.  Within  two 
hours  a  worker  visits  the  patient  in  the  ward.  The 
objects  of  this  visit  are: 

1.  To  impress  the  patient  again  with  the  im- 
portance of  visits  to  the  "follow-up  clinic." 

2.  To  arrange  the  date  of  the  first  visit. 

3.  To  present  the  patient  with  a  record  card. 

The  first  visit  made  by  the  patient  to  a  "follow- 
up  clinic"  is  set  for  a  date  approximately  one  month 
from  the  date  of  discharge.  Subsequent  visits  are 
arranged  according  to  the  following  rules: 

1.  Patients  treated  for  malignant  neoplasms  are 
to  remain  under  observation  for  a  period  of  five 
years  and  should  make  four  visits  to  the  "follow- 
up  clinic"  every  year. 

2.  Patients  upon  whom  abdominal  section  has 
been  performed  should  remain  under  observation 
for  two  years,  making  four  visits  the  first  year  and 
two  the  second. 

3.  Patients  upon  whom  plastic  operations  have 
been  performed  should  remain  under  observation 
for  three  years.  Four  visits  should  be  made  the 
first  year  and  two  each  year  thereafter. 

4.  Patients  upon  whom  minor  operations  have 
been  performed  should  remain  under  observation 
for  a  period  of  six  months. 

During  the  period  beginning  Oct.  1,1917,  and  end- 
ing Sept.  30,  1918,  1,161  "follow-up  abstracts" 
were  made  out  for  patients  treated  in  the  free 
wards  of  the  Woman's  Hospital.  Of  that  number, 
62  per  cent  have  responded  promptly  and  satis- 
factorily to  requests  for  visits  to  the  "follow-up 
clinics,"  20  per  cent  have  responded  in  a  partially 
satisfactory  manner,  and  18  per  cent  have  refused 
to  return  for  examination.  Of  the  20  per  cent  re- 
sponding in  a  partially  satisfactorj'  way,  a  large 
majority  returned  a  sufficient  number  of  times  to 
warrant  certain  conclusions  in  regard  to  the  success 
or  failure  of  the  treatment.    Edward  L.  Cornell. 

Mercade,  S. :  The  Lesions  in  Genital  Prolapse  and 
Their  Surgical  Treatment  (Les  lesions  dans  les 
prolapses  genitaux  et  leur  traitement  chirurgical). 
Arch.  mens,  d'obst.  et  de  gynec.  1919,  vii,  306. 

To  date,  the  anatomo-pathologic  lesions  in  geni- 
tal prolapse  have  been  described  in  a  somewhat 
too  schematic  manner.  The  term  "  genital  prolapse  " 
has  been  made  to  cover  different  lesions  some  of 
which  are  merely  the  consequences  of  others  and 
phases  of  the  same  pathogenic  process.  Lack  of 
balance  of  the  pelvic  organs  is  due  to  one  and  the 
same  cause,  abdominal  pressure,  which  tends  to 
force  them  through  a  pelvic  diaphragm  not  able  to 
resist  such  pressure. 
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Of  these  lesions  some  occur  very  frequently  be- 
cause they  correspond  to  the  first  stages  of  this 
pressure;  such  are  cystoccle  and  descent  of  the 
uterus.  Complete  prolapse,  rectoceic,  and  inversion 
of  the  uterus  correspond  to  its  later  development. 

The  condition  of  the  pelvic  door  is  very  important. 
Often  when  a  woman  with  prolapse  is  examined  the 
perineum  will  be  found  apparently  intact  though 
it  may  be  the  site  of  deep  lesions.  Another  im- 
portant factor  is  degeneration  of  the  anterior  seg- 
ments of  the  levatores. 

Mercade's  operative  technique  which  is  directed 
toward  strengthening  the  pelvic  structure  against 
abdominal  pressure  is  described  as  follows: 

1 .  The  patient  is  placed  in  the  gynecological  posi- 
tion and  the  prolapse  made  evident  by  traction  on 
the  neck  of  the  uterus. 

2.  An  anterior  colporrhaphy  is  done  by  excising 
a  large  lo'.enge-shaped  piece  of  the  anterior  wall 
of  the  vagina. 

3.  The  bladder  is  separated  from  the  vagina  and 
uterus,  special  care  being  taken  not  to  injure  the 
bladder.  The  lateral  surfaces  are  stripped  first 
and  then  the  rear  and  front  surfaces,  the  stripping 
being  begun  with  the  aid  of  the  bistoury  and 
followed  up  with  the  finger. 

4.  The  internal  position  of  the  levatores  is  then 
determined  and  four  chromatized  catgut  sutures  are 
placed  inside  the  borders  of  each.  The  borders  are 
then  united  on  the  median  line  to  form  a  floor 
beneath  the  bladder. 

5.  Suture  of  the  vaginal  wound. 

Mercade  has  for  some  time  discontinued  all 
other  methods  of  treating  prolapse  in  favor  of  this 
anterior  suture  of  the  two  levatores  with  which  he 
obtains  perfect  results.  He  re-examined  all  of  his 
patients  after  several  months  and  found  no  recur- 
rence. 

The  anterior  colpoperineorraphy  described  is 
applicable  also  to  hypertrophic  elongation  of  the 
neck  of  the  uterus  associated  with  cystocele. 

W.  A.  Brenn.\n. 

Hager,  B.  H.,  and  Becht,  F.  C. :  Action  of  Viburnum 
Prunifolium.  /.  Pharmacol.  6*  Exper.  Therap., 
1919,  xiii,  61. 

The  results  of  this  investigation  indicate  that  the 
effect  produced  on  the  uterus  by  alcoholic  extracts 
and  decoctions  of  viburnum  prunifolium  bark  are 
of  little  consequence  in  modifying  the  nature  of 
the  uterine  activity.  No  uniform  pharmacological 
effect  can  be  ascribed  to  the  drug,  for  while  in  one 
instance  stimulation  may^  seem  evident,  a  similar 
dose  ^iven  at  another  time  under  the  same  conditions 
produces  an  apparent  inhibition  or  no  perceptible 
change  whatever. 

As  compared  with  the  effect  of  drugs  known  to 
have  a  specific  action  on  the  uterine  contractions, 
such  as  that  of  pilocarpine  and  pituitary  extracts  on 
the  pregnant  uterus,  the  effect  of  viburnum  prunifo- 
lium is  ne5,ligible.  The  changes  in  the  contraction 
of  the  uteri  of  experimental  animals  which  sometimes 


occur  on  the  administration  of  an  extract  of  vibur- 
num prunifolium  bark  are  so  slight  that  they  may  be 
explained  as  having  been  produced  relexly  throu-^h 
manipulation  of  the  animal  during  injection  or  by 
the  alcohol  which  holds  the  dru^  in  solution.  It  has 
been  demonstrated  that  in  the  uteri  of  animals 
rendered  unconscious  by  high  section  the  intra- 
venous injection  of  alcohol  causes  a  temporary  in- 
hibition or  stimulation.  Max  Kah.v. 

Heineberg,  A. :  Adenomyoma  of  the  Rectovaginal 
Space.   Am.  J.  ObsL,  1919,  Ixxix,  526. 

The  chief  symptoms  are  pain  and  menorrhagia- 
Two  types  of  pain  are  described,  a  grinding  sensa- 
tion in  the  lower  abdomen  and  a  distressing  fullness 
or  pressure  in  the  rectum  which  is  aggravated  during 
defecation.  An  interestin'?  as  well  as  important 
point  is  the  persistence  of  the  painful  pressure  in  the 
rectum  for  several  days  after  the  cessation  of  the 
menstrual  flow. 

The  tumor  presents  itself  as  a  dense,  indurated, 
nodular  or  flattened  mass  beneath  the  upper  part 
of  the  posterior  vaginal  wall  to  which  it  is  usually 
closely  adherent  as  well  as  to  the  rectal  wall.  When 
of  large  si^e  or  situated  high  up,  the  mass  becomes 
fixed  to  the  supravaginal  cervix  and  is  movable  only 
with  the  latter.  Spreading  along  the  route  of  the 
pelvic  connective  tissue  it  involves  the  broad 
and  uterosacral  ligaments  and  extends  even  to  the 
pelvic  walls.  In  such  cases  the  entire  pelvic  con- 
tents become  fixed  as  in  massive  pelvic  cellulitis. 

All  writers  agree  that  adenomata  of  the  recto- 
vaginal space  should  be  removed  as  soon  as  possible. 

The  author  reports  two  cases  treated  successfulh'. 

Edward  L.  Cornell. 

Tilmant,  A. :  Tiie  Relation  of  Exophthalmic  Goiter 
to  Ovarian  Insufficiency  (Des  relations  du  goitre 
exopthalmique  avec  I'insuffisance  ovarienne).  Presse 
med.,  1919,  xxvii,  164. 

Of  the  various  conjectures  regarding  the  patho- 
genesis of  exophthalmic  goiter,  Tilmant  prefers  the 
theory  ascribing  it  to  a  disturbance  of  the  glands  of 
internal  secretion.  The  part  played  by  disturbances 
in  the  corpus  luteum  secretion  in  the  genesis  of 
thyroid  hypertrophy  and  exophthalmic  goiter  has 
been  demonstrated. 

Recently  the  author  has  observed  six  cases  of 
Basedow's  disease  in  women  of  the  same  family. 
The  histories  showed  that  the  appearance  of  the 
symptoms  coincided  with  periods  of  ovarian  dis- 
turbance chief  of  which  was  insufliiciency,  either 
partial  or  total. 

The  author's  conclusions  are  as  follows: 

1.  Basedow's  disease  is  a  dysthyroidism  char- 
acterized by  a  change  in  either  the  character  or 
quantity  of  the  thyroid  secretion. 

2.  This  dysthyroidism  is  dependent  upon  a 
predisposition,  some  primary  alteration  either  in  the 
thyroid  gland  itself  or  its  sympathetic  system. 

3.  While  the  causes  of  the  dysthyroidism  are 
various,  we  must  look  especially  for  toxaemia,  acute 
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or  chronic  infeclions.  or  hyper-  or  hyposecrction  of 
the  ghinds  of  inlernal  secretion  in  seeking  the 
causative  factor  in  a  particuhir  case. 

W.  A.  Hrknnan. 

Mercad^,  S.:  The  End-Results  of  Suture  of  the 
Anterior  Perineum  for  the  Radical  Cure  of 
Genital  Prolapse  in  Woman  (Les  r<;sullats 
eloignfis  de  la  suture  du  pi^rinee  antdrieur  pour  la 
cure  radicale  des  prolapsus  genitaux  dc  la  femme). 
Bull,  d  mint.  Soc.  de  chir.  dc  Par.,  1919,  xlv,  505. 

Most  surgeons  are  today  agreed  that  the  usual 
methods  employed  do  not  effect  a  radical  cure  in 
genital  prolapse  in  woman;  there  is,  moreover,  a 
general  tendency  to  recognize  the  fact  that  the 
underlying  cause  in  prolapse  is  weakness  of  the 
perineum  and  efforts  are  now  being  directed  toward 
strengthening  the  perineal  floor. 

While  nearly  all  surgeons  have  turned  their  at- 
tention to   the  posterior  floor    of    the   perineum, 


Mercade's  procedure  is  directed  toward  the  an- 
terior floor,  his  method  being  an  anterior  col- 
poperineorrhaphy.  After  making  a  wide  incision  of 
the  anterior  vagina  and  separating  the  bladder  from 
the  uterus,  he  seeks  the  anterior  part  of  the  levators, 
passes  chromic  catgut  sutures  through  the  edges, 
draws  the  levators  together,  and  knots  the  threads. 

Excellent  results,  which  remained  unimpaired 
more  than  six  months  after  the  operation,  were  ob- 
tained in  this  manner  in  six  cases.  In  one  case  the 
operation  was  performed  more  than  a  year  ago. 
These  patients  had  complete  prolapse  of  a  most 
severe  and  painful  type. 

Discussion  of  the  article  brought  out  the  fact 
that  the  method  of  suturing  the  anterior  perineum 
is  old,  but  that  while  suturing  of  the  levators  is 
considered  a  necessary  part  of  every  good  peri- 
neorrhaphy, the  exact  area  where  this  suture  should 
be  placed  is  not  generally  agreed  upon. 

W.  A.  Brennan. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

White,  C:  Two  Cases  of  Puerperal  Anuria  in 
Which  the  Renal  Capsule  was  Incised  and  Por- 
tions of  the  Kidney  Substance  Removed  for 
Examination.  Proc.  Roy.  Soc.  Med.,  Lond.,  1919, 
xii,  27. 

White  reports  two  cases  of  puerperal  anuria  fol- 
lowing eclampsia  at  about  the  sixth  month.  In 
both,  the  kidney  capsule  was  incised  and  a  minute 
section  of  the  kidney  was  removed  for  examination. 
Following  the  operation  the  urinary  output  was  in- 
creased and  the  convalescence  uneventful. 

In  the  sections  examined  there  was  marked  dila- 
tation of  the  tubules  and  more  or  less  degenera- 
tion of  the  cells  lining  them.  Some  of  the  tubules 
were  filled  with  granular  material.  The  glomerular 
cells  were  little  changed  but  the  surrounding  clear 
space  was  increased.  There  was  small-cell  infiltra- 
tion of  the  interstitial  cells  and  the  connective 
tissue  was  both  increased  and  oedematous.  No 
thrombosis  of  the  vessels  was  observed. 

On  the  basis  of  the  routine  examination  of  the 
kidneys  of  eclamptics  during  operation,  the  author 
concludes  that  the  thrombosis  and  cortical  necrosis 
usually  found  in  such  cases  are  terminal  phenomena 
and  not  the  actual  cause  of  the  suppression.  Invar- 
iably when  anuria  is  associated  with  eclampsia  the 
kidney  tension  is  increased,  while  if  anuria  is  not 
present,  the  kidney  is  soft.  W.  F.  Hewitt. 

Torre  y  Blanco,  J.  de:  Acute  Hydramnios  in  a 
Tuberculous  Woman  (Caso  de  hidramnios  agudo 
en  una  tuberculosa).  Arch,  de  ginec,  obst.  y  pediat., 
1919,  xxxii,  36. 

In  this  article  is  reported  a  case  of  rapid  acute 
hydramnios  in  a  woman,  aged  26  years,  who  had  a 
tuberculous  process  involving  the  right  lung.  The 
condition  was  diagnosed  at  the  end  of  the  sixth 
month  of  pregnancy  which  was  thought  might 
possibly  be  a  twin  pregnancy.  In  the  author's 
opinion,  acute  hydramnios  is  often  associated  with 
twin  pregnancy  and  especially  twin  pregnancy 
which  is  unioval. 

In  the  case  reported,  labor  was  induced  by  punc- 
ture during  the  seventh  month.  An  enormous 
quantity  of  amniotic  fluid  was  expelled.  The  woman 
gave  birth  to  two  female  unioval  fa-ti  both  of  which 
were  dead.  One  of  them  had  died  quite  recently. 
The  puerperium  was  normal.  W.  A.  Brennan. 

Harris,  J.  W. :  Influenza  Occurring  in  Pregnant 
Women :  a  Statistical  Study  of  Thirteen  Hun- 
dred and  Fifty  Cases.  /.  Am.  M.  Ass.,  1919,  Ixxii, 

978. 

It  was  assumed  that  the  1,350  cases  on  which 
these  statistics  are  based  were  serious  enough  to 


require  medical  attention.  This  number  does  not 
include  the  very  mild  cases,  nor  many  of  those 
which  occurred  within  the  first  two  months  of 
pregnancy  when  gestation  might  easily  escape  the 
physician's  knowledge.  With  these  reservations, 
the  results  of  the  study  were  as  follows: 

1.  Pneumonia  complicated  the  influenza  in 
about  one-half  of  the  pregnant  women. 

2.  In  the  cases  complicated  by  pneumonia,  about 
50  per  cent  of  the  patients  died,  the  mortality  being 
somewhat  greater  during  the  last  three  months  of 
pregnancy. 

3.  The  gross  mortality  of  ail  cases  was  27  per 
cent. 

4.  Pregnancy  was  interrupted  in  26  per  cent  of 
the  uncomplicated  cases,  and  in  5  2  per  cent  of  those 
complicated  with  pneumonia.  In  the  cases  ending 
fatally,  abortion  or  premature  labor  occurred  in  62 
per  cent.  Thus,  in  38  per  cent  of  the  fatal  cases 
the  patient  died  without  interruption  of  pregnancy. 

5.  The  mortahty  of  influenza  was  considerably 
higher  (41  per  cent)  in  the  cases  complicated  by 
abortion  or  premature  labor  than  in  those  in  which 
pregnancy  was  uninterrupted  (16  per  cent). 

Edward  L.  Cornell. 

Hellier,  J.  B. :  Clinical  Study  of  108  Cases  of  Ectopic 
Pregnancy.    Practitioner,  1919,  cii,  169. 

Hellier  reports  108  cases  of  ectopic  pregnancy 
observed  in  nineteen  years  of  practice.  This  is 
1.7  per  cent  of  the  in-patients  in  the  wards  of  the 
Leeds  General  Infirmary.  He  has  noted  that  the 
condition  frequently  occurs  following  a  long  period 
of  sterility  which  is  perhaps  associated  with  a  tubal 
disease.  The  clinical  history  in  the  early  stage  is 
obscure,  especially  when  there  is  no  amenorrhoea. 

The  coincidence  of  vaginal  and  intra-abdominal 
haemorrhage  explains  why  so  many  cases  are  con- 
fused with  abortion. 

Cases  in  which  the  haemorrhage  still  persists  are 
best  treated  by  early  abdominal  section.  When 
there  is  a  large  haematocele,  expectant  treatment 
does  not  yield  the  best  results. 

A  diagnosis  before  rupture  is  rarely  to  be  expected 

W.  F.  Hewitt. 

Jensen,    M.    J.:    Placenta    Praevia    and    Abruptio 
Placentae.   J.-Lancet,  1919,  xxxix,  197. 

Cases  of  placenta  praevia  may  be  classified  into 
two  groups,  i.  e.,  those  in  which  labor  has  not  begun 
and  those  in  which  it  has  begun.  When  the  bleeding 
begins  before  labor,  the  interests  of  the  child  demand 
expectant  treatment  consisting  of  absolute  rest  and 
the  administration  of  sedatives.  If  after  sedative 
treatment  has  been  tried  the  haemorrhage  recurs  be- 
fore labor  has  started  or  if  there  is  a  single  profuse 
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hjcmorrhage,  active  measures  are  indicated  at  once. 
In  every  case  of  placenta  pra;via  and  accidental 
haemorrhage  the  strictest  precautions  for  asepsis 
must  be  taken  and  the  preparations  should  be  as 
thorough  as  for  any  surgical  operation.  In  a  cer- 
tain number  of  these  cases  ca;sarean  section  is  al- 
ways indicated.   These  are: 

1.  Cases  of  primigravidae  and  others  who  have 
sufficient  pelvic  obstruction  to  prolong  labor  se- 
riously. 

2.  Cases  of  rigid  and  undilatable  cervix  in  which 
the  indications  suggest  prolonged  labor. 

3.  Most  cases  of  placenta  praevia  centralis  and 
placenta  praevia  complicated  by  eclampsia. 

In  accidental  haemorrhage  the  method  which  emp- 
ties the  uterus  most  quickly  without  producing  shock 
or  injuring  the  soft  parts  is  dilatation,  version,  and 
extraction.  Cesarean  section  should  never  be  done 
as  a  routine  measure  unless  the  child  is  viable  and 
the  mother  a  good  surgical  risk. 

All  cases  should  be  considered  carefully.  When- 
ever possible  the  treatment  should  be  limited  to  the 
more  conservative  methods.  When  it  is  necessary  to 
decide  upon  radical  treatment  the  decision  as  to  the 
method  should  be  left  to  the  judgment  of  a  well- 
trained  obstetrician.  C.  D.  Holmes. 

Fisher,  J.  M.:    The  Diagnosis  and  Treatment  of 
Abortion.   Therap.  Gaz.,  19 19,  xliii,  233. 

This  article  deals  with  the  diagnosis  and  treat- 
ment of  the  types  of  abortion  ordinarily  met  with 
in  practice.  The  more  important  of  these  cases  are 
of  the  so-called  clean  type,  for  the  seriously  septic 
abortions  have  become  so  through  ill-advised 
manipulations  in  clean  cases.  With  very  few 
exceptions,  threatened,  inevitable,  complete,  and 
incomplete  abortions  were  originally  clean  cases. 

Clean  abortion;  threatened  abortion:  A  pregnant 
woman  may  have  intermittent  uterine  contractions, 
pain,  haemorrhage,  and  dilatation  of  the  cervix  with 
bulging  of  the  membranes  followed  by  subsidence  of 
all  of  these  and  continuance  of  gestation.  When 
such  symptoms  are  present,  a  hypodermic  of  mor- 
phine and  every  four  or  five  hours  thereafter  the 
use  of  the  following  suppository  is  very  satisfactory: 

Extract  opii,  gr.  i 

Extract  hyoscyamus,  gr.  ss. 
Oleum  theobromatis,  q.  s. 

Tamponing  the  vagina  is  fraught  with  the  danger  of 
exciting  reflex  uterine  contractions  which  may  con- 
vert the  condition  into  an  inevitable  abortion.  The 
patient  should  be  kept  in  bed  at  least  a  week  after 
the  disappearance  of  all  symptoms. 

Inevitable  abortion:  An  abortion  becomes  in- 
evitable as  a  result  of:  (i)  the  death  of  the  embryo; 
(2)  detachment  of  a  large  portion  of  the  ovum;  and 
{?,)  rupture  of  the  ovum.  During  the  early  weeks 
of  pregnancy  it  is  obviously  very  diflficult  to  diag- 
nose the  first  two  conditions,  so  that  while  the  ovum 
remains  intact  the  conscientious  practitioner  may 
try  to  save  it  from  destruction.   If  the  abortion  has 


become  inevitable  and  the  patient  is  under  the  care 
of  the  family  physician  who  may  be  reached  on  short 
notice,  the  plan  of  watchful  waiting  may  be  fol- 
lowed with  reasonable  assurance  that  in  time  the 
uterus  will  empty  itself  spontaneously.  On  the  other 
hand,  if  the  physician  cannot  be  reached  promptly, 
or  if  the  patient's  general  condition  is  such  as  to  be 
harmed  by  even  moderate  bleeding,  the  vagina 
should  be  tamponed  under  the  strictest  precautions 
for  asepsis.  If  necessary,  this  packing  may  be  re- 
peated after  from  four  to  twelve  hours.  As  all 
forms  of  intra-uterine  manipulations  are  attended 
by  a  certain  risk  of  infection,  such  interference 
should  be  avoided  if  possible. 

Complete  abortion:  While  from  the  standpoint  of 
the  absence  of  chorionic  villi,  placental  tufts,  or 
shreds  of  membrane,  no  abortion  may  be  said  to  be 
complete  in  the  early  weeks  of  pregnancy,  the 
placenta  vera  is  usually  discharged  as  debris  after 
the  expulsion  of  the  ovum.  Even  in  such  cases, 
however,  it  may  be  necessary  to  slip  an  obstructing 
clot  aside  with  the  gloved  finger  in  order  to  es- 
tablish good  drainage,  though  there  is  more  danger 
from  too  early,  rather  than  from  too  late,  inter- 
ference. 

Incomplete  abortion:  In  this  condition  we  face 
the  problem  of  the  retention  of  portions  of  the 
ovular  envelope  or  of  placental  structure  which, 
with  few  exceptions,  will  be  discharged  spontaneous- 
ly if  given  sufficient  time.  In  the  author's  opinion, 
the  seriousness  of  the  retention  of  these  products 
has  been  considerably  over-estimated  by  a  certain 
contingent  of  the  profession.  Interference  offers 
more  risk  of  infection  than  waiting.  The  danger  of 
profuse  haemorrhage  is  immediate  and  may  be  met 
promptly.  The  average  doctor  should  content 
himself  with  vaginal  tamponade  without  any  intra- 
uterine manipulation  whatever.  The  removal  of 
the  tampon  after  twelve  to  twenty-four  hours  is 
usually  followed  by  expulsion  of  the  retained 
material,  though  exceptionally  it  may  be  necessary 
to  repack  the  vagina.  If  the  cervix  is  well  dilated 
and  the  ovular  mass  is  presenting  at  the  cervix,  the 
latter  may  be  expressed  by  external  compression  of 
the  uterine  fundus  or  withdrawn  by  means  of  a 
wide-blade  placental  forceps.  Intra-uterine  irriga- 
tion is  condemned.  The  advisability  of  vaginal 
douching  is  questionable.  In  any  case  requiring 
localized  attention  nothing  supersedes  the  im- 
portance of  the  strictest  asepsis  and  antisepsis  on  the 
part  of  the  physician.  Following  this  type  of 
abortion  and  the  ultra-conservative  method  of 
managing  it,  it  may  be  necessary  later  on  to  dilate, 
curette,  and  pack  the  uterus  to  remove  a  so-called 
placental  polyp. 

Infected  abortion:  The  severity  of  a  uterine 
infection  in  different  persons  by  the  same  organism 
varies  in  type  from  the  most  malignant  with  a  fatal 
termination  in  a  few  hours  to  a  type  with  symptoms 
so  mild  as  almost  to  escape  detection.  These  clinical 
variations  are  usually  accounted  for  by  one  or  more 
of  the  following  conditions:  '{i)  the  biochemical  or 
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bactericidal  properties  of  the  involved  localized 
structures;  (2)  the  patient's  constitutional  resist- 
ance; and  (3)  the  character  and  behavior  of  the 
micro-organisms.  (Jenerally  speakin-?,  the  |)atient 
who,  within  twenty-four  hours  after  an  abortion, 
has  chills  and  hi'fh  fever  and  a  uterus  free  from 
retained  material  is  in  much  more  dansjer  than  a 
patient  who,  after  three  or  four  days,  has  a  foul 
discharge.  In  the  former  the  uterus  is  the  carrier 
of  pathos;enic  bacteria  to  the  circulating  medium, 
while  in  the  latter  there  is  a  definitely  defined  process 
limited  to  the  cavity  of  the  uterus.  It  is  well 
recognized  that  the  first  type  can  not  be  benefited  by 
local  interference,  and  it  is  evident  that  unless  there 
is  gross  obstruction  or  undue  delay  on  the  part  of 
the  uterus  in  discharging  its  contents,  the  second 
type  of  infected  abortion  also  can  not  be  interfered 
with  safely  in  this  way. 

With  comparatively  few  exceptions,  the  active 
local  treatment  of  septic  abortion  is  unscientific 
and  illogical,  and  clinical  experience  has  shown  that 
as  a  routine  procedure  it  is  unwarranted. 

C.  D.  Holmes. 

LABOR  AND   ITS   COMPLICATIONS 

Pouliot,  L. :  Hypophysary  Extracts  in  Obstetrics 
and  Gynecology  (Les  preparations  hypophysaires 
en  obst^trique  et  en  gynecologie).  Rev.  mens,  dc 
gynec,  d'obst.,  et  de  pediaL,  1919,  xl,  64. 

Pituitary  extract  has  won  an  important  place  in 
the  treatment  of  operative  shock.  Although  shock 
is  rarely  seen  in  ordinary  obstetrical  operations, 
it  is  observed  occasionally  after  the  various  types 
of  ca?sarean  operations  and  after  major  gynecological 
operations  such  as  hysterectomy. 

Beside  postoperative  shock  there  are  also  other 
conditions  in  which  the  arterial  pressure,  the  energy 
of  the  cardiac  beats,  and  the  regularity  and  strength 
of  the  pulse  are  much  improved  by  hypophysary  ex- 
tracts. Such  conditions  are  posthaemorrhagic 
acute  anaemia  following  delivery,  placenta  praevia, 
uterine  rupture,  and  the  rupture  of  an  ectopic 
pregnancy. 

Opinions  are  divided  in  regard  to  the  effects  of 
hypophyseal  extract  on  the  haemorrhages  following 
delivery.  Such  injections  when  given  in  the  beginning 
of  labor  may  occasion  haemorrhages;  when  given 
late,  they  prevent  inertia.  Some  have  stated  that 
the  extracts  have  occasioned  serious  disorders 
either  local  (such  as  uterine  tetany  and  even  rupture 
of  the  uterus)  or  general  (such  as  syncope  or  high 
blood  pressure) .  These  disturbances,  however,  have 
been  observed  only  in  women  with  heart  disease, 
cervical  rigidity  or  other  conditions  in  which  the 
use  of  extracts  is  contra-indicated. 

A  common  indication  for  the  use  of  hypophyseal 
extracts  in  obstetrics  is  secondary  inertia,  the 
"slackening"  of  labor,  regardless  of  the  cause  and 
especially  in  cases  of  contracted  pelvis. 

In  gynecology,  pituitary  extract  is  useful  as  a 
haemostatic  in  uterine   fibroids,  in   dysmenorrhoea 


and  amcnorrhcjca,  and  in  chronic  lesions  of  the  uterus 
and  adnexa. 

Pituitary  extract  may  be  useful  also  in  the  pro- 
phylaxis of  puerperal  infection  even  when  it  has  passed 
the  limits  of  the  uterus  and  developed  into  peri- 
tonitis. Klotz,  Houssay.  and  others  have  shown  that 
the  immediate  causes  of  death  in  peritonitis  are 
circulatory  depression,  failure  of  the  pulse,  a  fall 
in  the  arterial  pressure,  and  hypothermia,  with  ac- 
cessory intestinal  paralysis  and  the  resulting  ab- 
sorption of  toxins.  Hypophysary  medication  com- 
bats both  sets  of  symptoms  by  its  action  on  the 
vascular  system  and  its  known  effects  in  intestinal 
paresis.  The  extract  of  the  posterior  lobe  of  the 
hypophysis  should  be  used  and  injected  intramus- 
cularly in  a  dose  of  >^  cc.  W.  .\.  Brexnan. 

Foulkard,  C:    Induction  of  Labor  by  the  Use  of 
Bougies.   Am.  J.  Obst.,  1919,  Ixxix,  550. 

In  the  23  cases  which  furnish  the  basis  of  this  paper 
labor  was  induced  in  6  because  of  toxaemic  condi- 
tions in  the  mothers,  in 6  others  for  contracted  pelvis, 
in  7  for  R.O.P.  at  term,  in  i  for  placenta  praevia. 
in  I  for  transverse  position,  in  i  for  double  mitral 
heart  lesion,  and  in  i  for  pyelitis.  This  series  there- 
fore furnishes  a  good  representation  of  the  condi- 
tions for  which  the  operation  is  applicable  today. 

Recently  the  author  has  been  using  two  silk 
bougies  with  or  without  iodoform  gauze  packing 
to  induce  labor.  These  bougies  must  be  well  placed. 
It  is  his  custom  to  dilate  the  cervix  first  with  the 
fingers  and  then  carefully  separate  the  membrane 
around  the  internal  os. 

Labor  pains  may  come  on  immediately  or  not 
for  forty-eight  hours.  Multiparas  pursue  a  regular 
course  of  labor,  securing  complete  dilation  and  ex- 
pulsion of  the  child  spontaneously. 

The  only  babies  lost  in  the  above  series  were  those 
of  highly  toxic  mothers  and  were  usually  of  doubtful 
vitalit}^  Kdward  L.  Corxeli,. 

Dorland,  W.  A.  N.:    Watery  Accumulations  in  the 
Foetal  Abdomen    Obstructing  Labor.     Am.  J. 

Obst.,  1919,  Ixxix,  474. 

The  author  reports  the  case  of  a  young  married 
woman,  aged  24  years,  in  whom  labor  began  at 
about  7  o'clock  one  morning  when  she  was  approxi- 
mately seven  and  a  half  months  pregnant  with  her 
first  child.  She  had  experienced  good  health 
throughout  gestation,  but  no  foetal  movements  had 
been  noticed  for  several  days.  The  pains  were 
normal  in  nature  and  the  labor  progressed  satis- 
factorily until  I  o'clock  when  a  somewhat  under- 
sized head  was  born  immediately  after  the  dis- 
charge of  a  small  amount  of  liquor  amnii.  The 
mother  on  attempting  to  extract  the  child  by 
making  traction  upon  the  head  was  horrified  to 
find  a  separation  from  the  foetal  body  taking  place. 
She  thrust  the  head  back  into  the  vagina  and 
summoned  help. 

On  making  digital  examination  the  foetal  head 
was  found  to  be  almost  totally  detached,  merely  a 
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few  shreds  of  tissue  connecting  it  with  the  body 
which  was  tightly  jammed  in  the  superior  strait 
of  the  pelvis.  The  body  presented  no  characteristic 
features  but  the  arms  could  not  be  felt.  A  great 
cystic  mass  filled  the  maternal  pelvis,  slightly  pro- 
jecting below  into  the  well-dilated  cervical  canal. 
The  abdomen  was  tense  and  immensely  distended; 
no  fd'lal  structures  could  be  detected.  While  the 
attempt  was  being  made  to  carry  the  finger  around 
the  mass  of  tissue  protruding  through  the  cervix, 
the  woman  suddenly  experienced  a  severe  uterine 
contraction  and  the  cystic  tumor  virtually  exploded, 
covering  the  examiner  with  an  immense  volume  of 
lluid.  The  tumor  had  collapsed,  and  with  but  very 
slight  effort  the  foetal  body  was  delivered,  practi- 
cally falling  into  the  physician's  hands.  The  fcctus 
was  40  cm.  long. 

A  ragged  opening  was  found  in  the  torn  tissues 
left  by  the  avulsion  of  the  head;  through  this  hole 
the  fuid  had  found  vent.  The  thoracic  and  ab- 
dominal cavities  were  practically  a  single  cavity. 
At  some  lime  in  the  development  of  the  disease  the 
diaphragm  had  been  ruptured  by  the  extreme 
abdominal  distension,  or  else  there  had  been  a  con- 
genital perforation  of  that  structure,  the  edges  of 
which  could  be  readily  detected  attached  to  the 
somatic  walls.  The  lungs,  heart,  and  great  vessels 
were  compressed  into  the  upper,  posterior  thoracic 
region.  The  abdominal  walls  were  immensely  dis- 
tended, thin,  almost  transparent,  and  not  at  all 
(rdematous.  The  alimentary  canal  was  normal  in 
appearance  except  at  its  lower  portion.  The  peri- 
toneal surface  everywhere  had  lost  its  usual  glazed 
appearance  and  was  covered  at  points  by  tiakes  of 
plastic  lymph.  The  rectum  seemed  to  end  in  a 
cul-de-sac,  and  an  external  examination  revealed 
absence  of  the  anus.  The  bladder  was  small  and  to 
all  appearances  normal.  The  urethral  canal  was 
almost  impervious.  Examination  of  the  specimen 
clearly  showed  that  the  condition  was  fcetal  ascites 
with  chronic  peritonitis,  but  the  etiology  was  not 
apparent. 

A  brief  report  of  all  cases  in  the  literature  is  given 
and  a  complete  bibliography  appended. 

Edward  L.  Cornell. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Wallich,  v.:  Comparison  Between  Puerperal  In- 
fection and  Some  Surgical  Infections  (Parallele 
cntre  I'infection  puerperale  et  quelques  infections 
chirurgicales) .    Presse  mid.,  1919,  xxvii,  162. 

The  studies  made  during  the  past  few  decades  on 
the  uterine  wound  and  its  infection  in  the  course  of 
the  puerperium  have  established  a  number  of  facts 
identical  with  those  observed  in  war  wounds. 

The  degeneration  of  the  uterine  mucosa,  while 
preparing  for  and  facilitating  the  detachment  of  the 
ovum,  has  also  as  a  consequence  the  formation  of 
necrosed  tissue  which  is  very  favorable  for  the  de- 
velopment of  bacteria.  In  certain  cases  the  post- 
partum infection  of  the  uterus  may  be  considered 


equivalent  in  type  to  the  massiv^e  infections  which 
occur  in  severe  traumatism. 

The  study  of  puerperal  infections  has  demon- 
strated the  presence  of  two  types  of  bacteria,  one  of 
which  is  localized  on  the  surface  of  the  uterus  and 
in  its  wall,  and  the  other  generalized  and  involved  in 
the  diffusion  of  the  infection.  The  chief  agent  in 
both  types  is  the  streptococcus. 

In  war  wounds,  as  in  the  postpartum  uterus,  are 
mortifying  tissues  in  which  infection  finds  a  favor- 
able breeding  ground  and  in  these  lesions  also  the 
streptococcus  plays  the  most  important  part.  When 
a  localized  war  wound  infection  becomes  generalized, 
the  same  distant  phenomena  are  observed  as  in 
puerperal  infection. 

The  treatment  of  infected  war  wounds  is  similar 
to  that  of  puerperal  infections.  Intermittent,  and 
especially  continuous,  intra-uterine  injections  have 
the  same  proteolytic  effect  on  the  degenerated 
uterine  surface  as  the  hypochlorite  treatment  used 
by  Labarraque,  Carrel,  and  others  has  in  war  wounds. 

The  use  of  the  curette  in  the  uterus  following 
abortion,  first  done  by  Recamier  in  1845  and  re- 
vived by  Pozzi  in  1891,  although  not  generally 
accepted,  is  nothing  more  than  th.  parallel  of  the 
use  of  the  bistoury  for  the  removal  of  dead  tissues 
as  applied  in  the  most  recent  treatment  of  war 
wounds. 

While  the  facts  in  regard  to  puerperal  infections 
have  been  of  very  great  benefit  in  the  treatment  of 
the  wounds  of  war,  reciprocally  the  study  of  the 
infected  wounds  of  war  has  thrown  much  light  on 
the  treatment  of  puerperal  infection.  Both  surgeon 
and  accoucheur  are  in  agreement  that  the  removal 
of  the  focus  of  infection  should  form  the  basis  of 
the  treatment.  W.  .\.  Brexnan. 

Boys,  C.  E.:  Complete  Muscle  Operation  in  Pri- 
mary and  Secondary  Perineorrhaphy  Immedi- 
ately Following  Labor.  J.  Michigan  M.Soc,  1919, 
xviii,  153. 

Boys  reports  41  consecutive  cases  of  fresh  lacera- 
tions, including  three  third-degree  lacerations,  which 
were  operated  upon  at  the  time  of  labor,  and  20 
consecutive  cases  in  which  there  were  old  scars  and 
upon  which  he  performed  a  complete  muscle  opera- 
tion also  at  the  time  of  labor.    His  conclusions  are: 

1.  The  febrile  reaction  following  complete  repair 
of  the  perineum  is  due  more  to  the  delivery  than  to 
the  operation.  This  is  proven  by  the  fact  that  the 
morbidity  percentage  was  higher  when  repair  was 
not  done  than  in  cases  operated  upon. 

2.  The  complete  muscle  operation  in  the  repair 
of  fresh  tears  at  the  time  of  labor  is  a  justifiable 
procedure  as  is  evident  from  the  fact  that  6q  per 
cent  of  the  patients  had  normal  recoveries  and  26 
only  a  slight  febrile  reaction,  while  complications 
occurred  in  only  5  per  cent  and  in  these  the  result 
was    satisfactory. 

3.  The  anatomical  results  in  both  primary  and 
secondary  repairs  at  the  time  of  labor  are  as  good 
as  or  better  than,  those  of  the  late  operation. 
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4.  The  saving  of  time  and  expense  to  the  patient 
is  well  worth  while  in  view  of  the  above  considera- 
tions. W.  F.  Hewitt. 

MISCELLANEOUS 

Virasinghe,  L.  N.:    The  Child  Welfare  Scheme. 

Madras  M.  J.,  1919,  ii,  69. 

For  the  treatment  of  the  common  diseases  of  chil- 
dren, the  homes  in  India  are  anything  but  ideal.  The 
mother  or  other  person  in  charge  is  not  a  nurse  and 
instructions  are  often  not  carried  out  because  of  the 
lack  of  means.  When  the  husband  is  a  peon,  cleanli- 
ness means  an  outlay  which  cannot  be  afforded.  In 
Madras,  therefore,  a  children's  hospital  is  a  great 
need. 

Even  with  such  a  hospital  in  good  working  order, 
however,  and  many  consultation  centers  all  over  the 
city  with  trained  health  visitors  and  efTicient  nurses 
attached,  very  little  change  will  be  observed  early 
in  the  death  rates  amon^  children.  The  child  welfare 
scheme  by  itself  can  do  little  to  reduce  this  rate;  the 
related  schemes  of  education  and  sanitation  must 
help. 

The  relief  of  poverty  and  the  resulting  unsatis- 
factory conditions  must  occupy  the  mind  of  every 
•true  citizen.  A  general  march  toward  cleanliness 
must  be  begun  and  the  conscience  of  the  public  to- 
ward proper  sanitation  aroused.  The  food  eaten  at 
the  present  time  is  not  clean  and  will  not  be  as  long 
as  the  material  sold  as  tamarind  in  the  bazaars  finds 
ready  admission  to  the  kitchens.  Many  of  the  people 
still  see  no  danger  in  exposing  their  skins  to  dust 
which  is  laden  with  the  worst  impurities  from  the 
dirtiest  slums  and  steets;  many  more  perhaps  do  not 
see  why  the  barber  woman  (midwife)  is  objection- 
able. There  must  be  awakened  in  all,  rich  and  poor 
alike,  the  desire  for  clean  food,  pure  air,  and  clean 
homes.  Edward  L.  Cornell. 

Sreenivasamurthi,  G.:    The  Social-Economic  As- 
pect of  Child  Welfare.  Madras  M.  J.,  1919,  ii,  81. 

In  India  a  high  birth-rate  is  associated  with  a 
high  death-rate,  especially  among  infants.  The 
cause  of  this  appalling  death  rate  is  ignorance,  for 
the  majority  of  the  children  are  born  in  fairly 
healthy  condition  and  if  fairly  managed  from  the 
start  would  have  some  chance  of  living. 

In  countries  where  preventive  checks  do  not 
prevail,  it  is  the  increase  or  decrease  in  the  number 
of  marriages  which  primarily  affects  the  increase 
or  decrease  in  the  birth-rate,  but  where  such 
checks  do  obtain,  as  in  England,  France,  and  some 
other  countries,  a  declining  birth-rate  and  an  in- 
creasing marriage-rate  often  co-exist. 

In  India  such  regulation  of  families  by  artificial 
means  has  not  yet  become  prevalent.  It  may  there- 
fore be  said  that  the  birth-rate  is  a  factor  of  the 
marriage-rate,  which  again  is  largely  influenced  by 
certain  social  customs.  Chief  among  the  latter  is 
the  custom  of  universal  marriage,  more  especially 


amon;  girls,  and  early  marriages  (including  the 
marriage  of  babies)  amonj  certain  classes  of  the 
population. 

It  is  generally  held  that  the  number  of  children 
per  marriage  varies  inversely  with  the  age  of  the 
marrying  couple.  Therefore  the  number  of  children 
and  the  interval  between  successive  pregnancies 
are  less  among  couples  which  marry  late  than 
among  those  which  marry  early. 

Undoubtedly  it  may  be  desirable  that  the  unduly 
high  birth-rate  in  India  should  be  brought  down 
to  a  reasonable  level,  but  this  should  not  be  less  than 
the  death-rate  or  the  people  would  be  on  the  high- 
road to  national  self-extinction. 

Edward  L.  Cornell. 

McCormack,   CO.:    A  Plea  for  Prenatal   Care. 

J .  Indiana  M.  Ass.,  1919,  xii,  98. 

In  the  United  States,  300,000  children  under  one 
year  of  age  die  annually. 

DeLee  says,  "Not  the  majority  but  the  minority 
of  labor  cases  is  normal."  Child-bearing  is  a  nor- 
mal function  which  is  dangerous  to  public  welfare. 
There  is  no  stronger  conserving  force  of  the  race  to- 
day than  intelligent  prenatal  care  by  which  is  meant 
preventive  medicine  as  applied  to  obstetrics.  The 
chief  results  of  this  work  are  as  follows: 

1 .  A  decrease  in  infant  mortality  by  as  much  as 
50  to  70  per  cent. 

2.  Healthier  and  heavier  babies,  the  average 
weight  being  raised  from  7  pounds,  4  ounces,  to 
7  pounds,  1 1  ounces. 

3.  A  reduction  in  the  number  of  still-births.  In 
the  Borough  of  Manhattan,  N.  Y.,  in  191 1,  there 
was  a  reduction  of  the  still-births  from  48.6  to  19.6 
per  thousand.  Still-births  usually  result  from  some 
chronic  disease  in  the  mother,  such  as  syphilis  or 
nephritis. 

4.  A  reduction  in  the  number  of  miscarriages 
due  to  improvement  of  the  mothers'  general  health. 

5.  A  reduction  in  the  number  of  premature  births 
due  to  the  maintenance  of  better  health  in  the 
mothers. 

6.  A  greater  number  of  normal  births. 

7.  A  reduction  in  the  number  of  cases  of  tox- 
aemia and  eclampsia,  the  latter  being  reduced  by  80 
per  cent. 

8.  A  decided  increase  in  the  possibility  of  mater- 
nal nursing.  At  least  80  per  cent  of  the  infants  dying 
under  one  year  of  age  are  artificially  fed. 

9.  A  great  reduction  in  maternal  mortality  and 
morbidity.  In  1913,  in  the  United  States,  at  least  15. 
000  women  died  from  conditions  incident  to  child- 
birth; 7,000  of  these  from  puerperal  sepsis,  and  8,000 
from  largely  preventable  diseases. 

10.  Greater  peace  of  mind  to  the  more  or  less 
harassed  mother. 

11.  A  reduction  in  the  number  of  cases  of  oph- 
thalmia neonatorum. 

12.  The  elimination  of  the  mid- wife.  DeLee  says, 
"The  science  of  obstetrics  is  far  in  advance  of  the 
art." 
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i.^.  The  placing  of  obstetrics  on  a  basis  such  that 
the  physician  is  able  to  charge  and  the  patient  is 
willing  to  pay  a  respectable  fee. 

14.    Elevation  of  the  standard  of  obstetrics. 

The  value  of  the  new-born  to  the  nation  is  being 
emphasized  abroad  today  a  thousand  fold.  'J'he 
leading  French  cities  afford  practically  all  pregnant 
women  prenatal  care  and  hospital  delivery.  Finan- 
cial support  is  given  before  and  after  confinement. 
The  Australian  government  gives  every  woman  5 
pounds,  and  England  gives  every  insured  father  and 
mother  $7.50  each  on  the  birth  of  a  child.  In  Ger- 
many, maternity  benefits  have  been  increased  three 
times  since  the  beginning  of  the  war,  and  among 
other  things  now  consist  of  S5Q.50  for  confinement 
expenses  and  other  financial  support  following  de- 
livery. This  war  has  focused  attention  on  the  in- 
fant; the  combatting  of  obstetrical  mortality  has  be- 
come most  properly  a  war  measure. 

C.  D.  Holmes. 

Applegate,  J.  C. :    Birth  Injuries.     N.   York  M.  J., 
1919,  cix,  626. 

Particular  attention  is  called  to  the  injuries  to  the 
child  while  it  is  in  transit,  and  a  series  of  measures  is 
suggested  which  tend  to  limit  the  amount  and  de- 
gree of  such  injury  when  there  is  disproportion  be- 
tween the  size  of  the  foetus  and  the  diameters  of  the 
pelvis. 

When  in  a  case  of  pelvic  contraction  the  conjugata 
vera  are  i  to  i}4  cms.  below  normal  or  the  foetal 
head  is  slightly  above  normal,  the  time  for  the  imme- 
diate application  of  the  forceps  is  indicated  by  ex- 
haustion of  the  mother,  oedema,  dilatation  of  the  cer- 
vix, rupture  of  the  membranes,  persistent  contrac- 
tions, and  no  progress.  As  long  as  the  membranes  are 
intact  the  child  does  not  suffer,  but  when  they  have 
ruptured  a  warning  is  given  by  the  liquid  amnii  dis- 
colored by  meconium  and  the  slowing  of  the  foetal 
heart  which  is  followed  by  a  weak,  rapid,  and  irreg- 
ular beat  due  to  threatened  or  actual  paralysis  from 
compression.  When  rupture  of  the  membranes  has 
not  occurred  after  long-continued  contractions,  the 
result  is  intracranial  trauma;  when  the  membranes 
have  ruptured  there  may  be  asphyxia  from  placental 
compression. 

To  minimize  the  traumatism  in  cases  of  dispro- 
portion between  the  foetus  and  the  diameters  of  the 
pelvis  there  are  four  courses  which  may  be  pursued: 

1 .  The  elimination  of  fats  and  carbohydrates  from 
the  diet  of  the  mother  during  the  last  six  weeks  of 
pregnancy  to  retard  the  full  or  over-development  of 
the  foetus.  In  such  cases  the  child  will  be  from  i  to  2 
pounds  lighter  and  none  the  worse  for  it. 

2.  The  induction  of  labor  ten  or  twelve  days  be- 
fore term  before  much  disproportion  has  been 
reached. 

3.  In  cases  of  contracted  pelvis  and  small  foetal 
head  the  application  of  the  test  of  labor  followed  by 
instrumental  delivery  if  necessary. 

4.  The  test  of  labor  at  term  and  emergency  ca^sar- 
ean  section  without  instrumental  interference  when 


in  doubt,  and  elective  ca'sarean  section  when  there  is 
no  doubt,  as  to  the  possibility  of  delivery  by  the  nat- 
ural route. 

The  author  believes  that  the  greater  number  of 
cranial  injuries  occur  from  the  application  of  forceps 
to  the  head  in  a  faulty  position.  Vox  this  reason  when 
there  is  doubt  he  advises  that  the  position  of  the  head 
be  ascertained  by  the  introduction  of  the  gloved  hand. 
Protracted  labor  does  greater  harm  to  the  child  in 
transit  than  the  use  of  the  forceps  properly  applied, 

C.  D.  Holmes. 

Tonina,  T.  A.:  Infantile  Eclampsia  and  Star 
Anise  (La  eclampsie  infantil  y  cl  anis  cstreiiado). 
Semana  med.,  1919,  xxvi,  167. 

The  eclamptic  or  convulsive  states  in  the  infant 
are  divisible  into  two  groups,  spasmophiliac  and 
non-spasmophiliac.  The  first  is  due  to  a  spasm 
diathesis,  while  the  second  has  a  varied  origin, 
cerebral,  meningeal,  toxic,  infectious,  etc. 

Since  1916  the  author  has  observed  a  number  of 
cases  of  eclampsia  in  children  in  Buenos  Aires  the 
origin  of  which  he  traces  to  the  use  of  star  anise 
(illicium  anisatum  verum)  which  was  given  as  a 
carminative  by  the  mothers. 

The  general  syndrome  is  that  presented  by  acute 
dilatation  of  the  stomach  and  intestines  and  para- 
lytic gastro-intestinal  ileus.  W.  A.  Brennan. 

Sanjuan,  P.  D.:  Remarks  upon  the  Heredity  of 
Leprosy  (Consideraciones  sobre  la  herencia  de  la 
lepra).   Rev.  de  obst.  y  ginec,  1919,  iii,  3. 

The  conclusion  reached  at  the  last  International 
Conference  on  Leprosy  (1910)  was  that  while  the 
congenital  transmission  of  leprosy  (intrauterine 
leprosy)  is  theoretically  possible,  it  has  not  been  dem- 
onstrated clinically. 

The  author  examined  the  placentae  of  two  young 
children  of  leprous  mothers.  Macroscopically  they 
were  normal,  but  on  microscopic  examination  cer- 
tain alterations  were  observed  in  the  arterial  vessels. 
In  these  areas,  cells  of  decidual  origin  were  found 
from  which  it  was  possible  to  obtain  Hansen's 
bacillus  in  large  numbers. 

The  author  does  not  believe  in  the  direct  trans- 
mission of  leprosy  —  in  transmission  of  the  germ 
ab  ovo,  but  he  considers  that  intra-uterine  contagion 
is  possible  and  that  the  lesions  observed  in  the  ex- 
amined placentae  gave  evidence  of  it. 

He  therefore  advises  that  the  offspring  of  leprous 
mothers  should  be  considered  as  temporarily  leprous. 
Immediately  after  birth,  therefore,  they  should  be 
separated  from  the  mothers  and,  while  not  confined 
as  lepers,  should  be  kept  in  certain  houses  in  which 
they  can  be  watched  as  cases  of  suspected  leprosy. 

W.  A.  Brexnan. 

Amritaraj,  S.:  Need  for  State  Legislation  to  Con- 
trol Untrained  Practising  Midwives  in  India. 

Madras  M.  J.,  1919,  ii,  4- 

In  every  city,  town,  and  village,  there  have  been 
always    what    are    called    "barber    midwives"    or 
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"dhais,"  who  arc  the  cause  of  much  trouble.  These 
women  know  the  practice  of  midwifery  after  a  fash- 
ion of  their  own  and  are  in  great  demand  among  the 
poorer  people  of  the  community.  To  them,  sepsis 
and  the  methods  of  managing  difficult  cases  of  labor, 
the  two  essential  principles  of  scientific  midwifery, 
arc  unknown.  Added  to  this  fact  is  the  unsanitary 
condition  of  the  houses  in  which  such  labors  are 
conducted. 

Indian  women  should  be  educated  in  sanitary  mat- 
ters, especially  with  regard  to  the  hygiene  of  the 
parturient  woman  and  of  infants,  and  it  is  the  duty 
of  the  men  to  promote  this.  Social  reform  should  be 
primarily  in  this  direction. 

Very  few  Indian  women  will  permit  male  doctors 
to  attend  them  during  labor. 

The  poorer  classes  cannot  afford  to  pay  for  good 
qualified  midwives,  and  therefore  the  untrained  mid- 
wife gets  the  upper  hand. 

There  is  an  inherent  unwillingness  in  the  great 
majority  of  Indian  women,  even  of  the  poorer  sec- 
tions, to  enter  the  public  maternity  hospitals. 

A  very  large  number  of  villages  are  not  as  yet 
provided  with  qualified  (western)  midwives.  Here 
quackery  reigns  supreme  and  every  old  woman  pre- 
tends to  be  physician  and  accoucheuse. 

The  importance  of  a  supervising  agency  should  be 
considered  if  success  is  to  be  attained. 

It  is  very  difficult  to  secure  statistical  figures  re- 
garding the  number  of  deaths  of  women  and  infants 
actually  due  to  postpuerperal  conditions.  A  good 
nurnber  of  such  deaths  now  attributed  to  child-birth, 
are  due  to  careless  midwifery.  A  large  number  re- 
corded in  hospital  statistics  as  due  to  puerperal 
septicaemia  are  often  the  result  of  interference  by 
untrained  midwives  before  the  patients  were  taken 
to  the  hospitals. 

Legislative  measures  proposed  are  as  follows : 

1.  Compulsory  registration  and  licensing  of  all 
women  practising  midwifery,  a  penalty  to  be  im- 
posed for  noncompliance. 

2.  Compulsory  training  of  all  unqualified  dhais 
(barber  midwives)  for  a  definite  period  (at  least 
three  months)  in  recognized  maternity  hospitals,  so 
that  they  could  be  brought  under  Section  i  of  these 
recommendations. 

3.  The  imposing  of  the  following  general  condi- 
tions on  registered  midwives  before  licenses  to  prac- 
tice midwifery  are  granted: 

(a)  Every  qualified  midwife  or  dhai  practicing 
midwifery  shall  be  registered  and  shall  take  out  a 
license. 

(b)  Every  child-birth  conducted  by  her  shall  be 
reported  within  twenty-four  hours. 

(c)  Every  such  midwife  or  dhai  shall  conduct  la- 
bor in  as  cleanly  a  manner  a's  possible  and  shall  take 
all  precautions  necessary  for  the  welfare  and  safety 
of  the  mother  and  the  new-born  infant. 

(d)  Every  child  delivered  alive  shall  have  its 
eyes  washed  with  a  10  per  cent  solution  of  boracic 
acid  (or  other  solutions  to  be  selected)  immediately 
after  its  birth. 


(e)  When  difficult  labor  is  anticipated,  or  as  soon 
as  signs  of  such  a  condition  are  noticed,  the  midwife 
or  dhai  in  attendance  shall  advise  the  householder 
either  to  send  the  patient  to  a  maternity  hospital 
or  to  seek  the  advice  of  a  medical  practitioner. 

(f)  The  administrative  officer  shall  have  the  pow- 
er to  send  any  officer  to  visit  any  or  all  of  the  women 
in  confinement  whenever  necessary. 

(g)  The  midwife  or  dhai  shall  report  to  the  ad- 
ministrative officer  of  the  locality  any  unsanitary  con- 
ditions noticed  in  the  house  or  houses  where  she  has 
been  in  attendance. 

(h)  Every  midwife  or  dhai  shall  provide  herself 
with  a  standard  outfit  consisting  of  the  following  ar- 
ticles: enema  set,  douche  set,  dressing  forceps, 
dressing  scissors,  cotton,  wool  and  lint,  crochet 
thread  for  ligaturing  the  cord,  soap,  nail-brush 
and  basin,  potassium  permanganate  for  lotion  to 
clean  hands,  a  little  boric  powder  for  dusting,  pure 
vaseline,  a  clinical  thermometer,  and  a  wooden  steth- 
oscope. 

The  civil  and  military  station  of  Bangalore  was 
one  of  the  earliest  to  appoint  a  woman  health  vis- 
itor, and  she  has  been  found  to  be  a  most  useful 
assistant  in  the  health  department.  Her  main  du- 
ties consist  in  supervising  six  municipal  midwives 
and  the  municipal  creche  for  the  children  of  the 
mothers  of  the  working  classes. 

The  following  table  shows  the  results  obtained: 


Remarks 


Two  municipal  mid- 
wives  first  appointed. 

Six  municipal  mid- 
wives  working.  For 
the  past  two  years  they 
have  been  under  the 
direction  of  a  European 
woman  health  visitor. 

Edward  L.  Cornell. 


Ammal,  S.  M.:  A  Word  About  Midwives.   Madras 
M.  J.,  1919,  ii,  22. 

The  author  has  often  felt  in  the  course  of  her 
practice  that  the  Indian  midwives  are  not  properly 
trained  and  sufiiciently  equipped  for  their  work. 
When  called  upon  to  attend  a  case  of  labor  they  arc 
totally  ignorant  of  the  elementary  things  which  will 
be  needed  for  its  successful  management. 

The  trained  nurses  do  not  equip  themselves  prop- 
erly for  aseptic  midwifery.  They  seldom  carry  a  bag 
and  are  totally  ignorant  of  asepsis.  They  do  not 
have  a  nail-brush,  lysol,  or  sterilized  wool.  Many  of 
them,  to  save  the  trouble  of  washing  their  hands, 
make  vaginal  examinations  with  castor  oil.    They 


Official  Years 

Ratio  of  Deaths  per 

Apr.  I  to  Mar.  31 

1,000  Births 

1905-I906 

418.67 

I 906-1 907 

345  42 

I 907-1908 

302.33 

I 908-1 909 

340.12 

1909-1910 

353-48 

1910-1911 

320.30 

19II-1912 

267.83 

1912-1913 

332.92 

1913-1914 

233    48 

19I4-1915 

232.35 

19IS-I916 

225.25 

1916-1917 

243 . 28 

1917-1918 

276.3 
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never  palpate  but  without  hesitation  make  an 
examination  by  the  vagina  even  though  they  see  the 
head  actually  coming  through.  They  believe  that 
a  vaginal  examination  during  labor  is  an  absolute 
necessity.  Some  of  the  midwives  who  were  trained 
according  to  the  old  school  never  fail  to  administer 
a  vaginal  douche  after  labor  and  continue  to  do  so 
until  the  tenth  or  eleventh  day.  When  giving  the 
vaginal  douche  they  do  not  sterilize  the  nozzle,  but 
simply  wash  it  with  hot  water. 

The  various  hospitals  where  the  midwives  are 
trained  should  see  that  they  are  properly  equipped 
for  aseptic  midwifery  before  they  grant  them  the 
diploma.  More  attention  should  be  paid  to  the 
practical  side  of  their  work.  Indian  midwives  are 
accessible  to  the  poor  and  middle  class  people  as 
their  fees  are  low.  They  should  be  compelled  to 
attend  the  large  maternity  hospitals  for  a  period 
of  time  at  least  once  in  four  years  and  should  be 
required  to  pass  an  examination. 

Edward  L.  Cornell. 

Fairbairn,  J.  S.:  The  Teaching  of  Obstetrics  and 
Gynecology  from  the  Standpoint  of  Pre- 
ventive Medicine.  Proc.  Roy.  Soc.  Med.,  Lond., 
1919,  xii,  40. 

The  gist  of  the  author's  argument  is  that  the 
medical  profession  must  acknowledge  their  especial 


responsibility  to  create  an  atmosphere  of  preventive 
medicine  in  their  teaching.  For  this  purpose  every 
medical  school  should  be  provided  with  a  complete 
maternity  and  child- welfare  center.  By  co-opera- 
tion with  the  pediatric  side,  instruction  covering  a 
period  of  six  months  should  be  continued  from 
midwifery  into  child  welfare.  In  this  way,  while 
acquiring  the  practice  of  obstetrics,  gynecology,  and 
pediatrics,  the  student  would  be  made  to  feel  that 
he  is  playing  at  least  a  minor  part  in  a  scheme  of 
preventive  medicine  the  complete  working  of  which 
he  can  visualize. 

As  the  study  of  obstetrics  and  gynecology  brings 
to  the  student  "new  applications  of  his  clinical 
experiences,  new  social  relationships,"  it  is  neces- 
sary not  only  to  teach  him  the  actual  practice  of 
these  subjects  but  also  to  give  him  a  wider  out- 
look. 

He  should  be  taught  to  apply  his  professional 
knowledge  toward  increasing  the  resistance  of  the 
normal  person  to  disease  and  arresting  the  progress 
of  incipient  disease.  Thus  the  whole  standard  of  the 
health  and  physique  of  the  nation's  mothers  and 
children  will  be  raised.  Such  instruction  involves 
a  fuller  consideration  of  the  social,  the  psychologic, 
and  other  factors  affecting  the  life  and  well-being  of 
the  individual  patient  and  the  community  as  a 
whole.  Edward  L.  Cornell. 
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KIDNEY  AND  URETER 

Bejarana,  J.:  Infantile  Pyelitis  in  Bogota  (Apuntcs 
sobre  la  piclitis  infantil  en  Hoj^old).  Rep.  de  med. 
y  drug.,  1919,  X,  293. 

Pyelitis  in  children  is  often  masked  by  the  con- 
dition causing  it  which  most  frequently  is  a  gastro- 
intestinal infection  due  usually  to  the  colon  bacillus. 

In  addition  to  pyuria,  the  most  suggestive  signs 
of  the  condition  are  polyuria  and  a  milky  appear- 
ance of  the  urine.  If  pain  is  felt  constantly  or  is 
elicited  in  the  costovertebral  angle  and  at  Bazy's 
point,  the  ureter  also  is  probably  involved.  In  the 
author's  cases  there  was  always  slight  oedema  of  the 
legs. 

Pyelitis  in  children  is  frequent  in  Bogota  vhere 
in  some  instances  it  follows  an  infection  such  as 
typhoid,  pneumonia,  or  scarlet  fever.  In  all  of  the 
author's  cases  and  all  others  that  he  knows  of.  the 
patients  were  girls  ranging  in  age  from  6  months  to 
7  years. 

A  long  time  is  necessary  to  effect  a  cure  as  usually 
the  condition  seems  to  be  of  a  recurrent  type.  In 
the  author's  opinion  vaccine  and  serum  treatment 
might  be  of  value.  W.  A.  Brennan. 

BLADDER,  URETHRA,  AND  PENIS 

Folch:  Retrovesical  Hydatid  Cyst  (Un  caso  de 
quiste  hidatidico  retrovesical).  Med.  Ibera.,  19 19, 
vi,  260. 

The  patient  was  a  man  52  years  of  age.  Rectal 
exploration  and  palpation  disclosed  the  presence  of 
a  tumor  behind  the  symphysis  pubis.  From  the 
clinical  findings  and  the  fact  that  hydatid  cells 
were  found  in  the  evacuations,  a  diagnosis  of  retro- 
vesical hydatid  cyst  was  made. 

A  median  laparotomy  was  done,  but  complete 
extirpation  of  the  cyst  was  not  possible,  owing  to  its 
intimate  adhesion  to  the  rectum.  It  was  therefore 
emptied  and  marsupialized.  There  was  no  fistula 
between  the  cyst  and  the  rectum. 

The  case  shows  that  a  hydatid  cyst  may  have  its 
origin  elsewhere  than  along  the  main  blood  and 
lymph  channels.  W.  A.  Brennan. 

Beck,  C:  Multiple  Papillotnata  of  Bladder.  Surg. 
Clin.  Chicago,  1919,  iii,  271. 

The  author  reports  the  case  of  a  woman  5q  years 
old  who  suffered  for  many  years  with  frequent  and 
painful  urination  and  the  sensation  of  incomplete 
evacuation  of  the  bladder.  At  times  the  urine 
contained  a  considerable  amount  of  blood.  Bi- 
manual palpation  through  the  vagina  and  abdominal 
wall  indicated  that  the  bladder  contained  a  large 
irregular  mass  which  was    not  particularly  sensi- 


tive, not  very  hard,  and  somewhat  movable.  The 
patient  had  lost  some  weight,  but  was  not  cachectic. 

The  probable  diagnosis  was  papilloma  of  the 
bladder,  possibly  carcinoma  or  stone.  An  explora- 
tion, which  was  the  only  means  of  making  a  definite 
diagnosis  and  effecting  a  possible  cure,  was  performed 
with  the  patient  in  the  Trendelenburg  position. 
As  soon  as  the  bladder  was  opened  numerous  round 
projections  the  size  of  large  walnuts  were  seen 
clustered  like  the  heads  of  several  cauliflowers  on  the 
front  wall  of  the  bladder.  Two  of  them  which  were 
close  to  the  bottom,  near  the  trigonum,  overlapped 
the  urethral  opening.  Owing  to  the  deposit  of 
phosphatic  material,  these  tumors  were  grayish  in 
appearance.  They  were  raised  out  of  the  bladder  as 
far  as  possible  and  the  bladder  mucosa  incised  down 
to  the  submucosa.  The  papillomata  were  then 
ligated  off  with  silk  thread  en  masse,  and  the  silk 
thread  left  long  enough  to  hang  out  of  the  bladder. 
A  catheter  was  then  placed  in  the  urethra  and  the 
wound  above  not  sutured  at  all,  but  left  wide  open. 

The  patient  made  a  good,  although  slow,  re- 
covery. The  only  disagreeable  feature  of  the  after- 
treatment  was  the  tremendous  amount  of  phosphate 
deposited  on  the  threads  and  the  abdominal  wall. 

Finally  it  was  possible  to  make  a  secondary  suture 
of  the  bladder  but  not  before  the  large  sloughs  with 
the  sutures  came  away  leaving  granulating  wounds. 
At  the  time  of  the  report  the  patient  was  gaining 
and  free  from  symptoms,  but  small  calculi  of 
phosphates  stiU  tended  to  form  and  were  occasionally 
washed  out.  B.  S.  Barrixger. 

Corbineau:  Plastic  Indurations  of  the  Corpora 
Cavernosa  (Indurations  plastiques  des  corps 
caverneux).   /.  d'urol.  mid.  el  chir.,  1919,  vii,  543. 

Plastic  induration  of  the  corpora  cavernosa 
is  known  under  a  variety  of  names:  sclerosis, 
plastic  concretions,  fibrous  tumors  of  the  penis, 
etc.  The  author  gives  a  historical  sketch  of  the 
contributions  to  the  study  of  the  condition  which 
have  been  published  from  the  time  it  was  first 
described  by  La  Peyronie  in  1743  up  to  1916. 
One  hundred  and  eighty-nine  cases  collected  from 
literature  are  tabulated. 

The  most  frequent  site  of  induration  is  the 
anterior  third  of  the  penis.  It  is  difficult  to 
classify  the  various  causes  to  which  these  indura- 
tions have  been  attributed.  The  condition  may 
be  due  to  (i)  inflammation,  (2)  syphilis,  (3) 
trauma,  and  (4)  a  constitutional  condition  such 
as  gout,  rheumatism,  or  tuberculosis.  In  some 
instances  no  cause  can  be  assigned.  The  author 
discusses  each  of  these  classes  of  cases  at  length 
and  concludes  that  there  is  no  well-defined  etiolog)'. 
the  induration  being  the  result  of  a  variety  of  causes. 
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The  largest  percentage  of  cases  occur  in  those 
who  have  diabetes,  gout,  or  gonorrhcra.  The 
indurations  may  be  single  or  multiple  and  appear 
as  nodules,  plaques,  or  bands  which  are  developed 
at  the  expense  of  the  fibrous  capsule  of  the  cor- 
pora cavernosa.  Histologic  examination  has 
shown  them  to  consist  of  fibrous  connective  tissue, 
or  due  to  fibrous  degeneration  of  the  sheath. 
In  a  few  cases  calcareous  incrustations  have  been 
found. 

Apart  from  pain,  the  most  important  clinical 
efTect  is  curvature  of  the  penis  and  the  resulting 
interference  with  its  function.  The  condition 
may  simulate  malignant,  benign  syphilitic,  or 
tuberculous  tumors  and  indurations. 

As  medical  treatment  rarely  gives  good  results, 
resort  must  be  had  to  surgery.  Although  in  1885 
Tuffier  stated  that  surgical  treatment  is  imprac- 
ticable on  account  of  the  haemorrhage  which  results 
from  extensive  extirpations,  many  successful 
operations  have  been  performed.  According  to 
the  most  recent  opinions,  however,  surgery  should 
be  used  only  when  the  disability  is  so  great  as  to 
demand  it  and  when  the  induration  is  complete. 
Possibly  also  radium  may  be  of  value. 

W.  A.  Beennan. 

GENITAL   ORGANS 

Herbst,  R.  H.:  Vasotomy  in  a  Case  of  Persistent 
Seminal  Vesiculitis.  Surg.  Clin.  Chicago,  1919,  iii, 
473- 

The  patient,  who  was  27  years  old,  had  had  gonor- 
rhoeal  infection  twice.  At  the  time  of  examination 
his  complaint  was  swelling  and  tenderness  of  the 
right  testicle.  Six  years  ago  he  had  a  Neisserian 
infection  which  lasted  for  six  weeks  and  cleared  up 
without  involvement  of  the  epididymis.  Three 
years  ago  he  had  a  second  infection  lasting  six  to 
seven  weeks  but  not  associated  with  testicular 
swelling.  At  the  end  of  that  time  he  had  a  morning 
drop.  One  month  after  the  disappearance  of  the 
discharge  (three  years  ago)  the  right  epididymis 
became  swollen  following  massage  of  the  prostate 
and  the  passage  of  a  sound.  The  right  testicle  was 
swollen  to  the  size  of  a  clenched  fist,  and  the  patient's 
temperature  was  102°  F.  Following  excesses, 
the  discharge  was  increased.  Two  weeks  ago  a 
swelling  was  noticed  in  the  right  spermatic  cord, 
and  on  the  following  day  a  swelling  in  the  right 
epididymis.    This  swelling  had  persisted. 

On  examination  the  right  testicle  was  found  to  be 
swollen  to  twice  the  size  of  the  left.  Most  of  the 
swelling  was  in  the  epididymis.  Palpation  in  the 
rectum  revealed  a  slight  enlargement  of  the  prostate, 
and  the  fact  that  both  seminal  vesicles  were  ex- 
tremely large  and  hard.  The  patient  was  placed  in 
bed  with  the  scrotum  elevated  by  a  sling  and 
covered  with  a  compress  moistened  with  a  saturated 
solution  of  magnesium  sulphate.  The  swelling  in  the 
epididymis  has  rapidly  disappeared. 

In  the  author's  opinion  the  only  way  to  clean  up 


such  an  infection  permanently  is  to  perform  a 
bilateral  vasotomy.  He  picks  up  the  cord  and  where 
it  comes  out  of  the  external  ring  injects  around  it  a 
few  cubic  centimeters  of  a  ^  per  cent  solution  of 
apothesine,  infiltrating  also  the  skin  of  the  antero- 
lateral wall  of  the  scrotum.  An  incision  is  then  made 
along  this  line  about  i^  inches  in  length  through  the 
dartos,  exposing  the  cord.  The  vas  is  isolated  and 
a  small  longitudinal  incision  made  into  its  lumen 
through  which  a  strand  of  silkworm-gut  is  then  su- 
tured. Withdrawing  the  silkworm-gut,  he  introduces 
the  point  of  a  syringe  into  the  vas  and  injects  a 
3  per  cent  solution  of  collargol,  filling  the  vesicle. 
The  vas  is  kept  out  of  the  scrotum  for  a  few  minutes 
to  prevent  the  return  of  a  small  quantity  of  the 
collargol,  which  would  produce  painful  swelling,  and 
then  dropped  back  and  the  sheath  closed  with  one 
catgut  suture.  Some  of  the  solution  remains  in 
the  vesicle  from  a  week  to  a  month. 

B.  S.  Barringer. 

Coley,  W.  B.:  Operative  Treatment  of  Unde- 
scended or  Mai-Descended  Testis,  with  Spe- 
cial Reference  to  End-Results.  Report  of  415 
Cases.     Surg.,  Gynec,  b"  Obst.,  1919,  xxviii,  452. 

With  regard  to  the  frequency  of  undescended  tes- 
tis, the  statistics  of  the  Hospital  for  Ruptured  and 
Crippled  covering  the  period  from  1890  to  1Q18  show 
80,736  cases  of  inguinal  hernia  in  male  adults  and 
children  of  which  1,357  (1.68  per  cent)  were  associ- 
ated with  undescended  testes.  The  same  statistics 
show  that  4,453  male  patients  were  operated  upon 
for  inguinal  hernia  and  of  these  334  (7.5  per  cent) 
had  also  undescended  testes.  The  latter  figures  deal 
almost  entirely  with  children  under  15  years  of  age. 
Of  1,040  cases  of  inguinal  hernia  in  male  adults  op- 
erated upon  at  the  Memorial  Hospital  by  Dr.  Wil- 
liam A.  Downes  and  the -author,  the  hernia  was  as- 
sociated with  undescended  testis  in 49  (4.71  per  cent). 

With  regard  to  the  etiology  Coley  believes  that 
the  theory  so  strongly  advocated  by  Buedinger  and 
others  that  a  mechanical  obstruction  of  some  sort, 
due  to  adhesions  of  inflammatory  origin  during 
foetal  life,  is  the  principal  cause,  has  little  pathologic 
or  operative  evidence  to  support  it. 

Reference  is  made  to  Ufi"reduzzi's  exhaustive 
study  of  the  pathology  of  the  undescended  testis 
based  upon  the  extensive  material  of  Carle's  Clinic 
at  Turin  and  his  conclusion  that  the  undescended 
testis  is  often  associated  with  other  developmental 
anomalies  in  which  heredity  frequently  plays  an  im- 
portant r61e.  Uffreduzzi  examined  100  patients  at 
the  Morro  Institute  for  the  Insane  and  among  these 
found  an  ectopic  testicle  in  18  (6  bilateral  and  12 
unilateral).  The  author's  own  observations  showed 
that  in  the  great  majority  of  cases  of  unilateral  ectopic 
testicle  other  signs  of  degeneration  or  developmen- 
tal anomalies  were  rarely  present  but  were  occa- 
sionally found  in  cases  of  double  undescended  testis. 

The  principal  changes  noted  in  the  pathology  of 
the  undescended  testis  were  thickening  of  the  tunica 
albuginea  and  basement  membrane  of  the  tubules 
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and  a  great  increase  in  the  interstitial  cells.  The 
epithelial  lining  of  the  tubules  also  showed  very 
marked  changes,  the  epithelial  cells  being  few  in 
number  and  more  or  less  degenerated  and  irregular 
in  shape. 

The  author  agrees  with  UfTreduzzi  that  a  consid- 
erable portion  of  the  undescended  testis,  probably 
lo  per  cent,  retains  the  power  of  spermatogenesis 
Another  and  very  important  reason  for  not  sacri- 
ficing the  testicle,  especially  in  children,  is  the  pres- 
ence of  the  interstitial  cells  which  have  an  import- 
ant intluence  in  developing  the  child's  male  char- 
acteristics. 

For  a  century  or  more  it  has  been  held  that  the 
undescended  testis  is  more  prone  to  the  develop- 
ment of  malignant  disease  than  the  normal  testis. 
More  recent  writers  have  expressed  doubt  as  to  the 
correctness  of  this  view.  In  the  author's  opinion  a 
careful  study  of  the  relative  frequency  of  sarcoma  in 
both  types  will  prove  that  the  undescended  testis  is 
considerably  more  frequently  the  seat  of  a  malig- 
nant tumor  than  the  normal  testis.  In  64  cases  of 
sarcoma  of  the  testis  observed  by  him,  the  sarcoma 
occurred  in  the  undescended  testis  in  12,  a  propor- 
tion of  I  to  s}4,  whereas  the  relative  proportion  of  un- 
descended to  normal  testes  is  about  i  to  50. 

From  Jan.  i,  1890  to  Jan.  i,  1Q18,  334  patients 
with  undescended  testes  were  operated  upon  at  the 
Hospital  for  Ruptured  and  Crippled  and  since  that 
time  there  have  been  31  additional  cases.  Adding  to 
these  50  cases  of  operation  at  the  Memorial  Hospital 
and  at  Bull's  Hospital,  we  have  a  total  of  415  cases. 

As  regards  the  final  results:  in  49  cases  the  testis 
was  found  in  the  vicinity  of  the  external  ring  just 
above  the  pubic  bone;  in  17  cases,  in  the  upper  scro- 
tum; and  in  4  cases,  in  the  mid-scrotum.  In  16 
cases  it  was  impossible  to  locate  it  in  any  position, 
probably  because  it  had  retracted  into  the  abdomin- 
al cavity  or  had  become  too  atrophied  for  palpation. 

The  ages  of  the  patients  as  far  as  known  were  as 
follows:  Under  live  years,  ss',  five  to  ten  years,  160; 
ten  to  fifteen  years,  133;  fifteen  to  twenty  years,  2q; 
twenty  to  thirty  years,  16;  thirty  to  forty  years,  7; 
forty  to  fifty  years,  5;  and  over  fifty  years,  i. 

The  final  results  as  far  as  could  be  traced  in  the 
cases  observed  at  the  Hospital  for  Ruptured  and 
Crippled  were  as  follows: 

Number 
Well  of  Cases 

More  than  20  years  later i 

10  to  20  vears  later 16 

5  to  10'    "         "     41 

2  to    s       "         "     60 

I  to    2       "         "     31 

6  months  to  i  year  later 21 

Less  than  6  months 15 

Not  traced 149 

One  case  to  which  special  reference  is  made  in  the 
discussion  of  the  final  results  was  that  of  a  double 
undescended  testis  which  was  operated  upon  on  the 
left  side  in  1895.   The  patient  was  married  in  1902, 


a  child  was  born  in  1903.  and  in  iqio  the  patient  was 
operated  upon  for  the  undescended  testis  of  the 
right  side. 

'I'here  were  no  deaths  in  the  entire  series  of  cases 
and  no  serious  sequela;  or  recurrence  of  the  hernia. 

The  author  refers  to  the  difTerent  types  of  unde- 
scended testis,  pointing  out  the  frequency  of  the 
inguinosuperficial  variety,  of  which  the  statistics  of 
the  Hospital  for  the  Ruptured  and  Crippled  since 
1890  show  77  cases.  In  this  type  the  testis,  after 
emerging  from  the  external  ring,  passes  upward  and 
rests  directly  upon  the  aponeurosis  of  the  external 
oblique,  in  some  instances  as  far  up  as  the  anterior- 
superior  spine.  In  practically  all  cases,  with  two  or 
three  exceptions,  the  ectopic  testicle  was  found  as- 
sociated with  inguinal  hernia,  although  in  most  in- 
stances with  a  potential,  rather  than  an  actual, 
hernia,  the  tunica  vaginalis  connecting  with  the  ab- 
dominal cavity. 

The  method  of  operation  employed  was  the  Bas- 
sini  method  without  transplantation  of  the  cord. 
The  main  points  in  the  technique  to  be  emphasized 
are  very  high  ligation  of  the  sac  with  removal  of  all 
fascial  bands  and  the  closure  of  the  lower  end  of  the 
tunica  vaginalis  over  the  testis  by  means  of  a  purse- 
string  suture.  In  most  instances  these  steps  made 
it  possible  to  bring  the  testis  down  into  the  scrotum. 
In  a  certain  number  of  cases,  particularly  in  the  ab- 
dominal variety  of  ectopia,  it  may  be  necessary  to 
adopt  the  valuable  suggestion  of  Bevan,  i.  e.,  re- 
move most  of  the  veins  of  the  cord  except  the  vas 
and  the  artery.  In  the  earlier  cases  Coley  often  su- 
tured the  testicle  to  the  scrotum  but  later  abandoned 
this  step  as  unnecessary. 

Some  of  Coley 's  more  important  conclusions  are 
as  follows: 

1 .  In  most  cases  of  undescended  or  mal-descended 
testis  the  etiology  points  to  a  congenital  origin,  often 
influenced  by  the  element  of  heredity  and  frequently 
associated  —  particularly  in  the  double  variety  — 
with  other  developmental  defects. 

2.  While  the  question  of  the  functional  value  of 
the  undescended  testis  cannot  be  definitely  answered 
in  an  individual  case,  it  is  probable  that  in  a  consid- 
erable number  of  cases,  at  least  10  per  cent,  the  tes- 
tis retains  the  power  of  spermatogenesis. 

3.  The  testis  should  rarely  be  sacrificed,  espe- 
cially in  children,  for  two  reasons:  (i)  Because  of  its 
possible  functional  value;  and  (2)  because  of  the  in- 
terstitial ceUs  which  are  present  in  all  cases  and  which 
have  an  important  influence  on  the  development  of 
the  child's  male  characteristics. 

4.  The  tendency  to  malignant  disease  is  consid- 
erably greater  in  the  undescended  than  in  the  nor- 
mal testis. 

5.  Operation  should  be  advocated  in  children 
who  have  reached  the  age  of  8  or  10  years,  for 
the  following  reasons:  (i)  the  radical  cure  of  the 
hernia  with  which  the  undescended  testis  is  practi- 
cally always  associated  and  which  often  cannot  be 
controlled  with  a  truss  without  causing  pain  and 
irritation,  and  (2)  by  bringing  the  testis  down  into 
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the  scrotum  at  this  period  there  is  a  possibility  of 
causing  its  further  and  more  normal  development. 

6.  Operation  in  adults  over  the  age  of  14  should 
be  even  more  strongly  urged  for  the  following  rea- 
sons: (i)  To  cure  the  accompanying  hernia;  (2)  to 
place  the  testis  in  a  position  in  which  it  is  much  less 
liable  to  trauma  and  therefore  to  malignant  degen- 
eration; and  (3)  for  the  mental  and  moral  effect 
upon  the  patient. 

MISCELLANEOUS 
Ratelier:    The  Treatment  of  Bubos  by  Filiform 
Drainage  (Traitcment  des  bubons  par  le  drainage 
filiforme).    Arch,  de  med.  ct  pharm.  nav.,  1919,  evil, 
271. 

The  author's  method  of  treating  venereal  bubos 
is  to  make  a  small  incision  in  the  skin  and  cellular 
tissue  at  the  most  fluctuating  point,  introduce  a 
pointed  stylet,  and  rupture  the  ganglionary  en- 
velope until  pus  is  seen  to  escape.  A  second  orifice 
is  then  made  at  some  distance  from  the  first  in  the 
envelope  beneath  the  skin.  Thick  strands  of  silk 
are  next  introduced  and  the  ends  knotted  without 
traction.  The  dressing  applied  consists  of  cotton  wool 
soaked  in  permanganate  solution.  The  threads  are 
not  removed  until  the  suppuration  and  swelling 
have  disappeared  and  there  is  no  longer  any  pain 
on  pressure.  Each  ganglion  is  treated  separately  in 
the  same  way.  W.  A.  Brennan. 


Aragao,  H.  de  B. :  The  Bacterium  of  "Granuloma 
Venerium"  (Sol)rc'  i  microbio  di  "granuloma  ve- 
nerium"j.  lirazil-med.,  1919,  xxxii,  74. 

In  1Q12,  in  collaboration  with  Vianna,  the  author 
made  investigations  to  verify  the  findings  of  Donovan 
in  regard  to  the  presence  of  certain  organisms  in 
granuloma  venerium.  These  studies  were  published 
in  the  Memoirs  of  the  Oswaldo  Cruz  Institute. 
Since  then,  further  investigations  have  been  made 
and  the  results  summed  up  as  follows: 

1.  The  true  bacterial  cause  of  granuloma  is  the 
bacterium  found  by  Donovan  in  1Q05  and  verified  in 
igi2  by  Aragao  and  Vianna  who,  on  the  basis  of  its 
morphology,  reactions,  mode  of  reproduction,  and 
parasitism,  gave  it  the  name  "  Kalymmato-bacte- 
rium  granulomatis. " 

2.  The  Kalymmato-bacterium  granulomatis  has 
never  been  cultivated. 

3.  The  bacteria  which  the  author  sometimes 
obtained  in  cultures  from  cases  of  granuloma  vene- 
rium were  never  identical  with  those  found  in 
granulomatous  tissues  or  within  the  cells.  The  culti- 
vated bacteria  belonged  to  the  group  of  encapsulated 
organisms  of  the  type  of  Friedlander's  pneumo- 
bacillus,  capsulatus,  mucosus,  etc.,  which  are  com- 
monly present  in  the  body  and  never  cause  lesions 
similar  to  those  produced  by  Kalymmato-bacterium 
granulomatis.  W.  A.  Brennan. 
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Becco,  R.:  Frontal  Mucocele  (Mucocele  frontal). 
Scmana  med.,  1919,  xxvi,  341. 

Becco  reports  a  case  of  frontal  mucocele  in  a 
woman  aged  65  years.  The  tumor  pushed  the  left 
eye  outward  and  downward.  An  exploratory  punc- 
ture and  analysis  of  the  withdrawn  contents  having 
led  to  the  diagnosis  of  mucocele,  an  Ogston-Luc 
operation  was  decided  upon.  The  frontal  sinus  was 
found  to  be  obstructed  on  its  anterior  surface 
at  the  internal  third  of  the  supra-orbital  arch,  a 
condition  which  necessitated  the  removal  of  a  small 
portion  of  the  arch.  The  patient  made  an  easy 
recovery. 

As  chronic  inllammation  of  the  maxillary  sinus  is 
more  frequent  than  inflammation  of  the  frontal 
sinus,  it  would  appear  that  mucocele  of  the  former 
would  be  more  frequent  than  mucocele  of  the 
frontal  sinus.  The  opposite,  however,  is  true,  a  fact 
for  which  Becco  is  unable  to  offer  any  explanation. 

W.  A.  Brexnan. 

Fresno,  F.  P.  del:  Slight  Modifications  of  von 
Graefe's  Method  of  Extracting  Cataract  in  the 
Capsule  (Pequenas  modiiicaciones  del  metodo  de 
von  Graefe  para  la  extraccion  de  la  catarata  en  la 
capsula).   Frog,  de  los  din.  19 19,  vii,  117. 

The  author  reviews  the  present-day  methods 
of  etTecting  the  intracapsular  extraction  of  cataract. 
The  difficulties  of  Smith's  technique  have  given 
origin  to  a  number  of  modifications  and  to  other 
intracapsular  methods  which  avoid  its  difficulties. 
The  suction  method  of  Barraquer  is  based  on  that 
of  Hulen,  the  mechanics  of  which  it  improves. 

The  modifications  in  the  intracapsular  method 
devised  by  Knapp,  Stanculeanu,  Torok  and  Kear- 
ney are  slight  but  advantageous  changes  in  the  von 
Graefe  method.  They  increase  the  benefits  of 
the  intracapsular  extraction  without  causing  any 
inconveniences,  and  the  loss  of  vitreous  fluid  is 
less.  The  use  of  the  Kalt  forceps  is  ideal  for  the 
extraction  of  the  transparant  crystalline  lens  as 


well  as  of  cataracts  which  are  mature,  supermature. 
and  nuclear.  For  cataracts  in  the  period  of  swelling 
the  suction  method  of  Hulen  is  indicated. 

W.  A.  Bkennan. 

EAR 

Steinleger,  M.:  Mastoiditis  in  Early  Infancy  with- 
out Otorrhoea  (Mastoiditis  de  la  primera  infancia 
sin  otorrea).   Rev.  mid.  de  Rosario,  1919,  xi,  29. 

During  a  practice  of  three  years' time  in  pediatric 
surgery  the  author  has  treated  35  cases  of  mas- 
toiditis in  g  of  which  the  condition  occurred  in 
children  under  2  years  of  age.  It  has  been  considered 
that  mastoiditis  is  rare  during  the  first  years  of  life 
but  the  proportion  of  9  cases  in  35  indicates  that 
the  contrary  is  true. 

The  mastoiditis  of  early  infancy  has  a  peculiar 
character  of  its  own  which  differentiates  it  from  that 
of  older  children  and  adults,  i.  e.,  it  appears  to  be 
unaccompanied  by  a  lesion  of  the  middle  ear.  The 
affection  in  young  children  is  relatively  benign. 
Of  the  q  patients,  only  2  had  had  a  prior  otorrhoea, 
the  tympanic  membrane  in  the  remaining  7  being 
intact.  A  radical  operation  was  done  in  all  cases 
and  followed  by  recovery.  W.  A.  Brexxax. 

Emerson,  F.  P.:  Changing  Methods  and  Advances 
in  the  Treatment  of  Progressive  Deafness 
Following  Chronic  Hyperplastic  Otitis  Media 

Ann.  Olol.,  Rhinol.  l£  Laryngol.,  1919,  xxvii,  1250. 

Emerson  concludes  from  a  careful  analysis  of  the 
pathology  and  the  resultant  impairment  in  function 
which  is  characteristic  of  this  class  of  cases,  that  the 
deafness  is  caused  by  the  transmission  of  toxins 
from  foci  of  infection  through  the  blood  and  lymph 
streams.  On  this  assumption  that  focal  infections  are 
the  basic  etiologic  factor  in  deafness,  he  asks  that 
more  attention  be  paid  to  their  removal  than  to 
ordinary  methods  of  treatment  which  are  directed 
against  the  end-products  of  the  infections  in  the 
nasal  accessor>'  sinuses,  tonsils,  teeth  or  more  remote 
parts  such  as  the  gastro-intestinal  tract. 

J.  J.  HOMPES. 
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DeMuth,  J.  S.:    Diagnosis  of  Disease  of  the  Ac- 
cessory Sinuses.    Pennsylvania  M.  J.,  1919,  xxii, 
43°- 
This  is  a  practical  paper  liUed  with  useful  aphor- 
isms a  few  of  which  are  the  following: 

1.  We  are  seeking  the  royal  road.  There  is  but 
one  master  key  to  unlock  the  secrets  of  accessory 
sinus  disease  and  that  is  clinical  experience. 

2.  Instruments  of  precision  are  of  value  only  when 
read  by  a  precise  man. 

3.  There  are  practically  no  symptoms  peculiar 
to  any  one  sinus  that  may  not  at  the  same  time  apply 
to  any  other. 

4.  If  the  membranes  in  the  middle  meatus  do  not 
contract  after  application  of  cocaine  and  adrenalin, 
it  is  almost  pathognomonic  of  ethmoiditis. 

5.  We  commonly  approach  our  cases  expecting 
to  find  too  much  written  in  large  letters  and  over- 
looking the  footnote  written  in  obscure  subjective 
symptoms. 

6.  If  there  are  any  pathognomonic  symptoms  of 
sinusitis  you  are  as  likely  to  find  them  below  the  soft 
palate  as  above  it. 

7.  Transillumination  is  helpful  only  to  confirm 
a  suspicion. 

8.  Suction  is  helpful  only  when  it  produces  a 
positive  result. 

9.  The  diagnosis  of  sinus  disease  is  possible  only  to 
one  thoroughly  familiar  with  that  intricate  group 
of  cavities. 

ID.  An  exhaustive  history  compiled  with  a  most 
thorough  and  repeated  rhinological  examination 
continues  to  be  the  foundation  of  our  clinical  diag- 
nosis. O.  M.  ROTT. 

Turner,  H.  H.:  Ocular  Evidences  of  Pathology  of 
the  Ethmoidal  Labyrinth.  Peftnsylvania  M.  J., 
1919,  xxii,  427. 

Turner  discusses  the  minor  primary  ocular  mani- 
festations of  ethmoiditis.  The  objective  evidences 
mentioned  are: 

1.  Fullness  of  the  vessels  of  the  bulbar  conjunc- 
tiva. 

2.  A  considerable  reduction  in  the  convergence 
power  of  the  eyes. 

3.  Fundus  changes  such  as  (a)  fullness  and  tor- 
tuosity of  the  retinal  veins  in  chronic  ethmoiditis 
and  of  both  the  arteries  and  veins  when  the  infec- 
tion is  acute ;  (b)  partial  or  complete  pigment  rings 
about  the  discs;  and  (c)  granular  fundi  with  mass- 
ing of  the  choroidal  pigment. 

4.  In  some  children  a  progressive  rapid  elonga- 
tion of  the  eyeball  with  a  corresponding  change  in 
the  dioptric  status  toward  the  myopic  status. 


5.  Various  types  of  opacity  in  the  lens  and  cor- 
neal stroma  of  the  same  side  as  the  sinus  disease. 

The  subjective  symptoms  are:  (i)  Recurrent 
headache;  (2)  a  marked  sense  of  heaviness  and 
soreness  about  the  eyes;  and  (3)  troublesome  hyper- 
cesthesia  with  ocular  asthaenia.  the  latter  usually 
muscular.  O.  M.  Kott. 

Maybaum,  J.  L. :  Hyperplastic  Ethmoiditis,  Diag- 
nosis and  Treatment.  N.  York  State  J.  Med., 
1919,  xix,  122. 

Hyperplastic  ethmoiditis  results  from  continued 
irritation  of  the  nasal  mucous  membrane  without 
infection.  When  infection  occurs,  suppurative  eth- 
moiditis results. 

The  symptoms  are  usually  characteristic.  A 
thickened  membrane  on  the  outer  wall  of  the  middle 
turbinate  and  the  floor  of  the  ethmoid  capsule  may 
be  the  first  objective  sign  of  the  presence  of  the 
condition.  In  such  cases  the  middle  turbinate  should 
be  resected. 

Simple  hyperplastic  ethmoiditis  may  never  show 
signs  of  pus  formation  throughout  its  course  and 
purulent  ethmoiditis  may  never  give  rise  to  polyp- 
formation.  The  presence  of  pus  during  the  course 
of  hyperplastic  ethmoiditis  is  due  to  irritation  and 
secondary  infection. 

Opening  into  the  ethmoid  is  indicated  when  signs 
of  hyperplastic  ethmoiditis  are  associated  with 
subjective  symptoms. 

The  Mosher  operation  is  the  ideal  method  of 
exenterating  the  ethmoid  cells.  A  thorough  knowl- 
edge of  the  anatomic  relations  and  pathologic  condi- 
tions present  is  essential.  O.  M.  Rott. 

MOUTH 

Francis,  H.  R. :  Nitrous  Oxide-Oxygen  Anaesthesia 
for  Difficult  Extractions.  Am.  J.  Surg.,  igig, 
xxxiii,  56. 

The  majority  of  extraction  cases  being  of  the 
nature  of  emergency  operations,  the  surgeon  is 
often  called  upon  to  administer  anaesthetics  without 
any  previous  preparation  of  the  patient.  He  is 
therefore  forced  to  rely  wholly  upon  the  ana?sthetic 
agent,  supplemented  as  far  as  possible  by  suggestion 
and  his  skill  as  an  anaesthetist. 

In  nitrous  oxide-oxygen  is  found  an  agent  which 
fulfills  the  requirements  of  such  cases.  Being 
practically  non-toxic  and  non-irritating,  it  is  possible 
to  administer  it  with  comparative  safety  to  patients 
without  increasing  the  existing  pathological  con- 
ditions. It  is  the  safest  and  most  flexible  anaesthetic 
in  the  hands  of  the  skilled  operator,  and  history 
has  shown  that  nitrous  oxide  alone  is  remarkably 
safe  even  when  employed  by  the  inexperienced. 
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The  essential  requirements  in  the  administration 
of  nitrous  oxide-oxygen  anaesthesia  consist  in  the 
ability  of  the  anasthetist  to  determine  the  proper 
mixture  of  the  gases  and  diagnose  the  various 
planes  of  anaesthesia,  and  in  the  employment  of  a 
machine  capable  of  developing  the  possibilities  of 
this  type  of  narcosis. 

In  the  majority  of  cases  anaesthesia  will  be  main- 
tained with  about  03  per  cent  of  nitrous  oxide  and 
7  per  cent  of  oxygen.  There  is  no  set  rule  however. 
A  few  inhalations  one  way  or  the  other  restore 
consciousness  or  plunge  the  patient  into  a  condition 
of  collapse,  a  fact  which  explains  the  necessity  for  a 
refined  technique.  M.  N.  Federspiel. 

Smith,  A.  L.:  Dental  Infections  in  Children.  Arch. 
Pediat.,  1919,  xxxvi,  148. 

Smith  reports  his  observations  in  loq  cases  of 
peridental  infections  in  the  mouths  of  children  from 
i^  to  2^/2  years  of  age. 

The  affected  tooth  area  was  isolated  from  the 
rest  of  the  mouth,  dried  with  alcohol  and  ether,  and 
painted  with  one-half  strength  tincture  of  iodine. 
The  root  of  the  tooth,  whether  whole  or  partly  ab- 
sorbed, was  touched  with  nothing  except  the  sterile 
instruments  used  in  inoculating  the  culture  media. 
The  inoculated  tube  was  examined  each  day  and  not 
discarded  before  the  sixth  day  of  incubation  at  37 
degrees  centigrade.  It  was  then  placed  before  a  win- 
dow to  assist  in  pigment  development.  Stained 
smears  were  made  from  the  apical  region  of  the  tooth; 
in  addition,  wet  preparations  were  examined  immed- 
iately to  obtain  data  on  the  motility  of  the  organisms. 
The  media  used  in  these  experiments  were  Loef- 
fler's  blood  serum,  plain  agar,  litmus  lactose  and 
dextrose  agar,  ascitic  agar,  blood  agar,  and  beef 
bouillion  with  hen  hemoglobin. 

All  of  the  strains  of  streptococci  recovered,  48  in 
number,   were  injected  intravenously   into   young 


rabbits  to  ascertain  the  pathogenicity  and  localizing 
power  of  each.  'J'he  dose  consisted  of  the  organisms 
present  in  5  cc.  of  dextrose  l>ouillion  incubated  at  37 
degrees  centigrade  for  twenty-four  hours.  These 
were  twice  washed  in  normal  salt  solution,  put  into 
2  cc.  of  the  same  solution,  shaken  thirty  minutes, 
strained  through  eight  layers  of  fine  gauze,  warmed, 
and  injected  slowly  into  the  marginal  ear  vein  of  the 
rabbit.  The  rabbit  was  killed  and  the  autopsy  per- 
formed when  the  animal  seemed  to  be  infected. 

The  following  table  shows  the  organisms  and  their 
number  found  in  the  109  cases: 


Streptococcus  haemolyticus 27 

Streptococcus  pyogenes 19 

Streptococcus  viridans 2 

Staphylococcus  pyogenes  citreuS . 9 

Staphylococcus  pyogenes  aureus 37 

Staphylococcus  pyogenes  albus 7 

Bacillus  pyocyaneus i 

Diplococcus  pneumoniae 18 

Micrococcus  catarrhalis 4 

Bacillus  fusiformis  (Vincent's  angina) ....  i 

Diphtheroid  bacillus 3 

Sterile 8 


All  of  the  streptococci  were  injected  into  rabbits 
with  the  hope  of  tindin<?  that  they  had  a  selective  ac- 
tion upon  the  dental  tissues,  but  in  no  case  was  this 
true.  In  the  48  rabbits  into  which  the  injections  were 
made  the  kidneys  showed  multiple  abscesses  in  five 
instances,  the  cardiac  muscle  in  one,  the  brain  tis- 
sue in  one,  and  the  joints  in  four.  In  each  case  the 
streptococcus  was  recovered.  Therefore,  in  this 
series  of  48  there  were  1 1  metastatic  infections  causing 
pathologic  lesions  far  removed  from  the  original  fo- 
cus. This  is  such  a  high  percentage  that  dental 
infections  in  children  cannot  be  regarded  lightly. 

M.  N.  Federspiel. 
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Chevrier,  L.:  Studies  on  the  Cholaemia  Following 
Anaesthesia    and    Methods  of    Modifying    It. 

(Etude  sur  la  cholemie  post-anesthesique  et  sur  les 
moyens  de  la  modifier).  Bull,  et  mem.  Soc.  de  chir. 
de  Par.,  1919,  xlv,  735. 

Since  1909  Chevrier  has  been  engaged  in  the  study 
of  the  effects  upon  the  body  of  general  anaesthetics. 
Patients  were  selected  for  this  investigation  who 
were  as  far  as  possible  free  from  infection  or  other 
taint,  and  blood  examinations  were  made  before 
and  at  frequent  intervals  after  anaesthesia. 

In  74  cases  in  which  chloroform  was  the  an- 
aesthetic used,  cholaemia  was  found  in  all.  This 
cholaemia  was  immediate  and  therefore  may  be 
termed  a  "cholaemia  of  inhalation"  or  "primary 
cholaemia." 

Cholaemia  was  a  constant  finding  also  after  ether 
anaesthesia,  having  occurred  in  all  of  38  tested 
cases.  This  fact  the  author  believes  is  more  re- 
markable than  the  appearance  of  the  condition  after 
choloform  anaesthesia  for  even  a  slight  icterus  is  not 
observed  after  ether  while  it  is  frequently  ob- 
served after  the  use  of  chloroform. 

The  author  has  made  a  number  of  investigations 
also  upon  the  effects  of  certain  substances  in  modify- 
ing the  cholaemia  following  anaesthesia.  Sugar, 
lipoid  extracts,  liver  extracts,  morphine,  and  com- 
binations of  these  agents  were  tried  in  succession. 
The  substance  was  administered  by  mouth  or  by 
subcutaneous  injection  before  anaesthesia.  The 
results  obtained  in  each  series  of  cases  are  given  in 
tabular  form. 

In  Chevrier's  opinion,  cholaemia  following  an- 
aesthesia may  have  either  a  hepatic  or  a  haemic 
origin.  The  haemolytic  action  of  the  anaesthetic 
would  accord  very  well  with  the  onset  of  cholaemia. 
Numerous  observations  have  demonstrated  to 
Chevrier  unquestionably,  however,  that  ha;molyzed 
blood  alone  does  not  give  the  reaction  of  the  bile 
pigments.    It  is  necessary  not  only  that  the  blood 


be  haemolyzed  but  also  that  the  dissolved  haemo- 
globin be  transformed.  Haemolysis  is  instantaneous, 
but  pigmental  change  is  not.  Therefore,  as  cholaemia 
is  immediate,  Chevrier  believes  that  the  part 
played  by  haemolysis  in  cholaemia  is  slight. 

Clinical  findings,  experimental  and  anatomo- 
pathologic  research,  and  all  therapeutic  tests  in- 
dicate that  the  main  cause  of  cholaemia  following 
anaesthesia  is  some  injury  from  the  anaesthetic  to 
the  liver.  While  the  suddenness  of  the  onset  of 
cholaemia  speaks  rather  against  an  attack  of  the 
anaesthetic  upon  the  liver,  Chevrier  believes  that 
such  injury  does  occur  and  is  produced  in  two  stages. 
The  first  stage  corresponds  to  the  chloroform- 
inhalation  cholaemia,  i.  e.,  the  primary  cholaemia. 
In  this  stage  there  is  no  cytologic  lesion,  only  a 
vasomotor  disturbance,  hepatic  congestion,  and  a 
disturbance  of  the  osmotic  equilibrium  of  the 
hepatic  cells.  Succeeding  this  stage  is  a  cyto-hepato- 
toxic  condition  due  to  retention  of  the  anaesthetic. 
If  the  hepatic  cells  are  already  injured,  the  state  of 
cholaemia  may  be  surpassed  and  a  mild  icterus  may 
result.  If  the  hepatic  cells  are  hypersentitive  or 
strongly  permeated  by  the  anaesthetic,  the  icterus 
may  be  severe.  The  greater  the  delay  in  the  elim- 
ination of  the  anaesthetic,  the  greater  the  possibility 
of  icterus.  This  explains  why  similar  conditions  do 
not  appear  after  ether,  the  complete  elimination  of 
which  is  much  more  rapid  than  the  elimination  of 
chloroform. 

Hepatic  cholaemia  may  be  described  briefly  as  a 
primary  cholaemia  due  to  hepatic  congestion  with 
cellular  depolarization  and  perhaps  haemolysis. 
Secondary  cholaemia  is  due  to  cyto-hepato-toxic 
lesions  with  the  presence  of  transformed  pigments 
produced  by  haemolysis. 

Further  research  by  the  author  shows  that  sugar 
and  liver  extract  administered  for  one  day  diminish 
the  cholaemia  following  choloroform  anaesthesia  to  a 
minimum  and  cause  the  complete  disappearance  of 
the  cholaemia  due  to  the  inhalation  of  ether. 

W.  A.  Brennan. 
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Beck,  E.  G.:  Bismuth  Paste  in  Surgery.  Minnesota 
Med.,  1919,  ii,  157. 

The  author  treats  chronic  suppurations  due  to 
disease  and  crushing  injuries  by  means  of  a  bis- 
muth paste  and  finds  that  this  treatment  eliminates 
at  least  65  per  cent  of  all  such  suppurations  after 
they  have  gone  through  the  usual  procedure  of 
surgical  treatment. 

In  order  that  the  reader  may  fully  understand 
the  application  of  the  bismuth  paste,  the  article 
goes  into  some  detail  in  describing  a  sinus  or  fistula. 
A  sinus  or  fistula  is  nothing  more  than  a  shriveled 
abscess  or  abscesses.  It  leads  from  its  opening  on 
the  skin  down  to  the  bone  or  joint  or  into  the  bowel, 
to  the  place  where  the  disease  originated,  and  this 
focus  of  disease  is  often  at  a  considerable  distance 
from  the  opening  or  openings  of  the  sinus.  It  is 
therefore  inconsistent  to  try  to  eradicate  the  sup- 
puration by  merely  dissecting  the  sinus  tracts. 
The  focus  must  be  removed  first,  the  cavity  dis- 
infected, and  the  fistula  or  sinus  injected  with  bis- 
muth paste.  The  paste  must  be  injected  down  to 
the  focus  of  the  disease  and  must  fill  up  all  sinuses  or 
tracts. 

The  indications  are  enumerated  as  follows: 

1.  All  sinuses  resulting  from  chronic  suppurating 
joint  affections,  tuberculous  as  well  as  non-tubercu- 
lous. This  includes  the  sinuses  following  especially 
spondylitis  and  hip-joint  disease. 

2.  Sinuses  following  osteomyelitis  of  the  long 
bones  and  flat  bones,  including  the  ribs. 

3.  Sinuses  resulting  from  suppurative  diseases  of 
parenchymatous  organs,  such  as  the  kidney  and 
other  glandular  structures,  including  suppurative 
tuberculous  glands. 

4.  Postoperative  sinuses  which  sometimes  re- 
main after  the  draining  of  infected  wounds. 

5.  Sinuses  following  empyema  of  the  pleura  or 
lung  abscesses. 

6.  Cases  of  abscess  and  suppuration  of  the 
mammary  glands. 

7.  All  infected  wounds  which  are  due  to  crush- 
ing injuries. 

8.  Infected  and  long-suppurating  war  wounds  due 
to  shrapnel  or  bayonet  injury. 

Q.    Rectal  fistulae  or  pararectal  abscesses. 

10.  Suppurative  disease  of  the  antrum  and  acces- 
sory sinuses,  as  well  as  in  postoperative  mastoid 
lesions. 

11.  Suppurative  sinuses  about  the  teeth  and 
jaws  in  pyorrhoea  alveolaris. 

12.  Chronic  endometritis. 

13.  Cold  abscesses.  To  prevent  the  formation  of 
a  sinus,  the  abscess  should  be  incised  and  injected 
with  a  5  per  cent  bismuth  paste. 

The  author  outlines  the  following  errors  in 
technique: 

1.  The  method  is  often  applied  indiscriminately 
and  without  the  control  of  radiograms. 

2.  The  mixture  when  injected  is  not  suflSciently 
liquified  to  fill  all  the  sinuses  and  suppurating 
cavities. 


3.  The  bismuth  is  applied  when  the  cause  of  the 
trouble  is  either  a  sequestrum  or  infected  foreign 
body. 

4.  The  instruments  used  are  often  improvised  and 
unsuitable. 

.=;.  The  bismuth  mixture  is  very  often  spoiled  by 
the  accidental  admixture  of  a  few  drops  of  water. 

6.  The  injections  are  kept  up  after  the  wound 
is  sterilized  and  thus  no  chance  is  given  for  healing. 

It  is  suggested  that  an  examination  of  the  secre- 
tions from  the  sinus  be  made  before  the  first  in- 
jection. Then,  three  days  later,  more  cultures 
should  be  made  to  test  the  sterilizing  effect  of  the 
injection.  As  long  as  the  sinus  contains  micro- 
6rganisms,  it  should  be  re-injected,  but  it  is  ad- 
visable to  wait  at  least  one  week  after  the  first 
injection  before  repeating  it. 

Acute  suppurative  processes  should  not  be  treated 
with  bismuth  paste — only  chronic  suppurations,  both 
tuberculous  and  non-tuberculous. 

Bismuth  poisoning  may  be  easily  prevented  by 
using  smaller  quantities.  When  larger  quantities 
are  required  they  should  not  be  retained  longer  than 
ten  days.  P.  H.  Kreuscher. 

Van  Hoosen,  B.:    Postoperative  Analgesia.    Boston 

M.  6*  5.  /.,  1919,  cLxxx,  556. 

During  the  postoperative  period  the  author  uses 
measures  similar  to  those  applied  in  the  obstetrical 
twilight  sleep  as  follows:  Morphine  1/32  gr.  and 
scopolamine  i/2cx>  gr.  every  four  hours  by  hypo- 
dermic injection  for  twenty-four,  thirty-six  and.  in 
very  painful  cases,  forty-eight  hours  after  operation. 

Four  hundred  and  fifty-two  cases  so  treated 
in  the  Cook  County  and  Mary  Thompson  Hos- 
pitals of  Chicago  are  reported.  The  postopera- 
tive analgesia  was  found  to  be  most  beneficial 
to  both  the  patients  and  the  nurses  alike.  It  greatly 
decreases  complicating  stomach  symptoms,  shortens 
the  convalescence,  prevents  dread  of  future  opera- 
tions, and  facilitates  the  work  of  the  nurse.  On 
being  questioned  as  to  the  details  of  the  first  two 
days  following  operations,  the  patients  were  found 
to  have  had  not  only  marked  analgesia  but  also 
some  amnesia.  Arthur  Steixdler. 

Regan,  J.  C. :  Some  Points  Relative  to  the  Tech- 
nique   of    Lumbar     Puncture    in     Children. 

Arch.  Pediat.,  1919,  xxxvi,  129. 

Properly  performed,  lumbar  puncture  is  such  a 
simple  operation  on  a  child  that  at  first  thought  it 
would  seem  unnecessary  to  deal  with  it  in  detail. 
Many  practitioners,  however,  hesitate  to  perform 
rachicentesis,  especially  when  the  patient  is  being 
treated  at  home,  for  fear  of  an  unsuccessful  result — 
the  so-called  "dry  tap."  There  is  no  doubt  that 
in  many  instances  this  hesitancy  prevents  a  prompt 
diagnosis  and  proper  treatment.  It  is  therefore 
extremely  important  that  the  technique  should  be 
simple  and  easily  followed.  Regan  has  devised  a 
technique  which  facilitates  the  performance  of  this 
operation  in  children. 
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In  order  to  understand  the  principles  upon  which 
the  various  steps  of  the  procedure  are  based,  it  is 
necessary  to  know  something  of  the  anatomical 
structure  of  the  vertebra;  in  the  young.  At  an  early 
age  the  vertebra;  are  not  distinct  and  separate  bones 
connected  by  ligamentous  attachments  as  in  later 
life.  The  laminae  are  rather  short  and  wide  and  the 
interlamellar  spaces  are  directed  obliquely  downward. 
The  spinous  processes  are  short,  thick,  and  rather 
quadrilateral  in  shape,  while  the  interspinous  spaces 
are  quite  wide,  especially  when  the  body  is  well- 
flexed.  The  supraspinous  ligaments  are  relatively 
strong  and  intimately  blended  with  the  cartilaginous 
tip  of  each  spinous  process.  The  termination  of  the 
spinal  cord  is  lower  in  children  than  in  adults. 

In  rachicentesis  two  routes  of  puncture  are  em- 
ployed, the  median  and  the  lateral,  depending  on 
whether  the  needle  is  introduced  directly  between 
the  adjacent  spinous  processes  or  laterally  at  a 
variable  distance  from  them.  With  few  exceptions, 
the  median  route  is  the  most  advantageous  in 
children. 

Clinically  the  operation  is  very  easy  in  all  young 
patients  when  the  needle  is  inserted  in  a  direction 
absolutely  perpendicular  to  the  spine,  the  back  being 
well  arched  so  as  to  increase  the  width  of  the  inter- 
spinous spaces.  Occasionally  in  children  over 
7  years  of  age,  however,  or  when,  owing  to  rigidity, 
the  back  cannot  be  well  flexed,  it  is  necessary  to 
incline  the  needle  very  slightly  at  an  angle  of  about 
70  to  80  degrees  with  the  spine. 

The'proper  site  for  puncture  is  the  fourth  lumbar 
interspinous  space,  but  in  some  cases  it  is  necessary 
to  insert  the  needle  at  a  higher  level. 

In  regard  to  previous  preparation,  a  few  writers 
believe  that  a  cathartic  should  be  given  before  the 
operation.  Though  rarely  essential,  this  is  useful 
and  may  well  be  done  if  the  resulting  delay  is  not  a 
drawback. 

If  the  patient  is  a  small  child  and  can  be  moved 
without  pain,  the  best  place  to  perform  the  opera- 
tion is  upon  a  table  which  is  long  and  wide  enough 
to  accommodate  the  patient  and  high  enough  to 
allow  for  the  comfort  of  the  operator.  The  prone 
position  is  the  most  desirable.  The  child  should  lie 
on  the  left  side  with  the  legs  well  drawn  up  and  the 
neck  and  shoulders  well  forward  to  cause  as  marked 
an  extension  of  the  back  as  possible. 

Some  authorities  advocate  the  use  of  a  general 
anaesthetic.  If  someone  is  at  hand  who  can  properly 
hold  the  patient,  it  can  almost  always  be  dispensed 
with.  Various  local  anaesthetics  have  also  been 
advised.  As  a  rule,  however,  anaesthesia  is  not  only 
unnecessary,  but  undesirable. 

Asepsis  is  important.  The  instruments  should  be 
boiled  for  at  least  fifteen  minutes.  The  operator 
should  thoroughly  scrub  his  hands  with  soap  and 
water  and  rinse  them  in  a  solution  of  5  per  cent 
carbolic  acid,  a  1:1000  bichloride  solution,  or 
alcohol. 

The  site  of  punctuie  should  first  be  thoroughly 
cleansed  with  green  soap    followed  by  alcohol,  and 


after  this  has  dried,  the  surface  should  be  painted 
with  iodine. 

Technique:  With  the  needle  properly  held  in  the 
right  hand,  the  first  point  is  its  proper  introduction. 
The  desired  interspinous  space  should  be  located 
and  the  thumb  of  the  left  hand  placed  deeply  into 
the  interspinous  space  below  the  spine  of  the 
fourth  lumbar  vertebra  so  that  the  finger  nail 
makes  a  deep  indenture  just  beneath  the  spine. 
The  needle  should  then  be  introduced  by  the  side 
of,  and  just  below,  the  thumb. 

Three  things  may  occur  as  a  result  of  the  intro- 
duction of  the  needle:  (i)  the  tap  may  be  so-called 
"dry,"  (2)  pure  blood  may  flow  from  the  needle, 
(3)  cerebrospinal  fluid,  either  clear  or  mixed  with 
blood  or  pus,  may  be  withdrawn.  When  spinal 
fluid  is  obtained,  the  amount  to  be  removed  de- 
pends upon  the  purpose  for  which  the  operation  is 
being  done.  If  the  fluid  is  to  be  used  for  diagnostic 
purposes,  8  to  10  cubic  centimeters  is  almost  al- 
ways sufficient.  In  cases  of  brain  tumor,  not  more 
than  3  to  5  cubic  centimeters  should  be  removed. 

For  therapeutic  purposes  the  quantity  of  spinal 
fluid  removed  is  greater  than  for  diagnosis  and  hence 
there  is  a  greater  element  of  danger,  especially  if 
the  operation  is  not  carried  out  with  the  patient 
in  the  recumbent  position. 

When  sufficient  fluid  has  been  removed,  the  needle 
should  be  withdrawn  in  such  a  manner  as  to  pre- 
vent oozing  of  cerebrospinal  fluid  along  the  tract 
of  puncture.  This  is  best  attained  by  pressing  the 
thumb  deeply  into  the  inner  space  as  was  done  when 
the  needle  was  inserted. 

After  removal  of  the  needle,  tincture  of  iodine 
should  be  applied  to  the  site  of  puncture,  and  a 
sterile  gauze  or  cotton  pad  held  in  place  with  ad- 
hesive strapping. 

The  instruments  required  for  operation  are  a 
lumbar  puncture  needle,  two  or  three  glass  test 
tubes,  a  measuring  glass,  and  if  serum  is  to  be  re- 
moved, a  receptacle. 

If  the  needle  should  break  during  its  insertion  a 
small  incision  may  be  made  and  the  fragment 
grasped  and  withdrawn  with  a  haemostat.  If  the 
fragment  cannot  be  located,  an  X-ray  should  be 
taken  and  operative  procedures  resorted  to. 

In  cases  of  collapse  during  operation,  Jelliffe  and 
White  advise  the  use  of  ether  hypodermically,  and 
after  response,  the  administration  of  strychnine, 
adrenalin,  and  pituitary  extract  to  prolong  the 
stimulation.  If  this  is  not  effective,  the  operation 
should  be  terminated  and  the  patient  given  artificial 
respiration. 

The  child  should  remain  in  bed  for  at  least  twenty- 
four  hours  after  the  puncture.  If  the  operation  was 
performed  for  treatment,  he  should  be  kept  in  bed 
for  forty-eight  hours.  G.  W.  Hochrein. 

Foulkes,   T.   H.:    A  Simple  Operation  for  Piles. 

Indian  M.  Gaz.,  1919,  liv,  137. 

The  patient  is  prepared  in  the  usual  way  and  after 
being  anesthetized  the  sphincter  is  dilated  and  a 
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plug  inserted  in  the  rectum  to  prevent  contamination 
during  the  operation.  Each  pile  is  seized  with  a 
Spencer-Wells  forceps  and  pulled  down.  The  for- 
ceps on  one  pile  is  then  held  up  and  a  Kocher  forceps 
applied  in  such  a  manner  that  the  whole  length  of 
the  pile  is  included  between  the  blades  of  the  clamp. 
By  depressing  the  handle  of  the  Kocher  forceps 
against  the  buttocks,  a  ridge  of  mucous  membrane 
is  raised  above  the  point  of  the  forceps.  A  suture 
is  passed  through  this  fold  and  tied.  A  forceps  is 
then  snapped  to  each  end  of  the  suture,  and  from 
either  side  of  the  pile  just  below  the  Kocher  forceps  the 
sutures  are  pushed  through  at  about  the  center  of 
the  latter  and  tied  around  the  lower  end  of  the 
forceps  as  the  Kocher  is  removed.  The  pile  may 
now  be  cut  away  or  left. 

In  this  operation  there  is  little  or  no  bleeding, 
the  pain  is  slight,  and  the  patient  is  up  and  around 
in  a  short  time.  I.  E.  Bishkow. 

Ferran,  J.  E.:  Local  Anesthesia  in  Urgent  Inter- 
ventions and  a  New  Operative  Technique  for 
Elephantiasis  of  the  Legs  (La  anesthesia  local 
en  las  operaciones  de  urgencia  y  una  nueva  technica 
operatoria  para  la  elefantiasis  de  las  piernas). 
Rev.  de  med.  y  drug.,  1919,  xxiv,  129. 

Ferrin  has  performed  pleurotomies,  costal  re- 
sections, and  operations  for  inguinal  and  abdominal 
herniae  under  local  anaesthesia  with  very  satisfactory 
results.  Having  been  struck  with  the  efficacy  of 
local  anaesthesia  in  dealing  with  the  skin  and  cellular 
tissues,  he  decided  to  operate  in  cases  of  elephan- 
tiasis by  this  method. 

According  to  the  technique  described,  elliptical 
non-corresponding  incisions  several  inches  long 
are  made  longitudinally  down  the  leg.  The  edges 
of  the  ellipse  are  then  sutured  together,  the  catgut 
passing  through  the  skin  and  then  through  the  edges 
of  the  underlying  tissues  without  traversing  them 
down  to  the  muscle.  In  the  depths  of  the  muscle 
the  needle  is  passed  horizontally  and  out  on  the 
other  side.  Four  or  five  catgut  threads  are  used. 
This  closure  the  author  calls  an  "anastomotic  in- 
clusion. "  He  does  not  insist  on  extirpation  of  the 
elephantiasic  tissue  as  he  has  observed  that  it  is 
very  rapidly  resorbed. 

By  the  method  of  suturing  described  there  is 
a  veritable  anastomosis  of  the  lymphatics,  arteries, 
and  veins  which  act  as  true  syphons,  absorbing 
the  lymph  by  the  intimate  relation  effected  between 
the  dermis  and  the  muscles.  A  small  wick  drain 
is  inserted  at  the  lowest  part  of  the  incision.  The 
rapid  absorption  of  the  elephantiasic  tissue  is  aided 
by  the  application  of  a  strongly  compressive  elastic 
bandage.  W.  A.  Brennan. 

ASEPTIC    AND    ANTISEPTIC    SURGERY 

Skill  em,  P.  G.  Jr. :  A  Series  of  War  Wounds  Treated 
withDichloramine-T.   Ann.  Surg.,  1919,  Ixix,  498. 

In  August,  191 8,  a  depth  bomb  exploded  pre- 
maturely on  a  United  States  ship  at  sea,  killing 


four  men  and  injuring  twenty-three  others.  The 
more  important  injuries  included  perforation  of 
bowel,  4;  penetration  of  the  lung,  7;  laceration  of 
femoral  vessels,  2;  laceration  of  the  penis  and  scro- 
tum, 2;  laceration  of  the  eyeball  (extensive),  i; 
rupture  of  the  eardrum,  8;  fracture  of  the  skull 
(occipital),  2;  fracture  of  the  mandible,  i;  fracture 
of  the  humerus,  2 ;  fracture  of  the  radius  and  ulna,  i ; 
fracture  of  the  femur  (incomplete),  i ;  fracture  of  the 
patella,  i;  fracture  of  the  tibia  and  fibula,  2;  frac- 
ture of  the  tibia,  i ;  and  fracture  of  the  tibia  (incom- 
plete),  2. 

This  list  by  no  means  represents  all  the  in- 
juries, for  there  were  numerous  punctures  and 
lacerating  wounds  of  various  soft  parts.  The 
fractures  were  for  the  most  part  compound  and 
many  were  comminuted.  In  the  entire  group  of 
patients,  several  hundred  injuries  had  to  be  dis- 
covered and  dealt  with.  The  only  deaths  occurred 
practically  immediately  after  the  accident  from 
the  overwhelming  shock  of  multiple  extreme  in- 
juries. There  was  no  operative  mortality.  The 
twenty-three  survivors  ultimately  were  either  sent 
back  to  duty  or  honorably  discharged  from  the 
service. 

The  chief  purpose  in  reporting  this  series  is  to 
attest  the  value  of  dichloramine-T.  The  primary 
dressing  in  each  case  after  the  accident  consisted 
solely  in  filling  the  wound  with  dichloramine-T 
and  inserting  a  short  length  of  rubber  dam  to  main- 
tain the  patency  of  the  drainage  orifice.  Over  all 
there  was  then  applied  and  secured  a  dry,  sterile 
gauze  pad. 

The  ship  reached  port  five  days  after  the  explo- 
sion and  on  arrival  the  patients  were  transferred 
to  a  hospital.  Several  months  after  the  accident 
the  author  was  informed  by  the  surgeons  who 
attended  these  patients  at  the  hospital  that  not 
a  single  wound  had  developed  the  sUghtest  evidence 
of  infection;  cultures  which  were  made  from  wound 
discharge  invariably  proved  sterile. 

Tubby,  A.  H.,  Ferguson,  A.  R.,  Mackie,  T.  J., 
and  Hirst,  L.  F.:  A  Report  on  the  Action  of 
Flavine  and  Its  Derivatives.  Lancet,  1919,  cxcvi, 
838. 

The  writers  conducted  experiments  to  determine 
the  action  of  flavine  and  its  derivatives  upon 
organisms  in  the  blood-stream  when  administered 
intravenously.  No  definite  curative  influence 
could  be  demonstrated  either  with  proflavine  or 
acriflavine  in  bacillaemia,  a  result  which  is  only  what 
might  be  expected  in  view  of  the  rapidity  with  which 
the  flavine  compounds  are  eliminated  from  the 
circulation. 

By  the  use  of  a  method  which  insures  the  gradual 
dilution  of  the  flavine  solution  by  the  blood,  the 
immediate  effect  of  its  agglutinating  action  on  the 
red  blood  corpuscles  can  be  prevented. 

In  vitro,  flavine  proved  highly  efficient  as  a  dis- 
infectant for  blood  if  allowed  time  to  exert  its  full 
action.  E.  B.  Freilich. 
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Lusk,  W.  C:  The  Disinfection  of  Vitalized  Tissues 
and  the  Healing  of  Wounds  with  Chinosol 
and  Salt.  Ann.  Stirg.,  1919,  Ixix,  493. 

Chinosol  is  pure  normal  oxyquinolinc  sulphate. 
In  vitro,  though  a  powerful  antiseptic,  it  is  only 
slightly  germicidal.  A  2  per  cent  solution  did  not 
kill  staphylococcus  aureus  in  twenty-four  hours. 
Its  disinfecting  action  on  vitalized  tissues  is  prob- 
ably due,  therefore,  to  the  excitement  of  physiologi- 
cal stimuli  which  increase  the  natural  forces  of  re- 
sistance. 

The  author  gives  examples  of  cases  treated  with 
chinosol  and  salt.  The  tincture  (2  per  cent  chinosol 
and  i>^  grains  of  sodium  chloride  to  the  ounce  in 
80  per  cent  alcohol)  applied  once  a  day  to  the  skin 
around  a  furuncle  after  the  removal  of  all  grease 
with  a  fat-solvent  will  prevent  infection  of  neigh- 
boring hair  follicles. 

In  suppurating  and  granulating  wounds  the 
solutions  used  contain  2  per  cent  of  chinosol  with 
either  0.85  per  cent  or  5  per  cent  of  sodium  chloride. 
The  healing  of  blind  tracts  of  soft  parts  may  be 
facilitated  by  injecting  the  tracts  once  in  six  or 
eight  hours  through  tubes  having  no  punctures. 
For  this  purpose  the  2  per  cent  chinosol  solution 
with  the  5  per  cent  salt  content  is  probably  the 
better  solution  of  the  two.  For  the  control  of 
sepsis  in  draining  empyema,  the  solution  of  2  per 
cent  chinosol  with  the  5  per  cent  sodium  chloride 
content  is  recommended.  Following  preliminary 
washing  with  salt  solution,  i  ounce  may  be  in- 
jected into  the  cavity  daily  and  should  be  retained 
by    posture. 

First-aid  treatment  is  effected  either  by  packing 
the  wound  with  gauze  saturated  with  a  solution 
of  chinosol,  4  grains  to  the  ounce  and  0.85  per 
cent  sodium  chloride,  renewed  in  twenty-four  hours, 
or  by  simply  sponging  the  wound  freely  with  the 
solution  during  the  operation  for  its  immediate 
repair.  The  value  of  chinosol  as  a  first-aid  dis- 
infectant was  determined  by  animal  experimenta- 
tion. 

The  merits  of  chinosol  in  combination  with  salt 
as  a  tissue  disinfectant  may  be  summarized  as 
follows:  Stability;  ease  of  application;  applica- 
bility to  first-aid  treatment  of  wounds;  a  tendency 
to  dry  up  pus;  non-irritability  when  applied  in 
accordance  with  the  technique  here  advocated, 
unless  possibly  after  prolonged  use;  and  the  facts 
that  it  appears  not  to  attack  tendons  and  facilitates 
the  separation  of  sloughs.  P.  G.  Skillern,  Jr. 

ANAESTHETICS 

Silk,  J.  F.  W.:    Anaesthesia;   A   Modification   of 
the  Open  Ether  Method.  Brit.  M.  J.,  1919,  i,  635. 

Silk  is  of  the  opinion  that  the  particular  require- 
ments of  war  surgery  have  given  a  great  impetus 
to  the  use  of  ether  as  a  general  anaesthetic  for  routine 
work,  and  especially  to  its  administration  by  the 
open  method.    Because  of  certain  difficulties  which 


inexperienced  anaesthetists  have  encountered  in  the 
way  of  long  induction,  excessive  amount  of  ether 
employed,  and  the  objection  of  the  patient  to  the 
taste  and  smell  of  "straight"  ether,  the  author 
proposes  a  mixture  of  i  dram  of  chloroform  and  32 
drams  (4  ounces)  of  ether  which  is  approximately 

3  per  cent  of  chloroform  in  ether  or  a  very  little 
stronger  (3  in  99).  The  face  pad  and  mask  are  the 
same  as  for  open  ether  and  the  mask  is  closely  ap- 
plied to  the  patient's  face  from  the  beginning.  The 
liquid  is  used  exactly  as  if  it  consisted  of  ether  alone, 
the  presence  of  the  chloroform  being  ignored. 

The  same  care  in  watching  and  maintaining  the 
breathing  are  required  in  this  as  in  any  other  method 
of  anaesthetization ;  it  is  not  assumed  that  the  plan 
is  absolutely  fool-proof. 

The  advantages  claimed  are:  simplicity,  rapi- 
dity of  induction  (five  to  ten  minutes),  lack  of 
irritation,  efficiency,  economy,  and  safety. 

The  greatest  expenditure  of  the  liquid  occurs 
during  the  induction  stage  and  seldom  exceeds  a 
couple  of  ounces.  For  the  maintenance  of  anaesthesia 
after  the  induction  stage,  it  is  estimated  that  from 

4  to  6  ounces  are  ample. 

While  it  cannot  be  claimed  that  this  or  any  other 
anaesthetic  is  absolutely  safe,  the  possibilities  of 
over-dosage  with  chloroform  are  much  diminished 
when  the  ^2  dram  required  for  induction  is  diluted 
in  2  ounces  of  ether  and  given  in  ten  rather  than  in 
two  minutes.  Moreover  the  dram  to  a  dram  and 
one-half  used  in  the  course  of  an  hour  is  not  apt 
to  do  much  harm.  I.  C.  Herb. 

Davis,  N.  C. :  The  Influence  of  Fasting  and  Vari- 
ous Diets  on  the  Liver  Injury  Effected  by 
Chloroform  An£esthesia.  Arch.  Int.  Med.,  1919, 
xxiii,  612. 

The  author  points  out  that  as  an  introduction  to 
a  study  of  liver  injury  due  to  chloroform  anaes- 
thesia it  is  necessary  to  understand  clearly  how 
uniform  the  individual  reaction  to  this  drug  is 
under  uniform  conditions.  Data  are  submitted 
sufficient  to  convince  a  sceptic  that  the  liver  injury 
in  a  given  dog  will  be  uniform  in  extent  provided 
the  intake  of  blood  is  accurately  controlled  and  the 
dog  is  in  good  clinical  condition. 

The  evidence  shows  that  a  unit  injury  due  to  a 
unit  of  chloroform  anaesthesia  under  fasting  con- 
ditions will  be  repeated  accurately  again  and  again 
provided  the  dog  is  given  sufficient  time  to  repair 
each  injury  to  normal.  This  gives  much  confidence 
in  the  interpretation  of  results  and  enables  the 
authot  to  draw  finer  distinctions  as  to  the  type  and 
extent  of  the  injury.  In  a  review  of  the  hterature 
it  will  be  noted  that  there  is  the  greatest 
amount  of  variation  in  the  recorded  susceptibility 
of  dogs  to  chloroform,  but  few  if  any  figures  are 
given  to  show  the  diet  conditions  which  the  author 
feels  sure  would  explain  the  remarkable  discrepan- 
cies. 

In  some  instances  unusual  individual  resistance 
or  hypersusceptibility  to  chloroform  poisoning  was 
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recorded  in  the  investigations  reported,  but  such 
exceptions  were  rare  and  obtain  in  all  physiologic 
or  pharmacologic  experiments.  When  a  suflTicient 
number  of  experiments  are  submitted,  the  law  of 
reaction  may  be  established  and  the  few  individual 
exceptions  put  aside  for  later  consideration.  It  is 
truly  astonishing  to  note  the  uniformity  of  the  liver 
injury  which  follows  a  suitable  unit  period  of  chloro- 
form injury  to  a  dog  after  three  or  four  days  of 
fasting.  Under  such  conditions  the  dog  is  the 
ideal  subject  for  a  study  of  chloroform  injury  and 
repair. 

In  this  communication  are  given  the  results  of 
feeding  experiments  which  are  corroboratory  of 
Opie's  work  on  rats  and  bring  out  a  few  new  and 
interesting  points. 

Most  of  the  experimental  animals  were  young 
dogs  and  pups  but  a  few  older,  adult  dogs  and 
rats  were  also  utilized.  As  a  rule  the  feeding  of 
special  diets  was  continued  from  three  to  six  days 
and  the  exact  time  was  indicated  in  the  individual 
protocols. 

Data  have  accumulated  in  regard  to  numerous 
starvation  controls,  but  to  avoid  repetition  only  a 
limited  number  of  these  records  have  been  included 
in  the  tables.  In  most  cases  the  food  for  the  dogs 
was  left  in  the  cages.  Pups  ate  special  or  limited  diets 
more  readily  than  older  dogs.  Fluids,  such  as 
cottonseed  oil,  sugar  solution,  beef-extract  solution, 
etc.,  were  given  by  stomach  tube. 

The  author  offers  no  adequate  explanation  of 
the  protective  or  injurious  effect  of  any  diet  in 
modifying  the  action  of  chloroform,  but  recalls 
that  Graham  correlated  resistance  with  the  gly- 
cogen content  of  the  liver.  This  is  an  attractive 
theory  and  in  some  cases  seems  to  hold  true. 
Carbohydrate  diets  certainly  build  up  liver  gly- 
cogen; the  storage  can  be  readily  seen  in  ordinary 
sections  stained  with  haemotoxylin  and  eosin. 
However,  if  Kuriyama's  work  is  reliable,  glycogen 
storage  is  very  difficult  and  glycogen  elimination 
very  prompt  when  thyroid  is  given.  On  the  other 
hand,  the  protective  action  of  sugar  or  kidney  is 
not  changed  by  the  addition  of  thyroid,  and  thyroid 
given  alone  previous  to  chloroform  does  not  modify 
the  picture  of  ordinary  starvation  plus  the  effect 
of  chloroform. 

The  facts  brought  out  by  the  experiments  re- 
ported are  summarized  as  follows: 

Starved  animals  are  very  susceptible  to  liver 
injury  from  chloroform.  A  maximal  injury  is  to  be 
expected. 

When  sugar  and  diets  rich  in  carbohydrates  are 
fed  in  the  days  preceding  chloroform  anaesthesia, 
they  have  a  marked  protective  action  against 
liver  injury. 

Fat  alone,  or  combinations  of  food  containing 
fat  in  large  proportion,  induce  a  maximal  suscep- 
tibility to  liver  injury  comparable  to  that  induced 
by  starvation. 

Skeletal*  muscle  and  heart  muscle  seem  to  have 
a  slight  protective  action. 


Beef  extract  is  highly  protective  in  proportion  to 
its  actual  food  value. 

The  parenchymatous  organs,  liver  and  kidney, 
exert  a  considerable  amount  of  protection. 

Brain,  although  rich  in  lipoid  substances,  is  a 
protective  food  against  chloroform  injury,  thus 
being  very  unlike  fat  mixtures. 

Skim  milk  alone  and  commercial  casein  alone  or 
in  combination  with  cracker  meal  are  highly  pro- 
tective diets. 

Gelatin  has  but  slight  protective  action  itself, 
and  when  given  in  mixtures  with  sugar  does  not 
lessen  the  protective  value  of  the  latter. 

Thyroid  powder  given  alone  or  in  combination 
with  foods  f sugar,  fat,  etc.)  apparently  does  not 
modify  the  chloroform  injury  which  is  to  be  expected 
without  such  addition. 

Glucose  or  cream  given  intravenously  during 
chloroform  anaesthesia  does  not  modify  the  effect 
of  the  drug  on  a  starved  animal.  In  one  instance  in 
which  casein  digest  (high  in  amino-acid  content) 
was  given  by  stomach  tube  a  few  minutes  before 
chloroform  anaesthesia,  a  slight  protective  action 
was  noted. 

No  single  theory  so  far  advanced  will  explain 
this  peculiar  protective  action  of  certain  food  sub- 
stances against  the  liver  injury  of  chloroform  anaes- 
thesia. It  certainly  is  a  reaction  of  the  liver- 
cells,  not  of  substances  circulating  in  the  blood. 

These  facts  should  not  be  lost  sight  of  in  the 
management  of  cases  in  which  the  use  of  chloro- 
form is  indicated.  The  patient  should  be  given 
liberal  amounts  of  carbohydrates  and  milk  for  at 
least  two  days  preceding  the  anaesthesia.  It  cannot 
be  too  often  emphasized  that  it  is  dangerous  to  give 
chloroform  to  man  or  animals  whenever  a  fasting 
period  has  preceded  the  administration  of  the  anses- 
thetic.  G.  E.  Beilby. 

Davis,  N.  C,  and  Whipple,  G.  H. :  The  Influence  of 
Drugs  and  Chemical  Agents  on  the  Liver 
Necrosis  of  Chloroform  Anaesthesia.  Arch. 
Int.  Med.,  1919,  xxiii,  636. 

Among  the  various  explanations  offered  for  the 
well-known  liver  injury  from  chloroform,  Graham's 
theory  is  perhaps  the  most  attractive.  Graham 
believes  that  in  the  presence  of  water  and  oxygen 
in  the  body,  chloroform  is  split  and  hydrochloric 
acid  and  carbon  dioxide  are  formed.  The  hydro- 
chloric acid  then  kills  a  certain  amount  of  liver 
parenchyma,  either  by  direct  action  or  secondary 
asphyxia. 

The  authors  admit  that  they  are  unable  to  follow 
the  chemical  reactions  as  outlined  by  Graham. 
They  state,  furthermore,  that  it  is  just  as  difficult 
to  explain  chloroform  necrosis  as  to  explain  why 
chloroform  passes  by  all  of  the  body  tissues  until 
it  reaches  the  liver,  where  the  hypothetical  chemical 
reaction  takes  place  with  the  release  of  hydro- 
chloric acid.  The  specific  susceptibility  of  the 
liver-cell  to  chloroform  is  the  riddle  which  has  so 
far  defied  solution. 
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Graham  produced  liver  necrosis  in  dogs  by  in- 
jecting hydrochloric  acid  into  the  portal  vein,  but 
the  necrosis  differed  from  typical  chloroform  injury 
in  beinc;  portal  (peripheral)  rather -than  central. 
Hydrochloric  acid  given  by  the  stomach  tube  to 
rabbits  generally  proved  fatal.  At  necropsy  the 
animals  were  found  to  have  fatty  livers  and  haemor- 
rhages in  the  stomach  and  duodenum.  The  areas 
of  central  necrosis  in  chloroform  poisoning  gave  an 
acid  test  with  the  neutral  red  and  a  chlorine  test 
with  silver  nitrate  and  sunlight. 

The  authors  have  attempted  to  repeat  Graham's 
observations  on  the  protective  action  of  sodium 
carbonate  given  intravenously  during  chloroform 
anaethesia.  The  amcsthetic  was  administered  at 
first  over  a  period  of  four  and  one-half  hours. 
They  have  found,  however,  that  the  liver  injury  was 
much  more  uniform  after  preliminary  starvation 
which  renders  the  animals  more  susceptible  to 
injury  and  that  therefore  a  shorter  period  of  anaes- 
thesia is  sufficient  to  cause  it.  Their  usual  pro- 
cedure then  was  to  give  one  and  one-half  hours  of 
chloroform  anaesthesia  (by  the  drop  method  with 
personal  attention)  to  dogs  which  had  fasted 
three  days,  and  one  and  one-quarter  hours  of 
anaesthesia  to  those  which  had  been  fasting  four 
days. 

The  experiments  reported  in  this  paper  naturally 
fall  into  three  groups.  The  first  group  contains 
those  designed  to  repeat  Graham's  work  on  the 
protective  action  of  carbonate  solution  against 
chloroform  injury.  Under  carefully  controlled 
conditions,  the  authors  were  not  able  to  corroborate 
Graham's  findings. 

The  second  set  of  experiments  was  undertaken 
with  the  hope  of  sparing  or  diminishing  the  liver 
glycogen  by  means  of  drugs,  and  to  see  whether 
such  reactions  affected  the  subsequent  injury  of 
the  liver  by  the  chloroform.  In  these  the  evidence 
was  more  or  less  contradictory.  The  epinephrin  and 
quinine  treatments  fulfilled  the  requirements  for 
which  they  were  chosen  in  that  the  injury  was 
lessened,  but  whether  or  not  this  effect  was  the 
result  of  increased  liver  glycogen  was  not  determined. 
Strychnine,  supposed  to  decrease  the  glycogen 
content,  did  not  cause  any  marked  increase 
in  the  chloroform  injury.  Hydrazine  sulphate,  also 
known  to  lessen  the  glycogen  content  of  the  liver, 
caused  an  increase  in  fatty  degeneration,  but  ap- 
peared to  lessen  the  necrosis.  The  status  of  liver 
glycogen  in  relation  to  injury  of  the  liver  by  chloro- 
form is  therefore  not  settled  by  the  results  of  these 
investigations. 

The  third  group  of  experiments  was  designed  to 
obtain  evidence  concerning  the  relation  of  bodily 
oxidations  to  the  necrosis  of  the  liver  due  to 
chloroform.  It  would  appear  that  large  doses  of 
"toxic  proteose"  intensify  the  injury  while  small 
doses  have  no  effect.  Potassium  cyanide  has  a 
very  prostrating  immediate  effect,  but  seems  to 
have  very  little  influence  on  delayed  liver  injury 
and   necrosis.      The   results   of   these   experiments 


are  hard  to  reconcile  with  a  theory  of  chloroform 
necrosis  due  to  lower  oxidation. 

Although  chloroform  is  losing  favor  as  an  anaes- 
thetic, some  physicians  still  employ  it  extensively. 
In  view  of  the  frequent  therapeutic  administration 
of  such  drugs  as  epinephrin  and  quinine,  it  may 
be  well  to  call  attention  to  a  possible  new  use  for 
them.  In  cases  of  pernicious  vomiting,  for 
example,  it  would  be  very  dangerous  to  use  chloro- 
form because  of  the  starvation  of  the  tissues,  but  it 
might  be  possible  to  lessen  the  probable  liver 
injury  by  means  of  these  drugs. 

The  authors  summarize  their  conclusions  as 
follows: 

Sodium  carbonate  in  hypertonic  salt  solution 
given  intravenously  during  chloroform  anaesthesia 
has  no  protective  action  against  the  liver  injury 
resulting  from  the  chloroform. 

Phosphate  solutions,  high  in  buffer  content,  have 
no  protective  action  against  chloroform  liver  in- 
jury. 

Epinephrin  given  subcutaneously  or  intramus- 
cularly in  the  days  preceding  chloroform  anaes- 
thesia exerts  a  distinct  protective  action  against 
the  injury  of  the  liver  by  the  chloroform.  Some  time 
is  required  for  the  development  of  the  resistance 
and  it  is  not  demonstrable  after  a  single  dose  of 
epinephrin  given  a  short  time  before  the  adminis- 
tration of  the  chloroform. 

Quinine  sulphate  given  in  the  days  preceding 
chloroform  anaesthesia  exerts  a  marked  protective 
action  against  liver  injury. 

Hydrazine  sulphate,  although  itself  injurious 
to  the  liver,  apparently  does  not  intensify,  and 
perhaps  lessens,  the  toxic  action  of  chloroform. 

It  would  appear  that  strychnine  sulphate  has 
very  little  deleterious  action  on  an  ordinary  chloro- 
form injury  following  starvation. 

Toxic  proteose  solutions  in  large  dosage  may 
intensify  the  chloroform  injury,  but  in  small  amounts 
seem  to  have  no  effect. 

Potassium  cyanide  given  intravenously  during 
chloroform  anaesthesia,  although  very  toxic  at  the 
time,  seems  to  exert  little  if  any  influence  on  the 
delayed  chloroform  poisoning  (liver  injury.) 

The  hypothesis  that  glycogen  protects  the  liver- 
cells  against  the  injury  of  chloroform  will  not 
explain  all  the  observed  facts.  Some  of  the  experi- 
ments were  in  harmony  with  this  hypothesis,  but 
others  were  equally  positive  against  it.  This 
simple  explanation  of  the  resistance  of  liver-cells 
to  chloroform  injury  does  not  suffice,  and  undoubted- 
ly other  factors  are  concerned  which  must  be 
searched  out. 

The  hypothesis  that  chloroform  injury  and  liver 
necrosis  are  to  be  explained  by  a  lowering  of  the 
level  of  tissue  oxidation  (tissue  asphyxia)  receives 
no  support  from  our  experiments. 

The  peculiar  protective  action  of  epinephrin 
and  quinine  sulphate  in  chloroform  poisoning  may 
have  some  practical  clinical  application. 

G.  E.  Beilby. 
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Rood,  F.,  Lockhart-Mummery,  J-  P-t  Cole,  P.  P., 
Shipway,  F.  E.,  and  Blomfield:  Discussion 
on  the  Present  Position  of  Spinal  Anaesthesia. 

Proc.    Roy.   Soc.    Med.,    Lond.,    1919,    xii,    Sect. 
Anaes.,  i. 

Rood  has  always  used  stovaine  except  in  about 
250  cases  in  which  novocaine  was  employed.  After 
this  trial  of  the  latter  he  concluded  that  although 
novocaine  produces  perfect  anaesthesia,  it  does  not 
cause  a  muscular  relaxation  equal  to  that  due  to 
stovaine. 

A  5  per  cent  solution  of  stovaine  the  density  of 
which  was  increased  by  the  addition  of  5  per  cent 
of  dextrose  was  used  in  most  cases.  As  this  solution 
is  heavier  than  the  cerebrospinal  fluid,  the  region 
and  extent  of  the  ana;sthesia  obtained  can  be 
regulated  by  the  position  of  the  patient  during  the 
injection.  Although  the  stovaine-dextrose  solution 
is  diffusible,  its  movements  are  controlled  by  gravity 
for  a  few  minutes  after  injection. 

In  a  few  hundred  cases  a  solution  of  stovaine  in 
saline  was  employed.  It  was  found  that,  irrespec- 
tive of  the  position  of  the  patient,  the  stovaine 
diffused  about  10  inches  upward  from  the  point  of 
the  injection  and  equally  on  both  sides  of  the  body. 
It  was  possible  to  limit  its  action  or  to  increase 
it  beyond  this  point  only  by  increasing  the  dose  and 
this  had  little  effect.  The  anaesthesia  produced  by 
the  saline  solution  was  found  to  be  more  transient 
than  that  due  to  the  denser  solution  and  it  was 
generally  necessary  to  employ  almost  double  the 
dose  of  stovaine  to  produce  equally  long  anaes- 
thesia. 

When  spinal  anaesthesia  was  first  used  the  great 
merit  claimed  for  it  was  that  it  did  away  with  the 
necessity  for  a  general  anaesthetic.  Rood  believes, 
however,  that  this  is  its  great  disadvantage.  The 
fact  that  the  patient  is  conscious — is  present  at  his 
own  operation — outweighs  many  of  the  advantages 
of  spinal  anaesthesia,  and  nowadays  it  is  rarely 
employed  without  either  some  modification  of 
"twilight-sleep"  or  a  little  general  anaesthesia.  In 
his  opinion,  also,  a  long  operation  in  the  Trendelen- 
burg position  or  an  operation  on  the  rectum  such  as 
a  combined  abdominal-perineal  operation,  are 
ordeals  which  very  few  patients  could  stand  while 
conscious  even  if  it  were  to  their  advantage  to  do  so. 
For  severe  operations  the  method  he  has  employed 
has  been  to  produce  anaesthesia  with  ether,  then 
inject  the  stovaine,  discontinue  the  ether  for  a  time, 
and  finally  give  sufficient  ether  to  keep  the  patient 
unconscious.  For  operations  of  a  less  severe  type, 
scopolamine  and  morphine  are  administered  about 
an  hour  before. 

The  safety  of  spinal  anaesthesia  as  compared  with 
that  of  other  methods  of  producing  anaesthesia  is 
relative  rather  than  absolute.  There  were  2  deaths 
in  8,000  cases.  The  postmortem  examination  in  a 
case  of  intestinal  obstruction  showed  the  respira- 
tory passages  filled  with  vomited  matter.  The  second 
death  was  that  of  a  child  4  years  of  age  who  was 
suffering    from  gangrenous  intussusception   which 


Rood  believed  was  due  to  a  fall  in  blood-pressure 
caused  by  the  stovaine  added  to  the  shock  already 
present.  Other  complications  during  the  course  of 
the  anaesthesia  have  resulted  from:  (i)  inter- 
ference with  the  respiration  due  to  the  fact  that  the 
stovaine  reached  too  high  a  level;  (2)  complications 
arising  from  a  fall  in  the  general  blood-pressure, 
syncope,  etc.; and  (3)  vomiting. 

Headache,  vomiting,  and  pulmonary  complications 
occasionally  follow  the  administration  of  stovaine. 
Headache,  which  was  sometimes  severe,  was  more 
common  when  the  patients  were  conscious  during 
the  operation.  Acute  septic  conditions,  such  as 
appendicitis  and  osteomyelitis,  were  generally  present 
in  cases  in  which  pneumonia  developed.  Occasion- 
ally pulmonary  complications  followed  operations 
upon  the  upper  abdomen. 

The  after-effects  which  have  been  reported  may 
be  due  to  some  error  of  technique.  Permanent 
palsies  were  more  frequent  when  the  puncture  was 
made  very  low  down,  i.  e.,  between  the  third  and 
fourth  lumbar  vertebrae.  Rood  generally  makes  the 
injection  between  the  eleventh  and  twelfth  dorsal 
vertebrae. 

The  impression  that  spinal  anaesthesia  is  a  sub- 
stitute when  the  patient  is  too  ill  to  stand  a  general 
anaesthetic  has  been  responsible  for  many  of  the 
reported  failures.  It  is  difficult  to  generalize  as  to 
the  value  of  spinal  anaesthesia  in  heart  disease.  In 
mitral  disease  with  pulmonary  congestion  it  is 
sometimes  very  useful,  but  certainly  never  in  aortic 
disease  nor  in  any  other  cardiac  or  vascular  con- 
dition in  which  the  patient  is  prone  to  attacks  of 
syncope. 

In  the  discussion  following  the  reading  of  the 
article  Cole  stated  that  he  first  employed  the  glu- 
cose solution  but  discarded  it  in  favor  of  a  solution 
of  sodium  chloride  the  use  of  which  allows  the  patient 
to  be  placed  in  the  Trendelenburg  position  at  once. 
When  this  is  not  necessary  the  feet  should  always 
be  kept  higher  than  the  head  both  during  and  after 
the  operation.  The  posture  recommended  does  much 
to  abolish  the  effects  of  diminished  blood- 
pressure.  In  Cole's  experience  sodium  chloride 
solution  guarantees  as  lasting  an  anaesthesia  as 
glucose  solution. 

Shipway  was  of  the  opinion  that  diffusion  plays 
a  very  small  part  in  producing  serious  symptoms. 
Faintness,  pallor,  vomiting,  and  coUapse  are  all 
due  to  the  decided  fall  of  blood-pressure  which 
results  from  the  impairment  of  thoracic  breathing 
and  the  paralysis  of  abdominal  and  skeletal  muscles. 
The  tone  of  the  abdominal  muscles  of  the  trunk 
below  the  diaphragm  and  of  the  muscles  of  the 
lower  limbs  plays  a  very  large  part  in  maintaining 
blood-pressure.  It  is  known  that  blood-pressure 
may  fall  as  much  as  50  millimeters  in  about  ten 
minutes  after  injection.  Such  a  marked  fall  is 
often  dangerous. 

The  two  important  features  brought  out  by  Rood 
are,  first,  the  possibility  of  using  spinal  anaesthesia 
with  patients  in  the  Trendelenburg  position,  and 
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second,  the  advantage  of  combining  spinal  with 
general  anasthesia.  Concerning  the  latter  he  thinks 
that  both  Crile  and  Mummery  underrate  the  power 
of  inhalation  ana-sthesia  to  prevent  shock.  Every- 
day experience  shows  us  that  shock  from  operative 
procedures  is  effectively  prevented  by  proper  in- 
halation amcsthesia  and  the  physiologists  them- 
selves have  shown  how  difficult  it  is  to  produce 
shock  in  an  etherized  animal  unless  the  abdomen  is 
open  and  the  viscera  forcibly  manipulated. 

I.  C.  Herb. 

SURGICAL  INSTRUMENTS  AND  APPARATUS 

Churchman,  J.  W.:  Use  of  Continued  Extension 
by  Means  of  a  New  Extension  Frame  in  the 
Bloodless  Reduction  of  Congenital  Disloca- 
tion of  the  Hip.  Surg.,  Gynec.  &*  Obst.,  1919,  xxviii, 
S18. 

The  object  of  the  modification  of  the  Lorenz 
technique  suggested  by  the  author  is  to  eliminate 
the  risk  of  the  latter  while  adhering  to  its  principles 
by  substituting  for  the  violent  manipulations  under 
anaesthesia  a  rather  gradual  extension. 

To  this  end,  a  new  extension  frame  has  been  de- 
vised to  put  extension  on  the  leg  in  any  desired 
position  of  abduction  and  at  the  same  time  keep  up 
any  desired  type  of  rotation. 

With  the  frame  described  the  muscles  may  be 
stretched  gradually  to  any  desired  degree  absolutely 
without  pain,  and  the  head  of  the  femur  gradually 
laid  into  position  entirely  by  extension  and  rota- 
tion or  by  these  methods  supplemented  by  the  slight- 
est possible  manipulation. 

After  the  reduction  of  the  dislocation,  the  case  is 
treated  exactly  as  advocated  by  Lorenz. 

The  extension  frame  consists  of  a  i>^  inch  gas 
pipe  bent  into  a  circle.  If  abduction  beyond  a  right 
angle  is  desired,  or  it  is  found  that  with  abduction  at 
nearly  a  right  angle  the  child  overcomes  the  abduc- 
tion by  rising  in  bed,  the  extension  frame  is  shifted 
to  the  head  of  the  bed  in  which  position  it  is  possible 
to  obtain  any  desired  degree  of  abduction.  For 
rotation,  straps  are  attached  in  the  usual  fashion 
and  led  to  pulleys  which  can  be  fastened  at  any 
point  of  the  frame. 

The  method  described  briefly  is  as  follows: 

1 .  Application  of  extension  in  the  lines  of  the  legs 
as  they  rest  in  their  deformed  position. 

2.  Gradual  abduction  until  the  legs  form  with 
each  other  an  angle  of  180  degrees. 

3.  When  the  maximum  abduction  has  been 
produced,  digital  manipulation  of  the  heads  of  the 
femurs  to  drop  them  into  place. 

4.  Maintenance  throughout  of  the  degree  of 
rotation  necessary  to  keep  the  toes  pointing  directly 
upward. 

5.  Gradual  reduction  of  the  maximum  abduction 
produced  until  the  legs  form  with  each  other  an 
angle  of  about  35  degrees. 

6.  Application  of  a  plaster  cast  from  the  waist  to 
the  knees. 


7.  Transmission  of  the  body  weight  to  the 
acetabula  through  the  heads  of  the  femurs  by  allow- 
ing the  child  to  walk. 

If  a  favorable  case  in  a  young  infant  with  well- 
developed  acetabula  is  treated  in  this  way,  it  will 
be  found,  not  only  that  the  treatment  will  be  sini- 
plified  by  the  elimination  of  the  violent  manipula- 
tions used  heretofore,  but  also  that  more  accurate 
results  will  be  obtained.  The  head  of  the  femur 
can  be  placed  at  will  exactly  where  desired,  and  if 
roentgenographs  show  that  the  position  is  not  en- 
tirely satisfactory,  the  necessary  correction  can  be 
made  by  changing  the  direction  of  the  extension 
or  rotation  straps.  L.  C.  Donnelly. 

Lee,  J.  R. :  Compound  Fracture  of  the  Femur  in 
its  Upper  Third,  with  Demonstration  of  a  New 
Pelvic-Femur  Splint;  Also  a  Splint  for  Frac- 
tures of  the  Upper  Extremity.  Proc.  Roy.  Soc. 
Med.,  Lend.,  1919,  xii,  Sect.  Surg.,  6. 

The  method  of  fixation  of  the  fractured  femur 
here  described  is  based  upon  an  appliance  for  the 
control  of  the  smaller  upper  fragment  which  is 
flexed  and  abducted  by  the  iliopsoas  and  glueal 
muscles.  It  has  always  been  taught  that  in  fractures 
of  the  upper  third  of  the  femur  the  upper  fragment, 
which  is  short,  cannot  be  controlled  and  therefore 
attempts  have  been  made  to  procure  alignment  by 
abducting  the  lower  fragment.  This  method  is 
wrong  in  principle  for  the  strong  adductor  magnus 
strongly  adducts  the  lower  fragment,  and  the  dis- 
tance from  the  symphysis  to  the  adductor  tubercle 
is  2  inches  or  more  greater  in  the  abducted  position 
of  the  thigh. 

The  new  pelvic-femur  splint  consists  of  a  grip 
with  two  pads  which  fit  any  pelvis  comfortably  and 
securely,  and  grasp  the  pelvis  and  upper  part  of  the 
femur  firmly  on  both  sides.  By  means  of  a  fly  nut 
on  a  screw  the  required  amount  of  pressure  is 
regulated  to  bring  the  small  abducted  upper  frag- 
ment down  and  hold  it  in  place.  Both  limbs  are  put 
up  in  modified  Thomas  frames  which  are  hinged 
onto  the  pelvic  grip.  If  much  extension  is  found 
necessary,  an  adjustable  piece  can  be  fitted  from  the 
pelvic  pad  to  the  axilla  on  each  side;  in  this  way  the 
upward  thrust  of  the  extending  force  will  be  partly 
taken  by  the  axillae  and  trunk  and  the  pelvic 
caliper  grip  will  not  be  displaced.  A  wooden  splint 
to  the  back  of  the  lower  fragment  may  be  needed 
also  to  correct  backward  displacement.  All  manipu- 
lations should  be  done  on  an  X-ray  couch  and 
if  necessary  under  an  anaesthetic,  so  as  to  see 
that  the  two  ends  are  approximated  and  in  actual 
alignment.  With  this  appliance  the  patient  can  be 
readily  moved  and  nursing  is  facilitated.  The 
appliance  is  of  value  also  in  treating  a  fractured 
pelvis. 

The  arm  splint  described  consists  of  two  parts, 
one  fitted  to  the  trunk  and  the  other  to  the  frac- 
tured arm.  The  upright  trunk  part  is  fitted  to  the 
hip  with  an  adjustable  piece  which  allows  its  upper 
forked  end  to  be  securely  fitted  into  the  axilla  and 
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is  fastened  around  the  body  by  two  straps.  The 
part  of  the  splint  which  carries  the  limb  is  attached 
to  the  upper  forked  end  of  the  trunk  portion  by 
joints  so  that  the  arm  can  be  supported  at  any  de- 
sired angle.    The  splint  can  be  used  for  either  the 


right  or  left  side  by  reversing  the  hip  portion  which 
is  attached  by  an  adjustable  screw.  With  this 
appliance  the  splint  carries  the  arm  rather  than 
the  reverse  and  the  fracture  can  be  kept  at  rest  and 
in  comfort.  P.  W.  Sweet. 
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Carter,  W.  W.:  Bone  Transplantation,  the  Ideal 
Method  for  the  Correction  of  Saddle- Back 
Nose.    N.  York  fd.  J.,  1919,  cix,  899. 

Carter  believes  that  in  the  light  of  our  present 
knowledge,  the  use  of  foreign  material  of  any  kind 
introduced  into  the  tissues  for  the  purpose  of 
correcting  nasal  deformities  is  unwarranted,  and 
so  far  as  he  knows,  there  is  no  material  suited  for 
this  purpose  except  the  autogenous  bone  transplant. 
He  prefers  the  rib  for  transplantation  purposes  for 
the  following  reasons:  it  is  quickly,  easily,  and 
safely  removed,  recovery  is  prompt,  there  is  no  loss 
of  function  resulting  from  its  removal,  and  the  small 
gap  between  the  ends  of  the  rib  is  quickly  filled  in 
with  bone,  ossification  proceeding  from  the  cut 
ends  of  the  rib  along  the  periosteum  the  inner  layer 
of  which  is  left  when  the  rib  is  shelled  out. 

Usually  he  takes  a  section  from  the  ninth  rib. 
If  it  is  necessary  for  the  transplant  to  reach  nearly 
to  the  tip,  he  takes  the  section  at  the  juncture  of 
the  rib  and  the  costal  cartilage.  The  transplant  is 
introduced  from  within  the  nose  after  a  proper 
elevation  of  the  tissues  has  been  effected  by  the  use 
of  instruments  especially  designed  for  this  purpose, 
its  upper  end  being  placed  in  close  contact  with  the 
frontal  bone.  To  prevent  the  slight  depression 
which  sometimes  occurs  on  either  side  of  the  strip 
of  bone,  Carter  has  recently  used  the  cancellous 
tissue  and  bone  shavings  to  fill  in  the  irregularities 
and  round  off  the  dorsum  of  the  nose. 

The  success  of  the  operation  depends  chiefly 
upon  three  factors:  strict  asepsis,  an  abundant 
supply  of  nourishment  to  the  implanted  bone,  and 
immobilization  of  the  part.  E.  C.  Robitshek, 

Waldron,  C.  W.,  and  Risdon,  E.  F.:  Mandibular 
Bone-Grafts.  Proc.  Roy.  Soc.  Med.,  Lond.,  1919, 
xii,  Sect.  Surg.,  11, 

In  the  early  treatment  of  mandibular  compound 
fractures  with  loss  of  bone  substance,  persistent 
efforts  should  be  made  to  keep  the  mouth  as  clean 
as  possible  by  frequent  mouth  washings  and  irriga- 
tion of  pockets  and  sinuses.  All  sinuses  should  be 
freely  drained  and  any  attached  comminuted  frag- 
ments should  not  be  disturbed  until  they  become 
separated  and  remain  as  sequestra.  Displaced 
fragments  should  be  corrected  and  held  by  dental 
splints  for  two  months  or  more.  Teeth  too  near 
the  line  of  fracture  or  those  predisposing  to  infection 
of  the  wound  should  be  extracted,  but  those  which 


will  be  of  service  in  immobilization  of  the  parts  when 
the  graft  is  placed  should  be  preserved.  The  date 
when  all  external  and  alveolar  sinuses  have  definitely 
healed  should  be  noted  as  no  operative  procedure 
should  be  undertaken  until  at  least  six  months 
have  elapsed  after  the  complete  disappearance  of 
all  inflammatory  processes. 

At  least  a  week  before  the  operation  the  dental 
splints  should  be  cemented  to  the  teeth  in  order 
that  the  mucous  membrane  of  the  mouth  may  be- 
come accustomed  to  them.  The  anjesthetic  used  is 
ether  oil  administered  by  rectum  and  ether  ad- 
ministered intrapharyngeally  through  a  nasal  tube. 
After  the  field  has  been  prepared  with  ether  and 
iodine,  a  sterile  dental  rubber  dam  is  fixed  to  the 
cheek  and  lower  lip  with  adhesive.  By  turning  this 
upward,  the  mouth  is  walled  off  and  soiling  by 
saliva  is  prevented.  At  the  conclusion  of  the 
operation  the  rubber  dam  is  turned  down  over  the 
wound  as  a  part  of  the  dressing. 

One  type  of  graft  is  illustrated  by  the  accompany- 
ing drawing.  The  incision  is  made  so  that  it  will  be 
below,  rather  than  over,  the  graft.  The  non-touch 
method  is  used.  The  ends  of  the  fragments  are 
exposed  i^^  to  2  centimeters  back  and  great  care  is 
taken  not  to  perforate  into  the*  mouth  cavity. 
The  ends  of  the  fragments  are  trimmed  back  until 
good,  healthy,  bleeding  bone  is  reached.  All  cic- 
atricial tissue  should  be  excised.  The  rongeur 
forceps  are  used  in  preparing  the  graft  and  frag- 
ments. The  ends  of  the  fragments  are  squared  off 
as  well  as  possible,  leaving  a  ledge  above  the  graft 
which  affords  additional  surface  contact  between 
the  fragments  and  graft.  When  one  end  is  well 
.forward,  an  overlapping  joint  or  a  notching  of  the 
posterior  fragment  may  be  advantageous.  The  iliac 
crest  is  exposed  and  a  piece  of  the  proper  size  re- 
moved with  small  chisels  and  thin  saws.  Usually 
there  is  considerable  free  haemorrhage  which  will 
require  drainage  of,  and  firm  pressure  to,  the  wound 
to  control  it.  From  this  site,  a  shape  suitable  to 
the  requirements  of  the  case  may  be  had  with  the 
minimum  amount  of  modeling.  Holes  are  drilled 
into  the  ends  of  the  transplant  and  ends  of  the  frag- 
ments, and  short  pieces  of  Belgian  wire  are  threaded 
through  and  tightened.  The  subcutaneous  tissues 
are  closed  with  interrupted  catgut  and  the  skin 
closed  with  horsehair  after  all  haemorrhage  is 
controlled. 

On  account  of  the  wound  of  the  Uiac  crest  the 
patients  are  kept  in  bed  for  ten  days.  The  diet  is  at 
first  liquid,  then  semisolid.    Splints  are  left  on  for 
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Left  above:  Non-union  in  region  of  angle.  Control  of  posterior  fragment  most 
difficult. 

Right  above :  Splint  fixation  of  anterior  fragment.  Preparation  of  fragments  for 
graft. 

Below:  Posterior  fragment  wedged  backward  by  graft.  (Waldon  and  Risdon: 
Mandibular  Bone-Grafts) 


from  three  to  four  months,  and  removed  only  when 
the  progress,  as  shown  by  the  X-ray,  is  satisfactory. 
In  reviewing  the  cases  the  author  concludes: 
(i)  that  restoration  of  function  may  be  expected  in 
a  large  percentage  of  cases;  (2)  that  both  surgeon 
and  dental  surgeon  must  give  careful  attention  to 
the  case  to  the  final  stage;  (3)  that  the  iliac  crest  is 
best  suited  for  grafts  of  mandibular  fractures;  and 
(4)  that  good  contact  of  grafts  to  fresh  healthy  bone 
and  the  maintenance  of  the  graft  in  position  by 

wiring  is  essential.  P.  W.  Sweet. 

• 

McCauley,  D.  H.,  and  Worthley,  D.  L.:  The 
Treatment  of  tjnunited  Fractures  of  the  Jaws. 
R^ume  of  Work  Done  by  the  Dental  Depart- 
ment, U.S.A.  General  Hospital  No.  11,  Cape 
May,  N.  J.   Dental  Cosmos,  1919,  Ixi,  391. 

War  surgery  has  presented  problems  and  difli- 
culties  quite  different  from  those  met  with  in  civil 
practice  and  of  these  the  dental  surgeon  has  had 
his  full  share,  particularly  in  the  treatment  of 
fractures  of  the  jaws  due  to  gunshot  wounds. 

In  civil  life,  fractures  of  the  maxilla  and  mandible 
are  seldom  complicated  by  a  loss  of  substance. 
In  war  injuries,  however,  such  a  loss  is  the  rule 
rather  than  the  exception. 

In  the  cases  reported  the  patients  had  received 
their  wounds  from  six  weeks  to  four  months  pre- 
vious to  the  time  treatment  was  begun.  Only  a 
few  were  not  in  good  condition,  in  spite  of  the  fact 
that  there  was  a  lack  of  proper  materials  for  treat- 
ment. Splints  had  to  be  devised  frbm  2-franc 
pieces,  chicken  wire,  telephone  wire,  and  any 
other  malleable  metal  which  could  be  obtained. 


Immobilization  for  from  three  to  four  months 
was  always  necessary  to  secure  union  when  there 
was  a  loss  of  substance.  Such  immobilization 
should  be  instituted  with  the  muscles  relaxed  and 
the  jaws  in  the  position  of  rest.  The  danger  of 
trismus  following  immobilization  is  very  slight. 

To  force  the  jaws  apart  gradually  the  authors 
suggest  the  use  of  a  simple  tapered  screw  which  can 
be  adjusted  by  the  patient  himself.  As  the  muscles 
seem  to  contract  more  at  night  during  normal 
sleeping  hours  than  at  any  other  time,  the  patients 
were  given  a  cork  with  a  wire  attached  to  place 
between  the  teeth  before  going  to  bed.  Larger 
corks  were  substituted  at  regular  intervals. 

Food  and  fresh  air  are  important  factors  in  the 
successful  treatment  of  any  fracture.  When  the 
jaws  have  been  immobilized,  the  food  must,  of 
course,  be  liquid  or  semi-liquid. 

The  authors  report  many  interesting  cases  of 
fracture  of  the  jaws  which  were  treated  success- 
fully. M.  N.  Federspiel. 

Ochsner,  A.  J.:   Double  Harelip  and  Cleft  Palate. 

Surg.  Clin.  Chicago,  1919,  iii,  257. 

The  first  and  probably  the  most  important  step 
in  the  operation  for  the  repair  of  double  harelip 
and  cleft  palate  must  consist  in  the  adjustment  of 
the  intermandibular  portion  of  the  upper  jaw  to 
secure  proper  support  for  the  lip  which  is  to  be 
constructed.  To  replace  this  portion  of  the  jaw  a 
triangular  segment  of  the  vomer  which  has  pushed 
this  portion  forward  should  be  cut  away.  The 
lateral  edges  should  then  be  freshened  as  well  as 
the  ends  of  the  alveolar  processes  on  each  side. 
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Fig.  I. 
Fig.  1.     Double  congenital  harelip  and  cleft  palate. 
Appearance  after  intermandibular  portion  has  been  freed 
at  2-2  and  elevated;  the  areas  i-i  and  3-3  are  freshened 
and  a  silkworm-gut  suture  applied  as  shown. 

After  this,  the  intervening  portion  should  be  care- 
fully sutured  to  make  a  continuous  alveolar  process. 
In  doing  this  care  must  be  taken  not  to  interfere 
with  the  new  teeth  which  are  being  formed. 

Ochsner  has  found  that  fine  silk,  silkworm  gut,  or 
silver  wire  is  best  adapted  as  suture  material  for 
this  purpose. 

In  the  majority  of  these  cases  it  is  necessary  to 
limit  the  amount  of  operating  done  at  a  single  sit- 
ting. The  child's  strength  is  not  always  sufficient 
to  warrant  a  continuation  when  the  next  procedure 
may  involve  a  considerable  loss  of  blood.  Hence 
the  second  step  may  be  postponed  safely  for  one  or 
two  weeks. 

In  the  closure  of  the  harelip  the  central  portion 
is  utilized  to  secure  a  sufficient  amount  of  tissue 
without  undue  tension.  The  mucous  membrane 
is  trimmed  from  it  to  form  a  rectangular  flap  and 
the  edges  of  the  lateral  portions  are  trimmed  so  that 
the  surfaces  to  be  united  are  left  entirely  over  the 
mucous  membrane.  To  elevate  the  septum  of  the 
nose  and  at  the  same  time  increase  the  depth  of  the 
upper  lip,  a  small  lateral  incision  is  made  in  the 
lateral  flaps.  The  corners  of  the  central  flap  can 
then  be  adjusted  so  that  they  fit  into  the  angle 
formed  after  the  lower  portions  of  the  lateral  flaps 
have  been  drawn  downward.  A  suture  is  next 
applied  to  the  lateral  projecting  portion  of  the  lip 
on  each  side,  and  by  means  of  this  portion  the  lip 
is  lengthened  and  the  lateral  flaps  are  applied  to  the 
central  part.  All  the  surfaces  are  then  sutured  in 
place.  The  first  silkworm-gut  suture  is  passed 
through  the  lip  and  left  untied.  Then  the  mucous 
membrane  is  sutured  posteriorly  throughout  with 
chronic  catgut  sutures,  and  finally  the  skin  surfaces 
are  closed  with  horsehair.  The  silkworm  gut  is  tied 
loosely  enough  to  prevent  pressure  necrosis  and 
tightly  enough  to  serve  as  a  stay  suture.  The 
lateral  flaps  are  supported  by  means  of  rubber 
adhesive  strips  3  centimeters  wide. 


Fig.  2.  Fig.  3. 

Fig.  2.  Second  stage  of  operation.  The  dotted  lines 
are  lines  of  incision;  a  suture  has  been  passed  through 
the  mucocutaneous  line  of  each  side  of  the  lip  as  a  guide. 

Fig.  3.     Result  at  conclusion  of  operation. 

NECK 

Sybenga,  J.  J.:  Anterior  Dislocation  of  the  Atlas 
with  a  Break  in  the  Continuity  of  the  Anterior 
Arch.  /.  Am.  M.  Ass.,  1919,  Ixxii,  1450. 

A  soldier  24  years  old  was  injured  while  making 
his  escape  from  a  German  air  raid  and  found  un- 
conscious by  the  roadside.  When  he  revived  he 
complained  of  severe  headache  and  pain  in  the 
neck.  On  admission  to  the  hospital  the  neck  was 
found  to  be  stiff  and  rotation  was  limited. 

Except  for  a  slightly  more  active  right  knee-jerk 
and  slightly  increased  tone  of  the  muscles  of  the 
right  side,  there  were  no  changes.  The  stereoscopic 
X-ray  examination  seemed  to  reveal  an  anterior 
dislocation  of  the  atlas  and  a  break  in  the  con- 
tinuity of  its  anterior  arch.  The  author  points 
out,  however,  that  the  anterior  arch  sometimes 
develops  two  bone  centers  and  the  break  in  con- 
tinuity seen  in  the  X-ray  might  be  due  to  lack  of 
fusion  of  the  centers  instead  of  a  pathologic  condition. 

\.  Steindlee. 

Gault:  The  Treatment  of  Haemorrhages  from  the 
Large  Vessels  of  the  Neck  by  the  Endopharyn- 
geal   and    External    Routes    Combined    (Du 

traitement  des  hemorrhagies  des  gros  vaisseaux  du 
cou  par  voie  endo-pharyngae  et  voie  externe  com- 
bin^e).  Presse  mid.,  Par.,  1919,  xxvii,  301. 

Wounds  of  the  large  vessels  of  the  neck  are  gener- 
ally susceptible  to  pressure  exerted  on  the  carotid 
tubercle  followed  by  the  classical  ligatures.  When 
such  wounds  are  very  high,  especially  endopharyn- 
geal,  the  usual  ligatures  are  extremely  diflftcult  to 
apply  or  impracticable. 
From  several  cases  the  author  concludes: 
I .  In  endophary ngeal  wounds  of  the  large  vessels 
of  the  neck,  immediate  endopharyngeal  pressure 
under  endoscopic  control  if  possible  is  efficacious. 
This  pressure  is  made  with  the  three  middle  fingers 
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of  one  hand,  a  compressive  tampon  closing  the  ves- 
sels on  the  transverse  apophyses  and  control lin?  the 
hjemorrhage  which  if  not  checked  would  be  rapidly 
fatal. 

2.  The  tamponade  described  affords  the  time  to 
make  the  necessary  cervical  ligatures  and,  if  neces- 
sary, compression  of  the  lateral  sinus  by  the  mastoid 
route. 

3.  A  venous  hemorrhage  can  be  thus  overcome 
in  almost  all  cases  and  an  arterial  haemorrhage  in 
many.    In  cases  of  wounds  of  the  internal  carotid 


which  are  situated  very  high,  it  has  been  shown  by 
research  on  the  cadaver  that  high  iendopharyngeal 
ligature  of  the  vessel  does  not  present  very  great 
difficulties  from  the  operative  point  of  view.  On  the 
living  subject  it  is  quite  possible  for  a  sur.?eon  accus- 
tomed to  endoscopic  manoeuvres  to  slip  the  compress- 
ing fingers  along  the  vessel  until  the  bleeding  point 
is  reached  and  clamp  the  vessel  there  with  a  forceps. 
A  loop  of  thread  is  then  slipped  over  the  forceps  and 
tied  with  the  aid  of  two  dissection  forceps. 

W.  A.  Brennan. 
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CHEST  WALL  AND  BREAST 

Davis,  B.  F.:   Winged  Scapula— Serratus  Magnus 
Palsy.  Surg.  Clin.  Chicago,  1919,  iii,  391. 

The  author  reports  two  cases  of  winged  scapula, 
the  first  in  a  girl  of  19,  who  gave  the  history  of 
having  fallen  down  a  flight  of  stairs,  striking  on  her 
right  shoulder.  The  soreness  disappeared  after  a 
couple  of  weeks  but  she  was  unable  to  raise  the 
arm  from  the  side  beyond  an  angle  of  about  45  de- 
grees.   There  was  no  restriction  to  passive  motion. 

On  examination,  the  scapula  was  found  to  flare 
out  from  the  plane  of  the  back  at  an  angle  of  about 
45  degrees  and  its  inferior  angle  was  rotated  toward 
the  midline.  When  the  patient  attempted  to  raise 
her  arm,  the  scapula  flared  out  from  the  back  at 
approximately  a  right  angle  and  the  greater  the 
effort  made  to  extend  the  arm,  the  more  pronounced 
this  displacement  became. 

The  second  case  was  that  of  a  man,  21  years  of 
age,  suffering  from  progressive  muscular  dystrophy. 

Winged  scapula  is  a  condition  in  which  the  in- 
ferior angle  of  the  scapula  flares  out  from  the  body 
at  approximately  a  right  angle  to  the  coronal  plane 
when  the  arms  are  extended  anteriorly  or  abducted. 
The  condition  is  usually  associated  with  inability  to 
raise  the  arm  on  the  affected  side  above,  or  even  to, 
the  level  of  the  shoulder,  although  the  patient  may 
be  able  to  throw  it  up  above  the  head  and  maintain 
it  there  once  the  position  is  attained. 

The  immediate  cause  is  paralysis  which  may  in- 
volve only  the  upper  digitations  of  the  serratus 
magnus,  may  be  limited  to  the  serratus  magnus,  or 
associated  with  paralysis  of  other  muscles.  Its 
causes  are: 

1.  Trauma  to  the  long  thoracic  nerve  by  puncture 
or  incised  wounds,  extensive  dissections  in  the 
axilla,  blows  on  the  root  of  the  neck,  pressure  in- 
cident to  carrying  heavy  loads  on  the  shoulder, 
pressure  due  to  catching  of  the  nerve  between  the 
coracoid  process  and  the  first  rib  in  excessive  for- 
ward rotation  of  the  shoulder,  or  repeated  or  long- 
continued  contraction  of  the  scalenus  medius. 

2.  Infectious  or  toxic  neuritis  of  the  long  thoracic 
nerve,  due  to  diphtheria,  la  grippe,  rheumatism, 
or  anterior  poliomyelitis. 


3.  Hysteria.  A  few  cases  have  been  described  in 
which  it  was  suspected  that  the  lesion  was  purely 
functional. 

4.  Systemic  disease  such  as  progressive  muscular 
dystrophy,  particularly  of  the  juvenile  type. 

The  diagnosis  is  made  upon  the  history  and  the 
results  of  physical  examination. 

The  prognosis  depends  primarily  upon  the 
etiology.  Winged  scapula  occurring  in  progressive 
muscular  dystrophy  never  disappears  spontaneous- 
ly. When  due  to  section  of  the  long  thoracic  nerve, 
it  is  usually  permanent,  though  in  90  per  cent  of 
the  cases  functional  use  of  the  extremity  is  regained 
through  vicarious  activity  of  the  muscles  of  the 
shoulder  remaining  after  the  loss  of  the  serratus 
magnus.  In  winged  scapula  occurring  from  other 
causes  there  is  almost  always  complete  restoration 
of  anatomical  and  functional  integrity  without 
special  treatment,  though  occasionally  severe  con- 
tusions of  the  long  thoracic  nerve  may  result  in 
permanent  loss  of  function. 

Since  the  majority  of  cases  become  cured  spon- 
taneously, there  are  left  but  two  very  small  groups 
for  which  special  treatment  is  desirable.  The  first 
of  these  groups  includes  cases  in  which  the  condition 
appears  in  progressive  muscular  dystrophy,  and  the 
second,  cases  in  which  it  results  from  sectioning, 
rarely  contusion,  of  the  long  thoracic  nerve. 

In  the  vast  majority  of  instances  the  treatment 
should  be  expectant.  For  the  operative  treatment,  a 
number  of  procedures  have  been  proposed,  such  as 
neuroplasty,  scapula  fixation,  and  muscle  transplan- 
tation. 

Neuroplasty  consists  in  anastomosing  the  distal 
end  of  the  long  thoracic  nerve  to  the  proximal  end 
of  the  short  subscapular  nerve.  This  is  to  be  done 
when  anastomosis  between  the  proximal  and  distal 
ends  of  the  long  thoracic  nerve  itself  is  found  to  be 
impossible. 

Scapula  fixation  and  muscle  transplantation 
have  not  been  particularly  satisfactory.  Various 
attempts  have  been  made  to  fix  the  scapula  by 
cutting  off  its  inferior  angle,  freeing  the  subscapu- 
laris  and  infraspinatus  muscles,  and  stitching  them 
to  the  fascia  of  the  back,  but  they  have  not  resulted 
in  an  improvement  of  the  patient's  condition.    The 
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author  tried  this  method  on  his  second  case  two  years 
before  this  article  was  written,  and  while  the  pa- 
tient states  that  he  is  no  worse  than  he  was  before, 
he  is  no  better. 

The  author's  first  patient  was  not  operated  upon 
because  it  was  thought  that  a  complete  return  of 
function  would  probably  occur  in  a  few  months. 

C;.  W.  HOCHREIN. 

Nixon,  J.  A.:  Remarks  on  Chest  Wounds.  Bril.  M. 
J.,  1919,1,399. 

In  the  early  stages  of  chest  wounds  the  physi- 
cian's first  work  is  to  help  the  surgeon  select  cases 
which  require  and  are  fit  for  immediate  operation 
and  resuscitation. 

Indications  for  immediate  operation  are:  (i) 
haemorrhage,  (2)  injuries  of  the  diaphragm,  (3) 
open  pneumothorax,  (4)  "stove-in"  chest,  (5)  re- 
tained missiles,  bone,  or  clothing,  and  (6)  early  acute 
infection.  The  patient  may  be  unfit  for  operation 
because  of:  (i)  intrathoracic  injuries,  (2)  the  sever- 
ity of  external  or  complicating  wounds,  (3)  loss  of 
blood,  and  (4)  collapse  or  shock  due  to  cold  and 
transport. 

The  physician  must  decide  as  to  the  intrathoracic 
injuries  and  form  a  definite  opinion  as  to  whether 
there  is  sufficient  pneumothorax,  haemothorax,  col- 
lapse of  the  lung,  laceration  or  haematoma  of  the 
lung,  or  injury  to  the  heart,  pericardium,  great 
vessels,  diaphragm,  vertebrae,  or  spinal  cord  to  ac- 
count for  the  severity  of  the  symptoms. 

The  patient  may  be  unfit  for  any  immediate  sur- 
gical procedure  save  one  of  the  following:  (i)  imme- 
diate and  rapid  operation  for  the  arrest  of  visible 
haemorrhage  from  the  chest  wall  or  thorax;  (2)  the 
arrest  of  haemorrhage  from  co-existing  wounds; 
(3)  aspiration  for  the  relief  of  pneumothorax;  (4) 
aspiration  for  the  relief  of  haemothorax;  or  (5) 
temporary  closure  of  open  pneumothorax. 

Apart  from  one  of  these  procedures  nothing 
else  remains  than  measures  for  resuscitation.  As  a 
rule,  it  is  injudicious  to  aspirate  immediately  for 
pneumothorax  or  haemo-thorax. 

In  order  to  decide  whether  or  not  a  patient  needs 
immediate  operation,  the  extent  of  the  thoracic 
injury  must  be  estimated.  If  the  patient  is  pro- 
foundly collapsed  or  in  great  respiratory  distress 
on  arrival  at  the  casualty  clearing  station,  the 
following  possible  causes  should  be  considered: 

Haemorrhage:  This  may  have  been  profuse  and 
may  still  continue.  With  closed  haemothorax  the 
amount  of  intrathoracic  haemorrhage  is  usually 
not  enough  by  itself  to  produce  severe  shock.  When 
there  is  an  open  thorax,  the  estimated  size  of  the 
haemothorax  is  not  a  guide  to  the  quantity  of  blood 
lost. 

Comminuted  fractures  of  the  ribs,  scapula,  or 
sternum:  These  produce  the  gravest  symptoms 
even  in  the  absence  of  severe  intrathoracic  trauma. 
It  is  of  the  utmost  importance  in  such  cases  to  deter- 
mine the  extent  of  the  intrathoracic  or  pulmonary 
i  njury . 


Injuries  of  other  parts  of  the"  body:  Careful 
attention  has  always  to  be  paid  to  injuries  other 
than  purely  thoracic  injuries,  such  as  those  of  the 
diaphragm  and  abdominal  viscera.  A  prompt 
decision  must  be  made  as  to  whether  or  not  there 
is  sufficient  thoracic  injury  to  produce  the  symptoms, 
or  whether  the  intrathoracic  injury  may  be  ignored 
and  a  further  explanation  looked  for  below  the  dia- 
phragm. All  spinal  injuries  demand  recognition, 
not  merely  those  which  involve  the  spinal  cord 
itself.  Injuries  to  the  vertebra'  may  cause  the 
gravest  symptoms.  Profound  collapse  which  res- 
ists all  efforts  at  resuscitation  is  often  observed  in 
spinal  injuries  even  when  the  cord  is  undamaged. 

Open  thorax:  The  distress  caused  by  an  open 
thorax  is  often  very  great,  and  until  the  opening 
has  been  closed  it  is  difliicult  to  estimate  the  extent 
to  which  the  symptoms  are  due  to  injury  to  the 
thoracic  contents.  Auscultation  and  percussion 
add  little  information  to  what  can  be  seen.  Active 
hiemorrhage  may  be  visible  externally. 

In  cases  of  closed  thorax  the  examination  of  the 
chest  resolves  itself  into  a  combination  of  the  or- 
dinary phN'sical  methods  with  radioscopy  and  radio- 
graphy. 

The  author  takes  up  the  methods  of  examining 
the  chest  by  inspection,  palpation,  percussion, 
auscultation,  etc.,  and  goes  into  detail  regarding 
the  various  signs  of  injury,  their  value  in  diagnosis, 
and  how  at  times  they  may  be  misleading. 

It  is  impossible  to  treat  chest  wounds  adequately 
without  the  X-ray.  The  position  of  the  heart  and 
diaphragm  and  their  movements,  damage  to  the 
lung,  collapse  of  the  lung,  hjemothorax,  and  pneu- 
mothorax, can  be  accurately  determined  only  by 
the  X-rays  in  conjunction  with  the  physical  signs. 
Radiography  is  insufficient;  the  patients  must  be 
examined  also  radioscopically,  and  the  parts  seen 
in  movement  with  the  fluoroscopic  screen  if  possible 
while  they  are  in  the  sitting  position. 

All  wounds  of  the  parietes  and  thoracic  contents 
should  receive  the  surgical  attention  they  require 
at  the  earliest  possible  moment.  Haemorrhage  must 
be  arrested  and  every  possible  step  taken  early  to 
avert  infection.  No  fluid,  whether  blood,  serum, 
or  pus,  must  be  allowed  to  collect  in  the  chest. 
Fluid  in  the  chest  is  dangerous  for  it  is  a  nidus 
for  sepsis  and  interferes  with  expansion.  Foreign 
bodies — metal,  clothing,  and  bone — should  be  re- 
moved whenever  possible. 

Resection  and  open  drainage  as  formerly  prac- 
ticed for  emphysema  is  an  unsatisfactory  operation 
and  has  been  shown  by  the  experience  in  this  war 
to  be  rarely  necessary  if  early  treatment  according 
to  modern  methods  is  not  neglected.     \.  C.  Hunt. 

McGuire,  W.  A.:  Haemothorax  Following  Gunshot 
Wounds  of  the  Chest.  J.  Am.  M.  Ass.,  1919, 
Ixxii,  1269. 

The  death  rate  from  chest  wounds  during  previous 
wars  was  as  follows:  Civil  war,  62  per  cent;  Crimean 
war.  00  per  cent;  Spanish-American  war,   27  per 
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cent.  Statistics  for  the  recent  war  show  wide  varia- 
tions. Some  place  the  mortality  rate  as  low  as  10 
per  cent,  others  as  high  as  20  per  cent.  The  author 
states  that  chest  wounds  comprised  2  per  cent  of 
all  casualties;  one-half  of  these  were  due  to  rifle 
and  machine-gun  bullets. 

Of  300  men  who  died  on  the  battle  field,  112  had 
fatal  chest  wounds.  In  the  casualty  clearing  stations 
and  evacuation  hospitals  the  mortality  was  40  per 
cent,  while  in  the  base  hospitals  it  was  variously 
reported  as  8  per  cent,  4  per  cent,  .and  27  per  cent. 

The  anatomical  causes  of  death  according  to 
their  frequency  were  haemorrhage,  double  pneumo- 
thorax, shock,  oedema  of  the  lung,  and  complicating 
injuries  to  other  parts.  Sepsis  also  was  responsible 
for  a  number  of  deaths.  According  to  Soltau,  48 
per  cent  of  deaths  were  due  to  gas-producing  organ- 
isms, 40  per  cent  to  streptococci,  and  12  per  cent  to 
pulmonary  organisms. 

Fracture  of  the  ribs  was  an  infrequent  compli- 
cation. Unilateral  pneumothorax  occurred  most 
oTten  after  injuries  by  shell  fragments.  The  most 
common  complication  was  haemothorax  which  was 
found  in  80  per  cent  of  the  cases  of  chest  injury. 

Both  lung  collapse  and  haemorrhage  may  occur 
without  perforation  of  the  thorax,  and  an  ordinary 
tangential  wound  may  be  responsible  for  both. 

By  questioning  more  than  50  patients  with  lung 
perforations  to  learn  the  immediate  symptoms,  the 
following  information  was  obtained.  When  hit  by 
a  rifle  or  machine-gun  bullet  a  light  blow  was  felt 
in  the  chest  or  back.  Those  sustaining  shrapnel 
injuries  felt  a  heav)'^  shock-like  blow  and  were 
forcibly  thrown  to  the  ground.  Pain  was  the  first 
symptom  noticed  and  was  only  moderately  severe; 
it  increased  with  each  respiration  and  referred 
directly  to  the  site  of  the  wound.  In  10  per  cent 
of  the  cases  the  pain  was  referred  to  the  shoulder, 
and  in  only  one  case,  to  the  upper  abdomen.  Most  of 
the  patients  were  able  to  walk  from  100  yards  to 
.3  miles  after  the  injury.  Ten  per  cent  experienced 
nausea  and  vomiting.  Only  one  became  uncon- 
scious, but  all  experienced  faintness  in  varying 
degree.  Dyspnoea  was  the  most  common  symptom 
and  was  present  not  only  in  cases  of  penetrating 
chest  wounds  but  also  in  cases  of  tangential 
wounds.  Cyanosis  was  not  a  marked  or  constant 
symptom.  Haemoptysis  occurred  in  90  per  cent 
of  the  cases  and  lasted  not  longer  than  four  days. 

The  treatment  these  men  received  in  a  base 
hospital  was  as  follows:  in  22  of  25  cases  there 
was  a  simple  debridement  of  the  wound  of  entrance 
and  removal  of  the  foreign  body  when  it  was  ac- 
cessible, and  in  3  cases  a  radical  operation  in  which 
the  lung  was  exposed,  the  foreign  body  and  the 
clot  removed,  and  the  wound  closed  in  layers. 
Of  the  3  latter  patients,  2  developed  infection 
necessitating  subsequent  rib  resection  and  drainage. 

Eleven  of  the  sterile  wounds  were  perforating 
wounds  due  to  machine-gun  bullets  or  tangential 
wounds.  The  patients  had  slight  dyspnoea  on 
exertion,  but  the  physical  and  X-ray  findings  were 


negative  or  nearly  so.  In  11  other  sterile  cases 
there  were  varying  degrees  of  haemothorax.  In 
these  instances  the  symptoms  consisted  of:  (i) 
dyspnoea,  which  depended  upon  the  degree  of  lung 
collapse  and  the  amount  of  fluid  and  appeared  only 
on  exertion;  (2)  slight  cough  and  expectoration;  (3) 
an  average  evening  temperature  for  ten  days  of 
99.4,  regular  and  constant;  (4)  a  moderately  in- 
creased pulse  rate;  and  (5)  respirations  ranging 
from  19  to  23. 

On  physical  examination  flatness  which  did  not 
always  shift  when  the  patient's  position  was  changed 
was  found  on  percussion  when  the  blood  had  clotted 
after  varying  periods.  Auscultation  gave  conflict- 
ing and  misleading  information.  The  leucocyte 
count  averaged  11,000,  with  72  per  cent  poly- 
morphonuclear leucocytes. 

In  infected  cases  the  pain  was  very  severe  and 
there  was  marked  dyspnoea  even  when  the  patient 
remained  quiet.  Cough  and  expectoration  were 
moderate  and  usually  occurred  at  night.  The 
temperature  ranged  from  100  to  103,  with  irregular 
excursions.  The  pulse  was  rapid  in  all,  and  there 
were  the  usual  signs  of  sepsis.  The  treatment  of 
these  patients  consisted  of  rib  resection  and  free 
drainage. 

The  author  emphasized  the  fact  that  the  fluoro- 
scope  had  been  an  invaluable  aid  in  the  differential 
diagnosis  and  management.  V.  P.  Diederich. 

Beck,  E.  G. :  What  Shall  Be  Done  with  the  Open 
Chronic  Suppuratiolis  of  the  Chest  Cavity? 

Med.  Rec,  1919,  xcv,  770. 

Stereoscopic  roentgenograms  of  the  chest  are  of 
great  value  in  determining  the  cause  of  chronic 
suppurations. 

The  author  demonstrates  by  plates  how  the 
cavities  are  easily  outlined  by  injecting  into  them 
bismuth-vaseline  paste  consisting  of  10  parts  of 
bismuth  subnitrate  to  90  parts  of  vaseline.  The 
plates  show  also  that  changes  of  position  give 
valuable  information  as  to  drainage,  as  the  paste 
settles  in  the  cavities.  Bronchial  communications 
are  indicated  when  the  paste  is  coughed  up.  Great 
care  should  be  taken  in  these  cases  and  the  mix- 
ture used  should  be  liquid. 

In  many  cases  of  tuberculous  origin  no  tubercle 
bacilli  were  found  in  the  pus  before  the  injection 
of  the  paste,  but  after  its  injection  were  discovered 
in  large  numbers. 

For  the  location  of  foreign  bodies  in  the  chest, 
which  are  often  the  cause  of  these  chronic  suppura- 
tions, the  author  uses  a  stereo  method  he  described 
in  1917. 

At  least  four  out  of  five  of  the  very  old  cases  may 
be  cured  by  repeated  injections  of  the  paste  con- 
tinued for  several  months.  In  some  instances 
the  sinus  remains  closed  for  a  year  or  two  but 
finally  reopens.  The  injections  should  then  be  re- 
peated. The  sinus  will  close  again  but  may  reopen 
after  a  period  of  a  few  years.  In  spite  of  these  re- 
openings,  however,  the  author  believes  this  method 
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is  best  and  the  patient  will  consent  to  it  rather 
than  to  the  radical  operation. 

Cavities  holding  more  than  200  grams  and  those 
with  communicating  bronchi  are  less  likely  to 
heal  by  this  method.  When  the  discharge  con- 
tinues to  be  purulent,  more  radical  procedures 
are  necessary.  In  the  one  case  out  of  five  in  which 
there  may  be  no  tendency  to  heal  by  the  method 
described  the  author  uses  his  skin-sliding  opera- 
tion in  preference  to  the  Estlander  or  Schcde 
operations.  V.  P.  Diederich. 

Green,  J.  R. :  The  Physiology  of  Respiration  in  the 
Treatment  of  War  Wounds  of  the  Chest  and 
Empyema.  /.  Am.  M.  Ass.,  1919,  Ixxii,  1356. 

From  evidence  compiled  from  clinical  observa- 
tions in  war  wounds  of  the  chest,  the  author  makes 
the  following  generaUzations: 

1.  Respiration  is  re-established  in  a  collapsed 
lung  only  when  the  movements  of  the  diaphragm 
are  established  as  rhythmic  contractions. 

2.  The  lung  in  expanding  forces  itself  into  an 
large,  open  wound  of  the  chest  wall,  not  seldom  and 
accidently,  but  very  often.  This  occurs  in  the 
presence  of  full  atmospheric  pressure  which  opposes 
the  protrusion  and  the  root  of  the  lung  is  pushed 
further  laterally  than  normal  from  the  open  thorax 
wound. 

3.  The  diaphragm  is  vital  in  the  production  of 
the  respiratory  reflex  because  wounds  of  the  dia- 
phragm if  unrepaired  always  produce  death,  even 
though  the  muscle  is  situated  so  that  its  contraction 
makes  an  air-tight  and  water-tight  valve  which 
insures  a  perfect  piston  action.  The  cause  must  lie 
in  a  disruption  of  its  co-ordinating  mechanism 
siffiilar  to  fibrillation  in  the  heart  muscle. 

The  conclusions  from  experimental  work  are: 

1 .  The  extent  of  lung  expansion  is  in  direct 
proportion  to  the  amplitude  of  the  contractions  of 
the  diaphragm. 

2.  Collapse  of  the  lung  is  a  defensive  reflex  to 
preserve  the  normal  temperature  of  the  blood. 

3.  The  first  expansile  effort  on  the  part  of  the 
lung  when  the  tliorax  is  opened  is  a  natural  effort 
to  plug  the  thoracic  opening. 

4.  Both  expansion  and  collapse,  as  defensive 
reactions,  are  merely  exaggerated  uses  of  the  normal 
l^ung  reactions  to  meet  conditions  of  changing  tem- 
perature. The  adaptation  to  higher  temperatures 
under  normal  conditions  is  made  by  sighing  and 
gasping;  temperatures  too  low  call  for  a  lessening 
of  the  respiratory  movements.  E.  B.  Freilich. 

McDufBe,  M.  W.:    Postinfluenzal   Empyema.    N. 

York  M.  J.,  1919,  cix,  766. 

On  the  basis  of  reports  from  various  parts  of  the 
country  in  regard  to  influenza  and  pneumonia, 
McDuffie  concludes  that  empyema  in  some  form 
occurs  in  about  5  per  cent  of  the  cases  and  is  na- 
ture's method  of  freeing  the  blood-stream  of  the 
invading  organism. 


He  would  divide  cases  of  empyema  into  two  dis- 
tinct divisions,  those  with  and  those  without  bron- 
chial connection.  In  the  diagnosis  the  physical 
findings,  the  X-ray,  and  the  aspiration  needle  are 
of  the  utmost  importance.  When  the  pus  pocket  is 
not  in  contact  with  the  chest  wall;  the  diagnosis  is 
more  difficult.  Thoracic  paracentesis  is  the  most 
reliable  diagnostic  procedure,  but  may  fail  when  the 
walls  of  the  cavity  are  covered  with  a  thick  coat  of 
fibrin,  or  when  the  pus  itself  is  viscid.  Subphrenic 
abscess,  new  growths,  and  serous  effusions  must  be 
differentiated.  Aspiration  is  best  for  infants  under 
2  years  of  age,  the  most  desirable  point  of  aspira- 
tion being  the  interspace  between  the  ninth  and 
tenth  ribs,  either  in  the  axillary  or  the  mid-scapular 
line. 

As  an  anaesthetic  for  operation  in  empyema 
nitrogen  gas  and  oxygen  have  given  the  most  sat- 
isfaction. Procedures  under  local  anaesthesia  are 
warranted  only  in  emergencies. 

All  methods  of  operating  are  greatly  excelled  by 
anterior  incision  which  has  the  following  advan- 
tages: first,  freedom  of  approach;  second,  less  diffi- 
culty in  operating;  third,  the  presence  of  a  greater 
amount  of  periosteum;  fourth,  better  control  of 
drainage;  and  fifth,  more  satisfactory  end- results 
to  the  patient.  The  steps  of  the  operation  cannot 
be  stated  more  clearly  than  has  already  been  done 
by  Pierre  Duval.  The  author,  however,  prefers 
making  the  incision  at  the  ninth  rather  than  the 
fourth  rib.  E.  C.  Robitschek. 

Gray,  H.:    Pneumonia  and  Empyema.    Boston  M. 

&•  5. /.,  1919,  clxxx,  475. 

This  article  is  a  continuation  of  a  series  deahng 
with  cases  of  pneumonia  and  empyema  treated  at 
the  base  hospital  at  Camp  Devens,  Mass.  Of  485 
cases  of  pneumonia  cared  for  during  a  period  of 
thirty-five  weeks,  88  per  cent  were  primary  cases,  8 
per  cent  were  due  to  an  attack  of  measles,  and  4  per 
cent  followed  ether  anaesthesia.  The  onset  was 
abrupt  in  only  one-third  of  the  cases.  Usually  the 
diagnosis  was  not  made  until  the  fourth  day.  Of 
the  total  number  of  patients,  16  per  cent  developed 
empyema,  a  complication  which  raised  the  mortality 
from  13  per  cent  to  44  per  cent.  Fifty-three  per 
cent  of  the  cases  of  empyema  were  due  to  the 
haemolytic  streptococcus.  More  thai.n  half  of  the 
patients  developed  a  transient  nephritis. 

The  author  suggests  that  a  definite  diagnosis 
might  be  made  earlier  by  (i)  careful  observation 
of  the  temperature  and  respiration  of  all  patients 
who  have  "common  colds"  or  measles  and  who 
have  taken  ether,  (2)  daily  inquiry  as  to  chest  pain. 
(3)  careful  daily  examination  of  the  chest,  (4)  an 
X-ray  picture,  and  (5)  early  sputum  examination 
in  all  suspected  cases.  The  attention  of  medical 
officers  should  be  called  to  the  importance  of  sus- 
pecting all  cases  of  pain  in  the  chest  Or  abdomen  and 
referring  them  to  the  hospital  for  observation  for 
pneumonia.  The  presence  of  effusions  could  be 
diagnosed  earlier  by  a  search  for  muffled  breath 
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sounds,  especially  "rasping,"  signs  of  extending 
unilateral  dullness,  or  evidence  of  prostration.  Any 
one  of  these  three  is  an  adequate  indication  for 
exploratory  aspiration.  An  essential  part  of  the 
treatment  during  convalescence  is  graded  military 
exercises  continued  for  a  considerable  period  of  time. 

E.  M.  Miller. 

Philips,  H.  B.:  Empyema  at  Camp  Mills,  L.  I., 
with  Special  Reference  to  the  Use  of  the 
Philips  Empyema  Apparatus.  J.  Am.  M.  Ass., 
1919,  Ixxii,  1274. 

The  author  reviews  the  results  obtained  with 
various  methods  at  Camp  Mills,  L.  I.,  in  the  treat- 
ment of  empyema,  and  refers  especially  to  those 
achieved  with  his  apparatus. 

Seventeen  cases  were  treated  with  simple  aspira- 
tions repeated  at  three-  to  seven-day  intervals  or  as 
conditions  indicated.  Three  patients  were  cured, 
two  died,  and  the  rest  were  later  treated  by  one  of 
the  other  mejthods.  Simple  aspiration  very  often 
caused  pneumothorax. 

Intercostal  drainage  was  used  in  ten  cases  and 
in  this  group  the  mortality  was  30  per  cent.  There 
were  two  complete  cures  after  six  weeJcs  of  treatment. 
The  intercostal  drainage  was  effected  by  the  in- 
sertion of  various  improvised  cannulas  and  tubes 
connected  with  suction  bottles.  No  irrigations  were 
used. 

Rib  resections  were  done  in  twelve  cases.  Seven 
of  these  patients  had  received  repeated  preliminary 
aspirations.  One  of  them  died.  Of  the  eleven  re- 
maining, two  have  been  cured  and  all  others  had 
been  draining  from  nine  to  eleven  weeks  when  the 
report  was  written.  Of  this  series,  those  who  had 
received  the  preliminary  aspirations  appeared  to 
stand  the  rib  resection  better  than  the  others. 

The  Philips  apparatus  was  used  in  sixteen  cases. 
.  Five  patients  died  while  still  suffering  from  pneu- 
monia. In  two  cases  closure  was  effected  in  ten  and 
twenty  days,  respectively,  but  reopening  was 
necessary.  Two  cases  were  cured  in  ten  and  twenty- 
one  days  respectively.  V.  P.  Diederich. 


TRACHEA  AND   LUNGS 

Brau-Tapie:  Eleven  Cases  of  Pulmonary  Suture 
in  War  Wounds  of  the  Lung  (Sur  onze  cas  de 
sutures  pulmonaires  pour  plaies  de  guerre  du  pou- 
mon).    J.  demed.  de  Bordeaux,  1919,  xc,  50. 

In  63  cases  of  thoracic  perforations  due  to  war  pro- 
jectiles an  operation  to  extract  the  projectile  and 
cure  the  lung  lesions  produced  by  it  radically  was 
indicated  in  11.  Six  of  these  patients  recovered. 
In  5  cases  the  wounds  healed  by  first  intention. 
There  were  5  deaths,  i  due  to  haemorrhagic  shock,  i  to 
liver  toxaemia,  i  to  purulent  pleurisy,  and  2  to  acute 
septicaemia.  The  majority  of  these  patients  were 
hemorrhagic  and  some  of  them  in  a  bad  condition 
of  shock.  Transfusion  was  resorted  to  in  only  i  case 
and  gave  negative  results. 


The  operation  consisted  of  a  preliminary  thoracot- 
omy, the  third  or  fourth  rib  being  resected  for  a  dis- 
tance of  about  5  centimeters.  In.  several  of  the 
cases,  however,  the  suture  of  the  torn  lung  was  done 
through  the  orifice  created  by  the  projectile.  After 
the  suture  of  the  lung  and  the  evacuation  of  blood 
and  clots  from  the  pleural  cavity,  the  anesthesia 
was  momentarily  suspended  and  the  cavity  washed 
out  with  ether.  The  character  of  the  pulse  and 
respiration  was  not  affected  by  this.  The  clinical 
histories  of  the  1 1  cases  are  given  in  detail  and  illus- 
trated. 

The  conclusions  drawn  by  the  author  on  the 
basis  of  his  results  were: 

1 .  Under  favorable  circumstances  operation  is  indi- 
cated principally  when  (i)  the  pulmonary  haemor- 
rhage continues,  and  (2)  the  embedded  projectile 
is  as  large  as,  or  larger  than,  a  nut. 

2.  A  prior  thoracotomy  is  necessary  whenever  there 
is  doubt  as  to  the  practicability  of  reaching  the  pul- 
monary wound  or  the  projectile  by  the  orifice  of  entry 
of  the  projectile  and  surgical  intervention  should  be 
always    complete. 

3.  Every  aid  afforded  by  the  laboratory  should  be 
utilized  whenever  possible. 

4.  A  haemothorax  after  operation  should  be 
punctured  on  the  fourth  or  fifth  day. 

W.  A.  Brennan. 

Fullerton,  A.:    Missiles  as  Emboli.    Lancet,   1919 
cxcvi,  913. 

The  patient,  a  soldier,  had  been  hit  with  a  rifle 
or  machine-gun  bullet  a  few  hours  before  he  was 
admitted  to  the  clearing  station.  Immediately 
after  the  injury  he  complained  of  difficulty  in 
breathing.  On  admission  to  the  station  he  was 
somewhat  cyanosed  and  dyspnceic,  and  his  pulse 
was  small  and  rapid.  He  was  not  cold  or  blanched. 
The  wound  of  entrance  of  the  bullet  was  situated 
in  the  left  loin  2  inches  from  the  spinous  processes, 
at  the  level  of  the  highest  point  of  the  iliac  crest. 
Examination  with  the  X-ray  showed  that  the  mis- 
sile was  retained  4  inches  below  a  pencU  mark  on 
the  skin  over  the  anterior  surface  of  the  chest  wall, 
at  the  level  of  the  juncture  of  the  second  costal 
cartilage  with  the  sternum  and  three  fingers' 
breadth  to  the  right  of  the  sternal  border.  Death 
occurred  eleven  and  one-half  hours  after  the  receipt 
of  the  injury. 

A  postmortem  examination  was  performed  the 
same  day.  The  track  of  the  bullet  showed  that  the 
latter  had  passed  through  the  transverse  mesocolon, 
the  stomach,  the  left  lobe  of  the  liver,  the  diaphragm, 
the  posterior  surface  of  the  right  ventricle  (small 
puncture),  and  one  of  the  cusps  of  the  auricolo- 
ventricular  valve,  and  had  entered  the  upper 
main  branch  of  the  right  pulmonary  artery  where 
it  had  been  arrested.  Blood  (about  8  ounces) 
was  found  in  the  pericardial  sac,  and  extravasated 
stomach  contents  in  the  peritoneal  cavity.  The 
right  lung  was  collapsed  although  it  was  not  in- 
volved by  the  wound. 
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INTERNATIONAL  ABSTRACT  OF  SURGERY 


HEART  AND  VASCULAR  SYSTEM 

Butler,  E.  F.:  Stab  Wound  of  Heart:  Suture  of 
Heart  Muscle  with  Recovery.  /.  Am.  M.  Ass., 
1Q19,  Ixxii,  1283. 

The  author  reports  the  case  of  a  man  42  years  of 
age  who  was  brought  to  him  suffering  with  a  stab- 
wound  of  the  heart  which  had  been  inflicted  with  a 
butcher  knife. 

Following  his  injury,  the  patient  had  been  able  to 
walk,  across  the  street.  When  he  reached  the  hospital 
a  short  time  later  he  had  marked  dyspnoea  which  was 
increased  on  lying  down,  pain  in  the  precordial 
region  which  was  increased  by  respiratory  move- 
ments, and  a  pulse  of  80  which  was  regular  and  of 
low  volume  and  tension.  Over  the  costal  cartilage 
of  the  fifth  rib  on  the  left  side  and  6  cms.  from  the 
midline  was  a  wound  2  cms.  long. 

Four  and  one-half  hours  after  the  accident,  the 
wound  was  excised  and  the  skin  margins  resected 
with  the  patient  under  local  anaesthesia.  A  general 
anaesthetic  was  then  given,  and  12  cms.  of  the 
fifth  rib  which  had  been  severed  were  resected. 
The  left  pleural  cavity  was  opened  and  found  to  con- 
tain about  100  cc.  of  blood.  No  injury  of  the  col- 
lapsed lung  could  be  seen.  The  wound  in  the  peri- 
cardium, which  was  i  cm.  long,  was  made  4  cms.  long. 
In  the  pericardial  cavity  was  a  slight  amount  of 
clotted  blood.  In  the  left  ventricle  was  a  wound  i 
cm.  long,  but  not  penetrating  the  cavity.  It  bled 
rather  profusely  and  in  spurts  synchronous  with 
the  heart  beat. 

The  wound  in  the  heart  muscle  was  closed  with 
two  catgut  sutures  and  the  chest  wall  closed  in  layers 
with  a  drain  to  the  pectoral  muscles.  Four  days 
later  the  patient's  pulse  and  temperature  were 
normal.  V.  P.  Diederich. 

Delorme,  E. :  The  Operative  Technique  of  Cardiol- 
ysis  (Technique  operatoire  de  la  cardiolyse). 
Lane,  franc:  Gaz.  d.  hop.,  1919,  xcii,  357. 

By  "  cardiolysis "  Delorme  means  the  destruction 
of  cardiopericardiac  adhesions.  This  term  there- 
fore should  not  be  confused  with  "pericardiolysis," 
which  is  the  destruction  of  the  thoracic  wall  in  the 
cardiac  area.  In  Delorme's  opinion,  cardiolysis 
has  earned  a  place  in  surgical  therapeutics. 

After  a  chondrocostal  exploration  the  author 
makes  an  incision  from  the  fourth  to  the  sixth  rib. 
A  grooved  sound  or  the  finger  is  then  pushed  be- 
hind the  deep  surface  of  the  sternum  to  separate 
the  external  surface  of  the  pericardium  from  the 
pleural  culs-de-sac.  The  pericardium  is  incised 
for  the  whole  length  of  the  operative  wound  and 
the  cardiolysis  effected  with  the  fingers  and  the 
end  of  a  curved  scissors.  If  in  sectioning  the  peri- 
cardiac adhesions  an  excessive  resistance  is  met 
with,  especially  in  the  non-accessible  parts,  it  is 
best  to  stop.  If  the  adhesions  are  too  intimate  to 
permit  separation,  the  intervention  should  be 
limited  to  freeing  the  pericardium  from  its  anterior 
diaphragmatic   attachments. 


Cardiolysis  is  indicated  in  cardiac  symphysis  of 
rheumatismal  origin  with  dilatation  and  hyper- 
trophy, and  in  tuberculous  symphyses. 

As  the  destruction  of  cardiopericardiac  adhesions 
is  much  more  easily  accomplished  soon  after  the 
adhesions  are  formed,  the  operation  should  be  done 
as  early  as  circumstances  permit.  It  should  be 
remembered  that  the  thinness  of  the  heart  muscle 
precludes  any  action  upon  it  if  the  adhesions  are 
not  new  and  loose. 

Recent  advances  in  radioscopy  have  transformed 
the  diagnosis  of  both  total  and  partial  cardiac 
symphj'ses,  and  the  late  war,  owing  to  the  many 
operations  for  the  removal  of  intracardiac  projectiles, 
has  established  many  valuable  clinical  findings. 
The  apprehension  with  which  surgeons  formerly 
approached  cardiopericardiac  interventions  hzs 
been  removed  to  a  great  extent  by  recent  advances. 
If  the  nature  and  the  degree  of  the  trouble  in  the 
circulatory  system  due  to  the  presence  of  peri- 
cardial adhesions  can  be  definitely  determined  and 
are  of  sufficient  importance,  there  appears  to  be  no 
reason  why  a  prudently  conducted  operation  should 
not  be  undertaken.  W.  A.  Brennax. 

PHARYNX  AND  (ESOPHAGUS 

Kelly,  A.B. :  Discussion  on  Dilatation  of  the  (Esopha- 
gus without  Anatomical  Stenosis.  Froc.  Roy.  Soc. 
Med.,  Lend.,  1919,  xii,  Sect.  Laryngol.,  48. 

In  his  discussion  on  dilatation  of  the  oesophagus 
Kelly  states  that  the  preliminary  part  of  the  treat- 
ment of  cardiospasm  is  carried  out  by  the  aid  of 
direct  inspection.  The  technique  he  uses  and  the 
observations  that  he  considers  of  most  importance 
are  briefly  as  follows: 

1.  For  the  first  examination  a  general  anaesthetic 
is  used.  Otherwise  the  strain  might  aggravate  the 
disease. 

2.  In  introducing  the  tube  more  resistance  than 
usual  is  encountered  near  the  mouth  of  the  gullet. 
This  observation  and  the  fact  that  the  patients 
often  refer  their  dysphagia  to  the  cricoid  region 
indicate  that  obstruction  at  the  cardia  may  be  asso- 
ciated with  spasm  at  the  upper  end. 

3.  The  patient  lies  on  his  back  with  his  head 
slightly  lowered  as  this  is  the  best  position  for  the 
examination  of  the  cardiac  end  and  aids  drainage 
which  begins  as  soon  as  the  tube  enters  the  gullet. 

4.  After  the  gullet  is  thoroughly  cleaned,  the 
hiatal  and  subhiatal  regions  are  examined.  The 
first  point  to  be  noted  is  the  distance  of  the  hiatal 
gullet  from  the  upper  teeth.  The  average  distance 
in  males  is  40  cm.,  and  in  females,  39  cm. 

In  most  of  the  author's  cases  the  lumen  of  the 
hiatal  portion  was  surrounded  by  a  stellate  arrange- 
ment of  folds  of  mucous  membrane ;  in  others  it  was 
V-shaped  or  merely  a  slit  with  a  prominent  cushion 
in  front  and  behind.  The  size  of  the  lumen  was 
constantly  changing  on  inspiration  and  expiration. 
This  appearance  and  movement  were  observed 
with  the  end  of  the  tube  3  centimeters  above  the 
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hiatal  level  and  are  given  as  normal.  As  soon  as 
the  tube  was  introduced  so  that  it  came  into  contact 
with  the  parts  around  the  hiatus,  however,  the 
lumen  was  at  once  closed  and  remained  closed 
until  the  tube  was  withdrawn  a  few  centimeters 
when  the  opening  and  closing  began  again. 

This  observation  was  made  repeatedly  and  was 
proved  to  be  peculiar  to  patients  suffering  from 
cardiospasm.  According  to  the  experiments  re- 
ported, such  patients  have  a  considerable  area  of 
hyperassthesia  in  the  gullet  and  it  is  to  this  that  the 
cardiospasm  is  due.  The  etiology  of  the  hyper- 
lesthesia  is  unknown. 

After  a  consideration  of  the  different  remedial 
agents  for  the  relief  of  cardiospasm,  the  author 
gives  in  detail  his  method  of  using  Gottstein's 
instrument  which  affords  relief  in  all  cases  and  effects 
a  cure  in  many.  J.  J.  Hompes. 

Worthington,  R.:  Dilatation  of  the  (Esophagus 
without  Stenosis.  Proc.  Roy.  Soc.  Med.,  Lond., 
1919,  xii,  Sect.  Laryngol.,  95. 

Worthington  reports  the  case  of  a  woman  34  years 
of  age  who  had  suffered  from  difficulty  in  swallowing 


for  two  years.  During  that  time  she  had  lived  almost 
entirely  on  milk,  but  occasionally  was  able  to  swallow 
more  solid  food. 

Examination  of  the  a-sophagus  showed  that 
it  was  dilated  and  contained  milk  curds  and  a  par- 
tially macerated  piece  of  meat  about  i  inch 
long  which  appeared  to  have  been  lodged  there  for 
some  time. 

After  the  cesophagus  was  emptied,  the  author  was 
surprised  to  find  that  a  large-sized  bougie  could  be 
passed  into  the  stomach  with  ease. 

The  following  day  the  patient's  ability  to  swallow 
was  much  improved  and  she  declined  further 
treatment. 

A  report  received  from  her  later,  however,  stated 
that  she  speedily  relapsed  into  her  previous  con- 
dition. Occasionally  she  has  crises  lasting  for 
several  days  when  she  is  unable  to  swallow  anything 
at  all,  and  during  the  intervals  she  lives  entirely  on 
milk. 

This  case  disproves  the  contention  put  forward  a 
few  years  ago  that  there  is  no  such  condition  as 
spasmodic  stricture  of  the  oesophagus. 

J.  J.  HOMPES. 
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ABDOMINAL   WALL   AND   PERITONEUM 

Triclc,  H.  R.:    Dynamics  of  Atxlominal  Herniae. 

N.  York  J.  Med.,  1919,  xix,  166. 

No  operation  yet  designed  is  proof  against  re- 
currence, and  because  of  the  inherent  mechanical 
faults  of  our  anatomy  rather  than  faulty  technique, 
it  is  not  likely  that  any  operation  will  be  developed 
that  will  guarantee  100  per  cent  of  cures. 

The  generally  recognized  causes  of  abdominal 
herniae  are:  (i)  contributing  causes,  such  as  de- 
velopmental defects,  ascites,  tympanites,  abdominal 
tumors,  etc.,  and  (2)  active  or  exciting  causes,  such 
as  coughing,  sneezing,  violent  exercise,  etc. 

Intra-abdominal  pressure  is  the  mechanical  equi- 
librium between  the  abdominal  wall  and  the  or- 
gans it  encompasses,  that  is,  static  or  potential 
energy.  In  increased  intra-abdominal  pressure 
there  is  a  loss  of  this  equilibrium.  Since  normally 
there  is  no  air  or  fluid  in  the  abdominal  cavity, 
the  term  "increased  intravisceral  pressure"  would 
seem  to  describe  the  situation  more  literally. 

Tympanites  from  an  obstruction  of  the  bowel  in- 
creases the  intra-abdominal  pressure,  but  does  not 
cause  a  hernia  as  a  distended  bowel  does  not  adapt 
itself  to  the  slits  through  which  it  must  pass  in 
order  to  become  a  hernia.  Neither  is  an  absolutely 
collapsed  bowel  likely  to  produce  a  hernia.  Ascites 
may  develop  a  sac  but  does  not  make  a  hernia 
unless  some  organ  is  forced  into  the  sac.  Most  apt 
to  produce  an  abdominal  hernia  it  would  seem  would 
be  a  condition  midway  between  distension  and  col- 
lapse of  the  bowel. 


The  author  suggests  the  manner  in  which  a 
hernia  may  be  formed.  When  a  loop  of  flaccid  bowel 
located  opposite  the  internal  or  femoral  ring  or 
some  other  weak  spot  is  suddenly  exposed  to  con- 
centric compression  by  the  violent  contraction  of  all 
the  abdominal  muscles,  a  diverticulum  of  the  bowel 
is  forced  through  the  weak  spot  and  its  size  in- 
creased with  each  repetition  of  the  condition. 
This  theory  applies  equally  well  to  all  varieties  of 
abdominal  hernia.  The  sac.  which  is  the  only  part 
of  a  hernia  that  may  be  congenital,  may  have  been 
developed  by  the  application  of  the  same  forces  in 
intra-uterine  life.  The  proper  treatment  of  hernia, 
therefore,  becomes  a  matter  of  applied  mechanics. 

The  author  discourages  the  use  of  the  truss  except 
when  surgical  treatment  is  contra-indicated.  For 
the  radical  cure  he  advises  operation  in  which  the 
repair  of  the  transversalis  fascia  is  of  great  im- 
portance. V.  C.  Hunt. 

GASTRO-INTESTINAL  TRACT 

Razzal>oni,  G. :  Subtotal  Gastrectomy  for  Pseudo- 
neoplastic  Gastric  Tuberculosis  (Gastrectomia 
subtotale  per  tuberculosi  gastrica  a  forma  pseudo- 
neoplastica) .  PolicUn.,  Roma,  1919,  xxvi,  sez.  chir., 
153- 

The  case  reported  was  that  of  a  woman  aged  60 
years.  The  condition  was  diagnosed  as  gastric 
carcinoma  and  a  laparotomy  was  performed.  The 
greater  part  of  the  stomach  wall  except  the  region 
of  the  cardia  was  found  to  be  involved  by  a  diffuse 
tumorous    mass.      This    mass    and    the    omental 
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adhesions  were  removed  en  bloc  by  the  Billroth  II 
method  with  gastro-intestinal  anastomosis. 

Subsequent  examination  of  the  resected  mass 
showed  the  lesions  to  be  inflammatory  and  not  neo- 
plastic. While  the  histological  data  were  not  suffi- 
cient in  themselves  to  establish  its  exact  nature 
clearly,  there  was  lymphoid  infiltration  and  the 
presence  of  giant  cells.  The  Koch  bacillus  could 
not  be  isolated  from  the  specimens  directly  but 
animal  inoculation  gave  positive  results  for  tuber- 
culosis. 

The  characteristics  of  the  lesions  were  the  same 
as  those  described  by  Poncet  and  Leriche  as  in- 
flammatory tuberculosis. 

The  diagnosis  of  gastric  tuberculosis  is  always 
very  difficult  and  usually  is  established  only  by 
examination  of  an  excised  specimen.  The  patient  in 
this  case  gave  no  history  of  the  disease. 

W.  A.  Brennan 

Umitia,  L.:  The  Surgical  Treatment  of  Gastric 
Ulcer  and  Its  Complications  (Tratamiento 
quirfirgico  de  la  ulcera  gdstrica  y  sus  complicaciones). 
Monograph,  San  Sebastidn,  1919. 

Urrutia  reports  219  cases  of  ulcer  (128  gastric; 
88  duodenal;  i  gastrojejunal;  and  i  jejunal)  oper- 
ated upon  at  San  Sabastian  from  September,  1914, 
to  March,  1919.  There  were  15  operative  deaths, 
a  total  mortality  of  6.8  per  cent. 

The  monograph  gives  a  historical  review  of  the 
surgical  treatment  of  gastric  and  duodenal  ulcers 
and  a  criticism  of  the  different  techniques. 

Urrutia's  conclusions  are: 

1.  A  simple  gastro-enterostomy  alone  is  indi- 
cated in  purely  cicatricial  pyloric  stenoses.  When 
there  is  also  an  active  ulcer,  as  in  the  majority  of 
cases,  a  pylorectomy  ought  be  performed. 

2.  In  gastric  ulcers  situated  anywhere  except  in 
the  cardia  an  extensive  pylorogastrectomy  should 
be  performed  and  followed  by  a  rectocolic  gastro- 
enterostomy or  an  end-to-side  gastrojejunostomy. 
In  exceptional  cases,  however,  an  annular  resection 
followed  by  end-to-end  anastomosis  will  be 
necessary. 

3.  In  cases  of  duodenal  ulcers  which  cannot  be 
excised,  gastro-enterostomy  should  be  combined 
with  resection  of  the  pyloric  antrum,  unilateral 
exclusion  or  sphincterectomy  being  reserved  for 
special  cases. 

4.  With  correct  technique,  the  mortality  follow- 
ing these  operations  should  not  be  higher  than  that 
of  simple  gastro-enterostomy  and  the  ultimate 
results  should  be  much  better. 

5.  The  method  of  choice  in  mediogastric  stenoses 
is  annular  or  pylorogastric  resection. 

6.  In  acute  perforations  an  immediate  operation 
will  save  life  in  the  majority  of  cases. 

7.  In  subacute  or  covered  perforations  operation 
is  called  for  in  every  case. 

8.  In  profuse  haemorrhages  due  to  gastric  or 
duodenal  ulcers  the  results  of  medical  treatment  are 
much  superior  to  those  obtained  by  surgery.    An 


operation  should  be  performed  in  such  cases  only  in 
quiescent  periods  or  when  there  is  chronic  haemor- 
rhage. W.  A.  Beennan. 

Wall,  J.  S.:    Pyloric  Stenosis  of  Infancy.    Arch 
Pediat.,  1919,  xxxvi,  193. 

The  author  deals  only  with  the  hypertrophic 
variety  of  pyloric  stenosis.  In  discussing  the 
etiology  of  the  condition  he  states  that  from  the 
standpoint  of  embryology  it  is  possible  that  the 
stenosis  is  due  to  a  temporary  obturation  of  the 
lumen  of  the  duodenum  which  is  apparently  a 
normal  stage  of  evolution  in  the  foetus  from  12  to 
15  millimeters  long.  Whether  or  not,  however, 
the  persistence  of  such  an  intestinal  block  would 
lead  to  hypertrophy  of  the  adjacent  sphincter 
is  within  the  realm  of  speculation.  Downes  be- 
lieves there  is  an  abnormal  thickening  at  birth, 
and  the  effort  necessary  to  force  food  through  the 
narrowed  pyloric  lumen  produces  circulatory  dis- 
turbances which  result  in  trdema.  Many  believe 
that  the  condition  is  associated  with  enlargement  of 
the  thymus  gland,  but  sufficient  observation  has 
not  been  made  to  confirm  this  opinion. 

Pjdoric  stenosis  is  a  disease  of  serious  import 
and  failure  to  recognize  it  is  almost  inexcusable. 
The  symptoms  are:  (i)  vomiting  of  the  pro- 
jectile type  in  large  quantities  which  begins  usually 
between  the  second  and  fifth  weeks,  rarely  earlier 
or  later,  and  as  a  rule  occurs  after  each  nursing 
though  often  several  feedings  are  retained  during 
the  day  and  all  are  vomited  at  once;  (2)  a  loss  of 
weight  amounting  to  3  or  4  ounces  a  day.  and  later, 
as  much  as  half  a  pound;  (3)  stools  which  at  first 
are  dark  brown  but  later  become  tarry  and  re- 
semble meconium;  (4)  scantiness  of  urine;  and 
(5)  dryness  of  the  skin. 

The  chief  physical  characteristics  are  as  follows: 
(i)  peristaltic  waves  which  appear  as  spherical  gas 
balls  or  miniature  balloons  under  the  left  border 
of  the  ribs  and  pass  slowly  toward  the  right,  usually 
above  the  line  of  the  umbilicus,  and  (2)  possibly  a 
pyloric  tumor  which,  if  present,  is  usually  of  great 
importance  and  can  be  palpated  as  a  movable  body 
the  size  of  a  small  olive,  i  inch  or  more  to  the  right 
of  the  umbilicus.  The  degree  of  emaciation  depends 
entirely  upon  the  stage  of  the  disease  and  therefore 
in  many  of  the  milder  cases  cannot  be  depended 
upon  as  a  diagnostic  point. 

The  treatment  of  choice  is  operation  unless  the 
case  is  of  a  very  mild  type  and  the  best  hospital 
facilities  for  medical  treatment  are  available.  The 
operation  described  by  the  author  is  the  Ramm- 
stedt  pylorotomy.  An  incision  is  made  in  the  long 
axis  of  the  bowel  through  the  enlarged  circular 
muscle  fibers  down  to  the  mucous  membrane,  care 
being  taken  to  avoid  injuring  the  mucosa.  This 
relieves  the  pressure  of  the  tumor  on  the  pyloric 
lumen  and  allows  the  muscular  coats  to  retract. 

A  pathologic  study  made  of  a  case  six  months 
after  operation  showed  that  retraction  of  the 
muscles  permitted  the  opening  to- gape,  and  that 
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the  space  had  been  filled  with  organized  tissues. 
The  pyloric  lumen  was  dilated  and  performed  its 
function  well,  demonstrating  that  the  operation 
was  efTicient.  The  tumor  mass  which  was  plainly 
visible  at  operation  had  disappeared. 

E.  A.  Printy. 

Peple,  L.:  Congenital  Pyloric  Stenosis.  Compari- 
son of  Operative  Procedures  for  Its  Relief, 
and  a  Contribution  to  the  Technique.    Virginia 

M.  Month.,  1919,  xlvi,  25. 

The  symptoms  of  congenital  pyloric  stenosis 
usually  begin  from  the  second  to  the  fourth  week, 
and  their  onset  is  gradual.  In  an  infant  otherwise 
not  ill  there  is  persistant  vomiting  after  the  inges- 
tion of  food,  distinctly  visible  peristaltic  waves 
from  the  cardia  to  the  pylorus,  a  decrease  in  the  size 
and  frequency  of  the  stools,  and  an  olive-shaped 
mass  which  may  be  outlined. 

The  two  most  frequent  operative  procedures  for 
the  condition  are  posterior  gastro-enterostomy  and 
pyloroplasty.  To  the  former  there  are  many  ob- 
jections. The  author  prefers  the  Rammstedt 
pyloroplasty  because  it  is  simple,  may  be  performed 
in  a  short  time,  and  there  is  little  danger  from 
haemorrhage. 

Four  cases  are  reported,  in  two  of  which  a  poste- 
rior gastro-enterostomy  was  done,  and  in  two,  a 
Rammstedt  operation.  All  the  patients  recovered. 
In  cases  of  this  kind  the  author  uses  a  special  table 
which  rests  on  the  regular  operating  table  and  con- 
tains a  compartment  for  hot-water  bottles. 

I.  E.  BiSHKOW. 

Hendon,  G.  A.;  Duodenal  Fistula;  with  Report 
of  a  Case.     South.  M .  J .,  1919,  xii,  199. 

Careful  search  of  available  literature  reveals  the 
record  of  only  a  few  cases  of  duodenal  fistula.  When 
the  anatomical  location  of  the  duodenum,  and 
especially  the  proximity  of  the  retroperitoneal 
fixed  portion  to  certain  other  intra-abdominal 
viscera  is  considered,  it  seems  remarkable  that 
this  portion  of  the  bowel  so  frequently  escapes 
injury  during  operations  for  hepatic,  renal,  gastric, 
and  cholecystic  pathology.  On  the  other  hand, 
duodenal  fistula  may  result  from  a  minute  perfor- 
ating ulcer.  If  such  a  fistula  is  recognized  suffi- 
ciently early,  it  should  be  amenable  to  treatment  by 
the  intelligent  application  of  modern  therapeutic 
principles. 

The  author  reports  the  case  of  a  patient,  70  years 
of  age,  upon  whom  nine  years  previously  a  chole- 
cyst ostomy  had  been  performed.  Early  in  19 17  he 
again  suffered  from  attacks  of  epigastric  colic  for 
which  the  author  performed  a  cholecystectomy. 
Symptoms  of  common-duct  obstruction  followed 
the  operation,  and  four  months  later  a  drain  was 
inserted  into  the  cystic  duct  with  the  idea  of  making 
a  permanent  fistula.  As  this  opening  closed,  a 
second  attempt  was  made  two  months  later.  Dur- 
ing the  course  of  the  operation  there  was  a  gush  of 
thin,  viscid  material  mixed  with  bile.    The  next  day 


copious  discharges  of  duodenal  contents  began.  The 
skin  was  protected  with  a  rubber  dam,  and  the 
fistula  packed  daily  with  gauze  strips  saturated 
with  compound  tincture  of  benzoin.  Within  five 
weeks  from  the  date  of  the  last  operation  the  fistula 
had  entirely  closed,  and  the  patient  has  remained 
in  good  health  ever  since. 

In  19 14  Mayo  reported  three  fatal  cases  of  duo- 
denal fistula  following  right  nephrectomy,  death 
occurring  within  two  weeks.  In  191 5  the  same 
author  reported  a  successful  closure  of  a  duodenal 
fistula  following  right  nephrectomy. 

Palmer  records  two  cases  of  duodenal  fistula  cured 
by  expectant  treatment,  which  he  says  has  several 
objects:  (i)  the  protection  of  the  skin,  (2)  the 
introduction  of  fluids  and  nourishment  in  quantities 
sufficient  to  maintain  not  only  life,  but  also  the 
reparative  power  of  the  tissue,  (3)  a  reduction  in 
the  amount  of  the  gastric  and  intestinal  excre- 
tions, and  (4)  the  neutralization  and  dilution  of 
these  excretions.  As  protective  measures  he 
recommends  paraffin  with  a  low  melting  point 
applied  hot  to  the  skin,  or  a  solution  of  pure  gum 
rubber  in  benzine.  To  supply  fluids,  10  per  cent 
glucose  solution  with  sodium  bicarbonate  may 
be  administered  per  rectum.  Acid-producing  food 
must  be  avoided  and  alkalies  given  instead.  Atro- 
pin  and  epinephrin  have  an  inhibitory  effect  on  the 
gastric  excretion.    Milk,  fats,  and  oils  may  be  used. 

V.  C.  Hunt. 

Cannaday,  J.  E.:    Long  Resections  of  Intestine. 

Ann.  Surg.,  1919,  Ixix,  425. 

The  small  bowel  varies  from  15  feet,  6  inches  to 
31  feet,  10  inches  in  length,  the  average  length  being 
greater  in  the  female.  The  large  intestine  varies  in 
length  from  3  feet,  3  inches  to  6  feet,  6  inches. 
People  who  have  for  generations  subsisted  largely 
on  a  coarse  vegetable  diet  have  a  longer  intestinal 
tract  than  those  who  have  lived  on  more  concen- 
trated food.  The  removal  of  the  large  bowel  seems 
to  interfere  little  with  the  general  bodily  nutrition, 
but  after  resection  of  considerable  lengths  of  the 
small  intestine,  it  is  necessary  to  husband  the  pa- 
tient's physiological  resources  carefully.  It  has  been 
found  rather  generally,  however,  that  patients  sur- 
vive in  a  fair  state  of  health  after  the  removal  of 
even  half  of  the  small  intestine. 

The  author  reports  a  case  in  which  it  was  neces- 
sary to  resect  300  cm.,  (10  feet)  of  the  small  intestine 
and  the  caecum,  including  20  cm.  of  the  ascending 
colon,  owing  to  extensive  ileocaecal  tuberculosis. 
After  a  rather  stormy  convalescence  during  which 
it  was  necessary  to  reopen  the  abdomen  twice,  the 
patient  made  a  good  recovery  and  left  the  hospital 
at  the  end  of  the  fourth  week.  At  this  time  the 
average  number  of  stools  a  day  was  three.  About 
two  months  after  operation  he  returned  with  a 
severe  cold  and  died  shortly  afterward  with  the 
symptoms  of  acute  tuberculosis.  The  postmortem 
examination  showed  that,  with  the  exception  of  a 
few  adhesions  in  the  location  of  the  former  drainage 
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lubes,  the  abdomen  was  in  excellent  condition.  The 
small  intestine  up  to  the  duodenojejunal  juncture 
was  found  to  be  only  5  feet,  7  inches  in  length  while 
the  large  bowel  measured  4  feet,  9  inches.  There 
were  no  visible  signs  of  visceral  tuberculosis. 

Fantino  has  suggested  that  in  cases  of  extensive 
resection  a  circle  be  established  in  the  remaining 
segment  of  intestine  in  order  to  keep  the  intestinal 
contents  in  the  bowel  for  a  longer  time.  According 
to  Turck,  short-circuiting  is  preferable  to  resection 
whenever  possible  and  particularly  if  the  lower 
ileum  is  involved.  In  the  author's  case,  however,  the 
involvement  was  too  extensive. 

The  article  is  concluded  with  a  list  of  cases  of 
long  resections  of  the  intestine  taken  from  Park, 
Moynihan,  and  others,  and  brought  up  to  date. 

Gatewood. 

Fair,  C.  E.:  Appendicitis  in  Children.  Arch.  Pedial., 
1919,  xxxvi,  207. 

The  author  draws  the  following  conclusions: 

1.  Appendicitis  in  children  is  probably  more 
common  than  is  generally  believed  because  of  inac- 
curacies in  the  case  histories  and  the  impossibility 
in  many  cases  of  making  a  careful  physical  examina- 
tion. 

2.  The  apparently  higher  rate  of  mortality  among 
children  may  be  attributed  to  the  fact  that  only 
severe  cases  are  diagnosed  and  operated  upon  and 
that  children  have  less  resistance  to  infection. 

3.  Many  case  histories  have  shown  that  the 
progress  of  the  disease  is  little,  if  any,  more  rapid 
in  children  than  in  adults. 

4.  On  the  basis  of  a  series  of  420  cases,  it  is  very 
evident  that  early  diagnosis  and  operation  in  the 
milder  cases  would  probably  decrease  the  mortality 
by  half.  E.  A.  Printy. 

Downing,  A.  T.:  Hernia  of  the  Small  Bowel  into 
the  Rectum.  Boston  M.  6*  5.  /.,  1919,  clxxx,  585 

In  the  case  reported  there  was  severe  abdominal 
pain  with  persistant  vomiting  and  involuntary 
diarrhoea  suggesting  peritonitis.  Five  days  after 
the  onset,  when  the  patient  was  admitted  to  the 
hospital,  the  pulse  was  rapid  and  weak,  the  tem- 
perature 97,  and  the  leucocyte  count  14,000.  The 
abdomen  was  rigid  and  distended  and  tender  all 
over.   The  urine  showed  acetone. 

At  operation,  the  abdomen  was  found  to  contain 
seropus  and  faecal  material.  Examination  of  the 
appendix  showed  acute  gangrene  without  macro- 
scopical  perforation  and  a  hernia  of  the  small  towel 
into  the  rectum.  I.  E.  Bishkow. 

Ghevassu,  M. :  The  Surgery  of  the  Left  Colic  Angle 
by  Lateral  Flank  Incision  (La  chirurgie  de 
Tangle  colique  gauche  par  Tincision  lat6rale  du 
flanc).  Bull.  et.  mSm.  Soc.  de  cklr.  de  Par.,  1919, 
xlv,  614. 

The  surgery  of  the  left  colic  angle  is  especially 
difficult  because  of  the  depth  and  slight  mobility 


of  this  portion  of  the  intestine.  In  operations  on 
the  kidney  Chevassu  usually  makes  a  lateral  in- 
cision and  this  induced  him  to  try  it  in  a  recent 
operation  for  the  removal  of  a  cancer  of  the  left  colic 
angle. 

When  a  thin  patient  is  placed  in  a  dorsolateral 
position  with  a  block  under  the  lower  part  of  the 
thorax,  the  right  thigh  flexed  and  lying  horizontally 
upon  the  table,  and  the  left  leg  extended  in  external 
rotation,  the  end  of  the  eleventh  rib  will  be  seen  on 
the  axillary  line  or  a  little  behind  it.  The  termi- 
nation of  the  tenth  intercostal  space  just  in  front  is 
the  point  at  which  the  lateral  flank  incision  to  which 
Chevassu  refers  is  begun.  This  incision  may  then  be 
carried  upward  beCween  the  ribs  for  a  distance  of 
several  centimeters  ^without  danger  of  opening  the 
pleura.  With  the  bistoury  held  horizontally,  the 
flank  is  incised  parallel  to  the  fibers  of  the  obliquus 
major  so  that  in  passing  close  to  the  i)oint  of  the 
eleventh  rib  the  incision  opens  the  peritoneum  in 
such  a  way  that  a  loop  of  colon  is  immediately  ex- 
posed. 

In  some  cases  this  loop  is  mobile  and  is  then  found 
to  be  the  end  of  the  transverse  colon;  in  others  it  has 
very  little  mobility  and  is  formed  by  the  first  part  of 
the  descending  colon.  In  any  case  the  juxtasplenic 
portion  of  the  colon  is  exposed.  A  slight  pulling  on 
the  afferent  and  efferent  loops  is  then  suflScient  to 
draw  the  angle  into  the  wound.  A  stroke  of  the 
bistoury  on  the  phrenic  and  splenocolic  ligaments 
then  makes  of  the  left  portion  of  the  colon  a  loop 
as  mobile  as  the  pelvic  colon  and  as  easily  drawn 
out. 

In  the  case  of  cancer  reported,  Chevassu  made  a 
flank  incision  about  10  centimeters  long.  When  the 
tumor  was  brought  into  the  wound  it  was  found  to  be 
adherent  by  its  anterior  surface  to  the  left  edge  of  the 
great  omentum.  The  involved  part  of  the  omentum 
was  resected  away.  The  amount  of  intestine  exposed 
measured  about  30  centimeters  and  more  could  have 
been  exposed  if  it  had  been  necessary. 

The  operation  as  performed  in  this  case  by 
Chevassu  was  divided  into  two  stages.  In  the  first, 
the  affected  loop  of  colon  was  brought  to  the  svu"face 
and  the  peritoneum  completely  dosed.  When  fixed 
to  the  abdominal  wall  it  was  kept  covered  with  com- 
presses wet  with  physiologic  serum.  The  second 
stage  consisted  in  the  resection  of  the  cancerous  mass 
and  was  done  six  days  later. 

The  facility  with  which  the  colon  is  reached  by  the 
lateral  incision  led  Chevassu  to  believe  that  it  might 
often  be  advantageous  to  replace  the  left  iliac  anus 
created  preliminary  to  operation  for  the  extirpation 
of  rectocolic  cancers  bj'^  a  colic  anus  formed  at  the 
level  of  the  flank.  He  has  just  performed  such  an 
operation  on  a  patient  with  multiple  tumors  of  the 
rectum  which  he  expects  to  extirpate  shortly.  Xo 
particular  difiiculty  w-as  encountered  and  it  was  not 
necessary  to  make  an  incision  more  than  5  centi- 
meters long.  In  the  author's  opinion  a  colic  anus  has 
several  advantages  over  the  iliac  anus. 

W.  A.  Brennak. 
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LIVER,   PANCREAS,   AND   SPLEEN 

Willis,  A.  M.:  Stone  in  the  Common  Duct;  with 
Analysis  of  Fifty  Cases.  /.  Avi.  M.  Ass.,  1919, 
Ixii,  1343. 

I'robably  in  no  other  branch  of  abdominal  sur- 
gery have  greater  advances  been  made  than  in  the 
surgery  for  the  relief  of  symptoms  arising  from  the 
presence  of  biliary  calculi. 

While  calculi  do  recur,  i.e.,  new  stones  are  formed 
or  descend  from  higher  levels,  most  of  the  so-called 
"recurrences"  are  in  reality  calculi  which  were  over- 
looked at  the  time  of  the  primary  operation. 

Calculi  arc  present  in  the  ductus  choledochus, 
either  alone  or  associated  with  calculi  elsewhere,  in 
a  comparatively  large  number  of  patients  operated 
upon  for  the  relief  of  gall-stone  symptoms.  The 
incidence  varies  from  as  low  as  4  per  cent  according 
to  the  older  reports  to  as  high  as  20  per  cent  ac- 
cording to  more  recent  compilations. 

At  least  three  explanations  may  be  advanced  to 
account  for  the  discrepancies  in  the  figures  given 
by  different  surgeons  as  to  the  relative  frequency  of 
stones  in  the  common  duct : 

1 .  The  more  skilled  and  experienced  surgeon  will 
detect  calculi  in  this  location  when  their  presence 
would  not  be  revealed  to  a  less  skilled  operator. 

2.  Patients  who  suffer  from  recurrences  and  those 
with  the  severe  symptoms  generally  associated  with 
calculi  in  the  common  duct  seek  aid  from  surgeons  of 
wide  reputation.  Therefore  the  clinics  of  such  men 
have  a  larger  proportion  of  cases  of  this  kind. 

3.  Some  authors  may  include  in  their  series  cases 
of  cholecystitis  without  calculi  which,  of  course, 
would  serve  to  reduce  the  proportion  of  cases  in 
which  stones  are  present  in  the  common  duct. 

The  total  number  of  gall-bladder  operations  per- 
formed in  the  author's  practice  and  in  association 
with  other  colleagues  is  620.  Of  this  number,  512 
showed  the  presence  of  calculi  somewhere  in  the 
biliary  passages,  while  in  108  instances  the  condition 
was  cholecystitis  without  calculi.  Stones  were  found 
in  the  common  or  hepatic  duct  in  50  cases,  approx- 
imately 10  per  cent  of  the  total  number  of  those  in 
which  calculi  were  found. 

In  14  of  the  cases  of  stones  in  the  common  duct 
the  patients  had  been  operated  upon  previously. 
In  4  instances  the  presence  of  the  stones  in  the  duct 
was  discovered  at  the  time  of  the  primary  operation, 
but  in  view  of  the  patient's  serious  condition  it  did 
not  seem  wise  to  perform  a  choledochotomy  at  that 
time.  In  5  of  the  remaining  10  cases,  stones  in  the 
common  duct  had  not  even  been  suspected,  either 
from  the  patient 's  history  or  palpation  of  the  duct. 

However  skillful  a  surgeon  may  be,  he  will  fail 
to  discover  a  certain  number  of  common-duct  stones 
because  of  the  fact  that  the  last  or  retroduodenal  por- 
tion of  the  duct,  particularly  where  it  passes  through 
the  head  of  the  pancreas,  is  at  times  diflicult  to 
palpate  and,  according  to  Robson,  this  is  the  part 
■  of  the  duct  in  which  the  greater  number  of  the  com- 
mon-duct stones  lie. 


Exploration  of  the  duct  will  reveal  stones  that 
otherwise  would  have  been  overlooked  and  there- 
fore should  be  done  (i)  if  the  classical  symptoms  of 
stone  in  the  common  duct — chills,  fever,  and  ic- 
terus— are  present,  (2)  if  the  duct  is  enlarged  and 
thick  walled,  (3)  if  many  small  calculi  are  present 
in  the  gall-bladder  or  cystic  duct,  or  (4)  if  the  gall- 
bladder is  atrophied.  While  the  routine  opening 
of  the  common  duct  in  all  patients  with  gall-stones 
is  not  justifiable,  a  certain  number  of  stones  will  be 
overlooked  unless  it  is  done. 

The  author  reports  5  cases  with  a  fatal  termina- 
tion. Haemorrhage  was  the  striking  feature  in  all. 
The  most  rapidly  fatal  haemorrhage  occurs  in 
patients  who  have  an  acute  exacerbation  superim- 
posed on  the  chronic  jaundice.  Acute  jaundice  is  not 
so  potent  a  factor  in  producing  a  haemorrhagic 
diathesis  as  chronic  jaundice.  Therefore,  the  ap- 
pearance of  jaundice  in  common-duct  cases  will 
hereafter  be  an  important  factor' in  the  author's 
decision  for  immediate  operation. 

The  article  is  summarized  as  follows: 

1.  A  considerable  number  of  patients  suffering 
from  cholelithiasis  have  stones  in  the  common  duct. 

2.  A  certain  number  of  cases  of  stones  in  the 
common  duct  do  not  present  symptoms  sufficiently 
suggestive  to  justify  exploration  of  the  duct,  and 
in  some  of  these  cases  palpation  will  fail  to  disclose 
their  presence. 

3.  Even  exploration  of  the  duct  may  not  reveal 
the  presence  of  calculi  though  the  previous  and 
subsequent  history  of  these  patients  may  indicate 
or  prove  that  they  were  actually  present. 

4.  The  mortality  in  common-duct  cases  operated 
upon  is  given  variously  at  from  6  to  16  per  cent. 
In  the  author's  series,  5  patients  died,  a  mortality 
of  10  per  cent.  In  the  cases  in  which  there  were 
no  calculi  the  mortality  was  about  2  per  cent.  The 
obvious  lesson  is  that  in  cholelithiasis  operation 
should  be  performed  early  before  the  entrance  or 
the  formation  of  calculi  in  the  common  duct  and 
that  cholelithiasis  is  essentially  a  surgical  problem. 

E.  A.  Printy. 

Andrews,  E.  W.:  Cholecystectomy  and  the  Man- 
agement of  the  Proximal  Stump  of  the  Cystic 
Duct.  Surg.  Clin.  Chicago,  1919,  iii,  237. 

Removal  of  the  gall-bladder  does  not  give  im- 
munity from  recurrence  of  the  trouble  in  the  biliary 
system  and  an  appendage  is  removed  which  would 
be  useful  if  later  drainage  of  the  gall-tracts  either 
externally  or  by  a  cholecystenterostomy  isr  equired. 
Moreover,  secondary  operations  are  often  more 
easy  to  perform  if  the  gall-bladder  has  not  been 
removed.  One  form  of  recurrence  after  "ectomies" 
is  the  development  of  what  appears  to  be  a  new  gall- 
bladder, i.  e.,  dilation  of  the  proximal  stump  of  the 
cystic  duct.  In  performing  a  cholecystectomy, 
therefore,  the  entire  length  of  the  cystic  duct  should 
be  removed. 

According  to  the  author's  technique,  the  clamp 
is  used  only  for  the  distal  side  of  the  cystic  duct, 
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and  with  a  fine  aneurism  needle  a  ligature  is  placed 
on  the  proximal  side.  This  is  tied  firmly  before 
the  duct  is  divided.  By  making  traction  on  the 
ligature,  the  remainder  of  the  stump  of  the  cystic 
duct  is  freed  down  to  the  wall  of  the  common  duct, 
and  a  second  amputation  is  done  very  close  to  the 
outlet.  In  many  instances  it  is  better  not  to  ligate 
but  to  cut  it  close  and  introduce  a  probe,  split  the 
common  duct,  and  explore  it  in  both  directions. 
A  T-shaped  tube  which  will  permit  drainage  of 
the  choledochus  during  the  after-treatment  should 
then  be  introduced.  The  remaining  steps  are  ligation 
of  the  cystic  artery  and  subserous  enucleation 
of  the  body  and  fundus  of  the  gall-bladder  with 
closure  of  the  peritoneal  flap  so  as  to  obliterate 
the  raw  surface  next  to  the  liver.  In  the  case  re- 
ported the  abdominal  wound  was  closed  without 
drainage.  In  cholangeitis  and  severe  sepsis,  however, 
it  is  best  to  drain,  preferably  through  a  stab  wound 
just  in  front  of  the  right  kidney.  E.  A.  Printy. 

Masson,  J.  C:  Exposure  in  Gall-Bladder  Surgery. 

Ann.  Surg.,  1919,  Ixix,  422. 

It  is  now  generally  agreed  that  there  are  few  cases 
in  which  the  patient's  best  interests  are  served  by 
merely  draining  the  gall-bladder,  although  it  must 
be  admitted  that  in  the  hands  of  the  casual  operator 
cholecystostomy  is  safer  than  cholecystectomy. 
There  is  still  considerable  argument,  however,  as  to 
which  method  of  removing  the  gall-bladder  is  to  be 
preferred.  The  author  maintains  that  with  good 
exposure  it  is  possible  to  excise  all  gall-bladders  by 
beginning  at  the  cystic  duct. 


According  to  the  method  of  choice,  an  incision  is 
first  made  extending  from  the  midline  at  the  tip  of 
the  ensiform  cartilage  to  a  point  2  inches  to  the  right 
of  the  umbilicus.  After  the  usual  exploration  of 
the  abdomen,  the  stomach,  omentum,  and  intestines 
are  packed  off  with  three  or  four  abdominal  sponges 
and  held  in  place  by  the  assistant's  left  hand.  It 
is  important  that  the  assistant  should  not  move  this 
hand  after  the  sponges  are  once  arranged.  In  the 
exceptional  case  additional  exposure  may  be  obtained 
by  inserting  a  pack  (4  inches  by  3  feet)  between  the 
posterior-superior  surface  of  the  liver  and  the  dia- 
phragm. 

Owing  to  the  frequency  of  anomalies  of  both  ducts, 
it  is  absolutely  necessary  to  know  just  what  each 
forceps  includes  before  it  is  clamped.  In  cases  of 
large,  tense  gall-bladders  it  is  often  advisable  to  empty 
the  gall-bladder  with  a  trocar  first  and  then  apply  a 
6-inch  curved  forceps  to  the  fundus  and  another  to 
the  ampulla  where  it  overlies  the  common  duct.  By 
a  little  tension  on  the  lower  forceps,  the  cystic  duct 
may  be  isolated  throughout  its  entire  length.  Be- 
fore cutting  the  cystic  duct,  the  common  duct 
should  be  palpated.  If  exploration  is  warranted,  the 
author  believes  it  is  preferable  to  make  an  incision 
in  the  common  duct  rather  than  to  attempt  inves- 
tigations through  the  open  end  of  the  cystic  duct. 
While  in  the  occasional  case  in  which  it  is  very 
difficult  to  expose  the  cystic  duct  and  artery  it 
may  be  necessary  to  begin  the  removal  of  the  gall- 
bladder at  the  fundus,  the  author  strongly  main- 
tains that  this  operation  is  very  rarely  indicated. 

Gatewood. 
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DISEASES  OF  BONES,  JOINTS,  MUSCLES,  TEN- 
DONS.   GENERAL  CONDITIONS  COMMONLY 
FOUND  IN  THE  EXTREMITIES. 

Ferris,  A.  W.:  Case  of  Osteitis  Deformans.   Med. 
Rec,  1919,  xcv,  853. 

The  author  first  saw  the  patient,  a  woman  55 
years  of  age,  in  January,  1Q13.  At  that  time  she  was 
suffering  from  pain  in  various  joints,  had  great 
difficulty  in  sitting  and  rising,  and  walked  with  a 
waddling  gait.  In  1907  she  had  "rheumatic  pains" 
for  the  relief  of  which  she  went  to  Europe.  She  lost 
much  weight  due  to  drinking  large  quantities  of 
vichy  water,  and  on  her  return  was  in  perfect  health. 
In  1 910  she  began  to  have  occasional  pains  in  both 
knees  and  noticed  that  her  legs  were  becoming  bowed. 
During  the  winter  of  1910-11  she  was  treated  for 
"rheumatic  gout"  but  did  not  improve.  At  this 
time  it  was  noticed  that  her  temples  had  become 
shrunken  and  her  head  somewhat  triangular. 
Various  treatments  were  instituted  without  relief. 
During  191 2  she  had  pain  in  the  wrists  and  elbows, 
and  recently  there  had  been  nocturnal  pain  in  the 
left  hip. 


Paget  in  1877  reported  the  first  case  of  the  kind 
under  the  name  "  osteitis  deformans. "  In  1901, 
Packard,  Steele,  and  Kirkbride  published  a  paper  in 
which  100  cases  were  considered,  but  only  67  were 
regarded  as  true  cases.  Another  instance  was 
reported  in  191 2  by  Jones,  who  stated  that,  as  far 
as  he  was  able  to  discover,  only  26  cases  had  been 
reported  in  this  country  since  1901.  Of  the  68  cases, 
42  occurred  in  males  and  26  in  females.  The  oldest 
patient  was  73  and  the  youngest  39  years  of  age. 

The  oldest  patient  whose  case  is  on  record 
was  a  woman  92  years  of  age,  while  the  youngest 
was  a  girl  of  16. 

The  general  health  is  usually  unimpaired,  even 
when  the  cranial  bones  are  thickened.  All  patients 
complain  of  pain  in  the  bones  affected,  usually  of  a 
rheumatic  or  neuralgic  type.  The  larger  bones  are 
usually  affected  first,  then  the  skull,  and  then  the 
upper  extremities.  Probably  involvement  of  the 
spine,  which  consists  of  forward  flexion  and  shorten- 
ing, comes  next.  The  neck  becomes  fixed  and  the 
head  inclines  forward,  sometimes  being  more  or 
less  dropped  on  the  chest.  The  joints  are  rarely 
involved,  although  in  consequence  of  the  bowing 
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deformity  of  the  legs,  walking  is  often  painful  and 
diflkult.    Nothing  is  known  of  the  etiology. 

In  regard  to  the  pathology,  von  Recklinghausen 
advanced  the  theory  that  the  disease  starts  out  as  a 
true  osteomalacia  associated  with  inflammatory 
processes  which  lead  to  the  transmission  of  med- 
ullary substances  into  fibrous  tissue  over  which  new 
bone  grows. 

The  earliest  pains  are  probably  due  to  a  stretching 
of  the  periosteum  caused  by  the  deposit  of  inflamma- 
tory products  and  new  bone  beneath  it.  The  later 
pains  are  probably  due  to  distortion  of  the  joints. 

Examination  of  the  author's  case  showed  that  the 
bones  of  the  skull  formed  a  much  larger  proportion 
of  the  cranium  than  they  should  as  compared  with 
the  bones  of  the  face.  The  curves  of  the  clavicles 
were  increased.  The  arms  were  too  long  for  the 
body  and  were  curved  with  an  inward  convexity. 
There  was  dorsal  kyphosis,  but  no  scoliosis.  The 
pelvis  was  not  noticeably  enlarged.  The  glutei  were 
prominent,  though  flabby,  and  showed  atrophy. 
The  trochanters  were  not  higher  than  normal  and 
the  necks  of  the  femora  were  not  horizontal,  a  fact 
noted  in  a  large  proportion  of  the  cases  reported. 
Both  femora  were  curved  outward  and  forward,  the 
left  more  so  than  the  right.  The  left  tibia  was  also 
more  involved.  The  patient  was  2  inches  shorter  than 
she  was  four  years  ago.  Standing  with  heels 
together,  the  distance  between  the  internal  malleoli 
was  2.4  centimeters  while  between  the  internal 
condyles  of  the  femora  it  was  1 8  centimeters.  The  out- 
ward bowing  was  most  evident  in  the  left  femur  and 
least  evident  in  the  upper  ends  of  the  tibiae.  The 
femora  appeared  slightly  enlarged  on  palpation. 
The  heads  of  the  tibia;  were  enlarged. 

There  was  no  tumor  formation;  external  rotation 
and  abduction  of  the  femur  was  good  on  the  right 
side,  but  restricted  on  the  left.  Flexion  of  either 
knee  was  somewhat  difficult.  The  arm  muscles  were 
somewhat  atrophied;  the  supra-  and  infraspinatus, 
noticeably.  The  knee  jerk  was  diminished.  There 
was  no  abnormal  reflex.  The  skull  measurements 
were  as  follows:  Glabella  to  occipital  protuberance, 
37  centimeters;  biparietal,  16^  centimeters;  and 
circumference,  56^  centimeters.  No  definite  line 
of  treatment  was  followed.  J.  J.  Kurlander. 

Corner,  E.  M.:  Infective  Scar  Tissue  and  its  Re- 
lation to  Pains,  Particularly  Painful  Ampu- 
tation Stumps.  Lancet,  1919,  cxcvi,  840. 

Beneath  the  sawed  end  of  the  divided  bone  is 
a  dead  space  which  becomes  filled  with  scar  tissue 
taking  its  character  from  that  of  the  healing  of  the 
wound.  When  the  wound  heals  well,  the  space  is 
filled  with  non-infective  scar  tissue.  In  other  cases 
the  scar  tissue  is  irritative  and  infective  because  of 
the  microorganisms  imprisoned  in  its  meshes.  Hence 
the  local  cause  of  painful  nerves  is  to  be  found  in 
a  terminal  infective  neuritis  rather  than  a  "bulbos- 
ity. "  A  bulbous  nerve  results  from  every  division 
of  a  nerve  trunk.  If  the  ends  of  the  nerve  are  in- 
flamed the  bulb  is  bigger  and  more  tender. 


When  situated  in  infective  scar  tissue,  silk  and 
other  unabsorbable  material,  such  as  iron,  is  slowly 
fragmented  and  removed.  It  is  not  isolated  by 
encapsulation  as  in  ordinary  non-infective  scar 
tissue.  Therefore  all  foreign  bodies  should  be  re- 
moved and  their  tracks  drained. 

Among  channels  for  disseminating  the  irritation 
of  infection  the  vascular  lymphatics  come  first  as 
they  carry  the  infection  the  greatest  distance. 

In  the  regeneration  of  nerves,  a  "regeneration 
neuroma"  or  multiple  neuromata  are  formed, 
and  if  the  newly  formed  regeneration  fibers,  tender 
and  destitute  of  a  medullary  sheath,  branch  and 
grow  into  scar  tissue  which  is  still  irritative  and 
infective,  pain  is  bound  to  result.  If  in  the  interval 
the  scar  tissue  has  been  rendered  non-irritative  by 
the  body  chemicals,  regeneration  is  not  accompanied 
by  pain.  E.  B.  Freilich. 

Wallace,  J.  O.:  The  Diagnosis  of  Syphilis  of  the 
Bones  and  Joints.  /.  Orthop.  Surg.,  1919,  i,  258. 

The  diagnosis  of  syphilis  of  the  bones  and  joints 
has  been  neglected.  A  complete  history,  particularly 
with  regard  to  past  illnesses  which  may  have  been 
luetic,  is  an  essential. 

The  series  of  cases  reported  included  only  cases 
of  joint  involvement  which  were  secondary  to  bone 
lues. 

The  onset  is  generally  insidious  and  characterized 
by  frequent  relapses.  Pain  is  a  prominent  feature  of 
the  clinical  picture.  Swelling  is  present  in  50  per 
cent  of  the  cases,  while  in  70  per  cent  there  are  points 
of  tenderness.  Fluctuation  is  present  in  9  per  cent. 
In  swollen  joints  it  is  the  bone  and  not  the  soft  parts 
which  is  enlarged.    This  is  a  diagnostic  sign. 

Twenty-four  of  38  cases  gave  a  positive  Wasser- 
mann  test,  2  were  doubtful,  8  were  negative,  i  nega- 
tive with  a  positive  luetin  test,  and  in  4  no  Was- 
sermann  test  was  made. 

In  this  condition  roentgenograms  show  a  periostitis 
or  osteitis  or  both.  Either  may  be  general  or  local. 
In  the  former  there  are  successive  layers  of  subperios- 
teal calcareous  deposits  due  to  successive  attacks  of 
periostitis. 

In  the  X-ray  examination  osteitis  gives  shadows 
which  accentuate  the  normal  cortical  or  spongy 
bone  and  are  due  to  sclerosis.  This  sclerosis  may  be 
external,  causing  bowing,  or  internal,  obliterating 
the  medullary  cavity. 

Gummata  may  be  multiple  or  single  and  show  on 
X-ray  examination  a  translucent  center  surrounded 
by  a  sclerotic  wall  with  usually  an  area  of  periostitis 
over  it. 

The  author  summarizes  the  points  in  the  differen- 
tial diagnosis  as  follows: 

DIFFERENTIATION  FROM  TUBERCULOSIS 

In  syphilis  the  process  begins  in  the  epiphyseal 
end  of  the  diaphysis  or  in  the  shaft,  while  in  tuber- 
culosis it  begins  in  the  epiphyses. 

There  is  marked  periosteal  thickening  in  syphilis, 
while  there  is  little  or  none  in  tuberculosis. 
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In  syphilis  there  is  bone  proliferation,  in  tuber- 
culosis bone  destruction. 

In  syphilis  there  is  hypertrophy;  in  tuberculosis, 
atrophy. 

In  syphilis  the  swelling  is  due  to  thickening  of 
bone  while  in  tuberculosis  it  is  caused  by  thickening 
of  the  soft  parts. 

In  syphilis  suppurating  sinuses  are  rare  while  in 
tuberculosis  they  are  not  uncommon. 

In  syphilis  multiple  lesions  are  common,  while  in 
tuberculosis  they  are  rare. 

DIFFERENTIATION  FROM  CHRONIC  PYOGENIC 
OSTEOMYELITIS 

In  syphilis,  periostitis  is  marked,  while  in  chronic 
pyogenic  osteomyelitis  it  is  not  so  marked  and 
may  be  slight  or  absent. 

Osteosclerosis  and  osteoporosis  are  more  uniform 
in  syphilis  than  in  chronic  pyogenic  osteomyelitis. 

An  involucrum  is  present  in  chronic  pyogenic 
osteomyelitis  but  not  in  syphilis. 

Newly  formed  bone  is  thinner  and  more  porous  and 
the  borders  are  thinner  and  more  irregular  in  chronic 
pyogenic  osteomyelitis  than  in  syphilis. 

In  chronic  pyogenic  osteomyelitis  there  is  exten- 
sive destruction  or  absence  of  bone  cortex  and  a 
sequestrum  large  or  small,  while  this  is  absent  in 
syphilis. 

Some  cases  are  hard  to  differentiate. 

DIFFERENTIATION   FROM   SARCOMA 

Sftrcoma  affects  the  ends  of  the  diaphysis  by 
preference. 

There  is  some  disturbance  in  the  minute  structure 
of  the  bony  tissue.  It  consists  of  absorption  of  lime 
salts.  In  certain  areas  there  may  be  increased  den- 
sity. This  disturbance  is  comparatively  localized  and 
spreads  peripherally,  the  greatest  destruction  being 
at  the  point  of  origin.  Associated  are  swelling  and  new 
growth.  If  the  sarcoma  is  central,  the  walls  of  the 
bone  seem  to  be  bursting  apart.  In  cases  of  peri- 
pheral sarcoma  the  surface  of  the  bone  is  found  to  be 
rough  and  uneven  and  the  density  shades  gradually 
into  the  soft  tissues.  In  this  peripheral  variety  the 
periosteum  is  often  found  lifted  up  highest  over  the 
greatest  diameter  of  the  tumor  and  then  slopes 
gradually  downward  until  it  becomes  a  part  of  the 
bone  again. 

DIFFERENTIATION  FROM  CARCINOMA 

In  carcinoma  there  is  never  any  tendency  to  bone 
hypertrophy,  as  would  be  expected  from  the  path- 
ology. It  evolves  not  only  in  the  bone  substance  but 
in  the  stroma  as  well.  Therefore  there  is  almost 
complete  destruction  of  the  bone.  The  bone  sub- 
stance remaining  in  the  tumor  is  spongA'^,  porous, 
and  eroded. 

DIFFERENTIATION  FROM  RACHITIS 

In  rachitis  the  epiphyses  ma}'  be  absent  or  cloudy 
in  the  roentgenograms  while  in  syphilis  they  are  clear 
and  not  seriously  disturbed. 


The  changes  at  the  epiphyseal  end  of  the  diaphysis 
appear  in  syphilis  in  the  foetus  or  in  the  new-born, 
while  in  rachitis  they  occur  at  the  time  of  the  first 
dentition. 

Cortical  thickening  in  rachitis  is  endosteal  and  is 
always  on  the  concave  side  of  the  curve,  while  in 
syphilis  it  is  periosteal  and  is  uniformly  on  the  convex 
side  of  the  curve. 

The  two  conditions  are  often  associated,  making 
the  differential  diagnosis  very  difficult. 

Twenty-six  case  records  are  given  with  comments 
and  roentgenograms  of  the  various  luetic  conditions 
and  lesions  to  be  considered  in  the  differential  diag- 
nosis. 

The  article  is  summarized  briefly  by  the  author 
as  follows: 

1.  From  the  relatively  small  number  of  cases  in 
hospital  records  and  in  the  literature,  it  would  seem 
that  syphilis  of  the  bones  and  joints  has  been  largely 
overlooked,  particularly  before  the  X-ray  and  Was- 
sermann  were  in  general  use.  At  the  present  time, 
we  exclude  syphilis  as  a  primary  or  complicating 
factor  in  all  cases  of  bone  and  joint  disease. 

2.  Syphilis  is  often  present  as  a  complicating 
factor  or  may  be  merely  coincidental  when  the 
disease  of  the  bone  or  joint  under  consideration  has 
some  other  etiological  factor  such  as  tuberculosis, 
osteomyelitis,  or  rachitis.  Therefore  a  history  of 
syphilis,  the  presence  of  other  manifestations  of  the 
disease,  or  a  positive  Wassermann  does  not  prove 
that  the  bone  or  joint  under  consideration  is 
syphUitic.  It  must  not  be  forgotten  that  a  positive 
Wassermann  or  a  positive  von  Pirquet  is  not  prima 
facie  evidence  that  the  disease  exists  alone,  and 
that  syphilis  is  an  excellent  medium  for  the  implan- 
tation of  tuberculosis  or  any  other  infection. 

3.  A  history  of  syphilis  or  the  presence  of  other 
manifestations  of  the  disease  is  of  value  in  suggesting 
its  presence,  but  not  of  any  absolute  diagnostic 
value,  as  it  does  not  exclude  the  presence  of  tuber- 
culosis or  other  bone  and  joint  diseases. 

4.  In  studying  symptoms  and  physical  signs 
alone  it  has  been  impossible  to  differentiate  those 
due  to  syphilis  of  the  joints  from  those  due  to  other 
etiological  factors. 

5.  The  Wassermann  reaction  is  very  valuable, 
but  only  as  one  point  in  the  diagnosis.  Although  in 
many  of  the  cases  reported  the  Wassermann  reaction 
was  negative,  the  condition  was  undoubtedl>" 
sj^hilis,  as  shown  bj'  the  X-ray  and  the  response 
to  antisyphUitic  treatment.  Cases  have  been  ob- 
served also  in  which  the  Wassermann  was  positive 
although  the  condition  in  the  bones  and  joints 
proved  to  be  some  other  disease.  In  some  of  the 
cases  syphilis  was  undoubtedly  a  complicating  factor 
because  improvement  was  not  marked  until  anti- 
syphilitic  treatment  was  instituted.  A  routine 
Wassermann  is  taken  in  all  our  cases  of  bone  and 
joint  disease,  and  in  those  which  are  negative  but 
in  which  the  clinical  symptoms  or  roentgenograms 
suggest  syphUis,  a  provocative  Wassermann  has 
been  found  in  some  instances. 
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().  The  luetin  test  has  also  been  found  to  be  of 
value  as  it  is  sometimes  positive  when  the  Wasser- 
mann  reaction  is  negative. 

7.  The  finding  of  a  negative  von  Pirquet  is  of 
value  in  doubtful  cases. 

8.  The  roentgenogram  is  the  most  valuable  factor 
in  the  diagnosis  of  syphilis  of  bones  and  joints  and 
in  differentiating  it  from  other  conditions.  In  one 
case  there  was  a  history  of  a  primary  infection  and 
the  Wassermann  was  positive.  The  roentgenogram, 
however,  showed  nothing  suggestive  of  syphilis  but 
indicated  the  presence  of  tuberculosis.  On  section 
of  the  bone  and  pathological  examination  the  con- 
dition was  reported  to  be  tuberculosis.  In  the  cases 
reported  syphilitic  arthritis  was  not  found  without 
bone  involvement.  The  roentgenogram  of  the  joint 
involved  may  indicate  nothing,  while  a  roentgeno- 
gram of  other  bones  or  those  contiguous  to  the  joint 
n\ay  show  a  typical  syphilitic  osteoperiostitis.  In 
one  case  in  which  complaint  was  made  of  discomfort 
in  the  knee,  a  roentgenogram  showed  typical 
syphilitic  involvement  of  the  radius  and  ulna.  In 
studying  the  roentgenograms  it  has  been  impossible 
to  discern  any  difference  between  cases  in  which  the 
condition  was  acquired  and  those  in  which  it  was 
congenital,  with  the  possible  exception  of  congenital 
syphilitic  osteochondritis. 

0.  The  so-called  therapeutic  test  is  also  of  some 
value  in  the  diagnosis  of  obscure  bone  and  joint 
lesions  when  an  absolute  diagnosis  cannot  be  made 
from  the  clinical  and  laboratory  findings. 

In  38  cases  of  bone  and  joint  syphilis,  the  condi- 
tion was  congenital  in  22  and  acquired  in  16.  In  34 
cases  in  which  an  X-ray  examination  was  made, 
only  8  patients  had  an  involvement  of  one  bone 
alone,  and  16  an  involvement  of  the  joints  as  well  as 
the  bones.  K.  L.  Vehe. 

O'Reilly,  A.:  Subdeltoid  Bursitis  and  Stiff  and 
Painful  Shoulder.  /.  Missouri  M.  Ass.,  1919, 
xvi,  149. 

In  subdeltoid  bursitis  the  structures  which  play 
the  most  important  part  are  the  bursa  and  the 
tendon  of  the  supra-spinatis  muscle.  Any  force 
which  drives  the  head  of  the  humerus  upward 
may  injiire  the  bursa  or  the  tendon  or  both,  causing 
an  inflammatory  reaction  in  the  former.  Bursitis 
may  result  also  from  infection. 

There  are  three  types  of  bursitis:  (r)  acute  or 
spasmodic,  (2)  subacute  or  adherent,  and  (3)  chronic 
or  non-adherent.  In  the  first  type  the  pain  may 
be  severe,  located  on  the  point  of  the  shoulder 
just  below  the  acromium,  and  referred  to  the 
deltoid  insertion  or  the  elbow  and  fingers.  In 
Types  I  and  3  with  free  motion  the  Dawborn  sign 
is  elicited  by  abducting  the  arm.  The  point  of 
tenderness  which  is  just  below  the  acromial  tip 
disappears  as  the  bursa  passes  beneath  that  process 
and  reappears  on  adduction. 

Patients  with  subdeltoid  bursitis  cannot  put 
their  hands  to  the  small  of  the  back  or  the  back  of 
the  neck.     Motion  may  be  limited  in  the  shoulder 


but  about  10  per  cent  persists  even  when  the  condi- 
tion is  severe,  while  in  true  joint  involvement  this 
last  fraction  is  obliterated. 

Cod  man  described  a  test  according  to  which  the 
patient  who  is  unable  to  raise  his  arm  is  told  to 
bend  forward  and  touch  his  toes.  In  so  doing  he  is 
aided  by  gravity  and  as  he  straightens  the  surgeon 
raises  and  holds  the  arm  up.  The  arm  is  then  ver- 
tical without  pain,  but  on  lowering  it  the  pain 
recurs. 

Acute  cases  are  treated  with  rest,  salicylates,  and 
iodides.  The  patient  is  put  to  bed  with  the  arm  in 
abduction  held  by  a  sling  attached  to  the  head  of 
the  bed.  Later  and  in  other  types,  radiant  heat, 
passive  motion,  massage,  and  resistive  motions  are 
used.  Occasionally  the  adhesions  should  be  broken 
up  with  the  patient  under  the  influence  of  an  anajs- 
thetic.  Very  rarely  it  is  necessary  to  open  the 
bursa  and  break  and  cut  the  adhesions.  The  for- 
mer was  done  in  4  instances,  the  latter  not  at  all, 
in  the  writer's  series  of  about  75  cases. 

K.  L.  Vehe. 

Lowman,  C.  L. :   Rotation  Deformities.   Boston  M . 

&°  S.  J.,  1919,  clxxx,  581. 

In  correcting  weak,  pronated  feet  the  author 
directs  his  attention  to  two  chief  factors:  (i)  the 
control  of  the  whole  leg  lever,  and  (2)  the  correction 
of  the  torsion  deformity  of  the  foot.  In  some  of  his 
cases,  although  the  feet  were  quite  flexible,  the 
patients  could  not  be  made  to  use  them  in  proper 
relation  to  their  legs.  When  the  knees  were  flexed 
in  the  normal  plane,  the  feet  were  averted  and 
toed  out. 

When  such  feet  were  held  in  varus  by  using 
Thomas  heels,  the  muscle  strain  was  relieved  but  the 
anteroposterior  axis  of  the  feet  did  not  coincide  with 
that  of  the  knee  and  a  certain  amount  of  out-toeing 
remained  which  could  not  be  corrected.  When  by 
determination  on  the  part  of  the  patient,  the  feet 
were  used  in  the  straight  position,  the  inward 
rotation  of  the  thigh  still  persisted.  The  knee  action 
was  then  in  a  plane  inside  the  anteroposterior  axis 
of  the  foot  and  the  inward  rotation  in  the  hip  joint 
was  in  direct  relation  to  the  foot  position. 

The  author's  efforts  to  control  the  high  rotation 
consist  first  in  correcting  or  lessening  the  degree  of 
rotation  by  raising  the  inner  border  of  the  foot  and 
throwing  the  heel  in  varus,  and  second,  in  removing 
the  twist  from  the  forefoot.  This  is  accomplished  in 
flexible  feet  by  adducting  the  forefoot  or  checking 
its  abduction  by  lowering  the  foot  plate  under  the 
cuneiform  and  first  metatarsal.  The  lacing  of  the 
shoe  then  exerts  a  downward  and  backward  thrust 
while  the  fulcrum  under  the  scaphoid  and  front  of 
the  OS  calcis  controls  the  tendency  to  lower  and 
pronate  at  those  points.  The  reverse  twist  is  aided 
by  thickening  the  sole  of  the  shoe  under  the  fifth 
metatarsal  shaft  and  head.  The  common  practice 
of  raising  the  inner  border  of  both  sole  and  heel 
tends  to  throw  the  entire  foot  into  varus  and 
prevent  the  torsion  of  the  forefoot.     After  t^ension 
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on  the  rotary  apparatus  is  lessened,  all  the  muscles 
and  ligaments  that  prevent  inward  rotation  are 
strengthened  and  toned  up. 

The  muscles  are  the  pyriformis,  gemellus,  obtu- 
rator, and  gluteal  groups.  In  many  foot  cases 
operated  upon  relapse  occurs  because  the  rotation 
deformity  repeived  no  consideration.  Severe  rota- 
tion deformities  are  seen  in  paralysis,  club-foot,  and 
congenital  hip  conditions.  In  a  number  of  cases 
presenting  a  more  or  less  severe  degree  of  rotation 
of  the  shaft  of  the  femur  or  tibia,  osteotomies  are 
frequently    performed    with    excellent    functional 

results.  J.   J.    KURLANDER. 

FRACTURES  AND  DISLOCATIONS 

Dehelly,  G.,  and  Loewy,  G.:  EfTacement  of  Cavities 
in  the  Treatment  of  Fracture.  Ann.  Surg., 
1919,  Ixix,  367. 

A  dead  space  between  the  tissues  plays  a  very 
important  part  in  infection.  A  free  space  between 
two  layers  of  tissue  becomes  filled  with  blood  or 
serum.  If  the  wound  remains  sterile  this  hasmatoma 
becomes  encysted  and  is  progressively  reabsorbed, 
but  if  a  suflficient  number  of  virulent  bacteria  have 
contaminated  the  cavity,  suppuration  transforms 
it  into  an  abscess. 

These  facts  have  not  been  sufficiently  emphasized 
in  the  treatment  of  fractures.  Cavities  have  been 
drained,  but  not  enough  attention  has  been  paid  in 
cases  of  infected  fractures  to  effacing  the  cavities 
formed  by  the  displacement  of  the  fragments.  The 
authors  believe  that  bridged  plaster  casts  and  im- 
mobilization by  means  of  traction  and  suspension 
such  as  that  obtained  by  the  Thomas  and  Blake 
splints,  have  a  great  drawback  in  that  they  do  not 
permit  the  compression  of  the  focus  of  the  frac- 
ture. 

Whenever  possible  after  the  sterilization  of  a 
fracture  of  the  femur,  the  authors  have  used  the 
Hennequin  apparatus  and  believe  that  they  have 
obtained  much  better  results.  This  apparatus 
consists  of  a  wire  frame  well  padded  with  surgical 
cotton  and  arranged  with  two  straps  so  that  it  can 
be  made  to  apply  snugly  to  the  wounded  member 
and  exert  an  even  pressure  upon  it  throughout  its 
extent. 

In  operating  upon  the  different  types  of  cavities 
the  authors  have  endeavored  to  follow  the  general 
rules  of  surgical  technique:  (i)  the  operation  itself 
must  not  create  a  cavity  in  or  near  the  bone;  (2) 
the  overlapping  fragments  must  not  be  cut  per- 
pendicularly to  the  axis  of  the  bone  for  this  leaves 
a  triangularly  shaped  dead  space;  (3)  when  it  is  neces- 
sary to  gutter  a  long  bone,  three  sides  rather  than 
one  must  be  removed  so  that  the  soft  parts  will  fall 
in  and  obliterate  the  dead  space. 

The  authors  cite  a  number  of  cases  as  examples 
of  their  method  of  handling  infected  fractures.  In 
amputations  of  the  leg  they  advise  the  removal  of 
the  fibula  as  it  is  not  necessary  for  the  solidity  of 
the  stump.  Gatewood. 


Fresson,  H.,  and  Toupet,  R.:  The  Treatment  of 
Supracondylar  Fractures  by  Steinmann's 
Nail-Fixation  Method  (Traitement  des  fractures 
sus-condyliennes  par  la  broche  de  Steinmann). 
Rev.  de  chir.,  Par.,  1918,  Ivi,  161. 

Of  all  war  fractures  general  experience  has  shown 
that  supracondylar  fractures  are  the  most  formid- 
able because  of  both  their  immediate  and  their  end- 
results.  Up  to  the  end  of  191 7,  before  using  the 
Steinmann  nail  or  pin  fixation,  the  authors  had 
treated  117  of  such  fractures  according  to  all  other 
known  methods.  In  this  series  of  cases  there  were 
7  deaths  in  cases  in  which  amputation  was  not 
performed,  11  deaths  after  amputation,  and  42  fail- 
ures. These  results  do  not  differ  appreciably  from 
those  obtained  in  other  surgical  centers. 

In  a  series  of  supracondylar  fractures  treated  by 
Steinmann's  method  during  1918  the  mortality  was 
only  6.1  per  cent  and  there  were  no  amputations. 
The  deaths  were  those  of  patients  with  multiple 
wounds  and  occurred  within  the  first  forty-eight  hours 
after  the  injury.  The  difference  in  the  prognosis 
of  such  fractures  is  very  marked  when  a  method 
is  employed  which  reduces  the  backward  displace- 
ment of  the  inferior  fragments  and  hence  obviates 
the  immediate  or  late  complications.  The  danger 
consists  especially  in  the  basculation  of  the  inferior 
fragment;  apart  from  ulceration  it  may  traumatize 
the  tissues,  set  up  ischaemia,  and  render  them  incap- 
able of  resistance  against  gangrene.  The  area  can- 
not be  correctly  dressed,  and  in  spite  of  the  most 
minute  surgical  clearance  and  Carrel-Dakin  irrigation 
there  is  often  marked  suppuration,  the  knee  becomes 
infected,  and  an  amputation  is  required. 

The  authors  review  the  various  methods  that 
have  been  employed  in  treating  supracondylar 
fractures  and  show  that  with  all,  except  Steinmann's 
nail-fixation  method,  an  insufficient  or  an  incorrect 
reduction  of  the  fragments  is  obtained. 

The  nail-fixation  method  was  originated  by  Coda- 
villa  in  1903  for  a  particular  case,  but  it  was  Stein- 
mann of  Berne  who  generalized  it  and  applied  it  to 
all  irreducible  fractures.  His  "  Nagelextension '* 
method  was  executed  with  two  nails  or  pins  embedded 
for  some  centimeters  in  the  femoral  epiphysis 
and  planted  obliquely.  The  fear  of  the  spread  of 
infection  from  the  area  of  fracture  to  the  epiphysis 
has  deterred  most  surgeons  from  using  the  method, 
and,  in  France  at  least,  it  was  rarely  employed 
before  or  during  the  war.  The  few  who  did  use  it, 
however,  reported  good  results. 

The  nail-fixation  method  fulfils  two  functions: 
(i)  it  reduces  the  over-riding;  and  (2)  it  reduces  the 
backward  basculation  of  the  inferior  fragment. 

A  number  of  schematic  drawings  are  given  with 
explanations  showing  how  these  effects  are  pro- 
duced. Traction  is  exerted  in  proportion  to  the 
amount  of  over-riding. 

The  single  pin  or  nail  used  by  the  authors  is  made 
of  very  rigid  steel  wire  3  millimeters  in  diameter  and 
15,  16,  or  17  centimeters  long;  it  is  left  quite  plain 
without  nickeling  or  other  fimsb. 
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The  metallic  tractor  is  shaped  like  a  horseshoe. 
In  one  extremity  is  a  hole  through  which  the  pin 
passes  on  exit  from  the  limb  and  in  the  other  a  hook 
by  which  the  other  end  of  the  pin  is  held.  The 
nickel  strip  of  which  it  is  composed  is  25  millimeters 
wide  and  2  millimeters  thick.  The  point  where  the 
pin  should  be  inserted  is  discovered  by  palpation 
and  the  pin  is  placed  in  position  with  the  aid  of 
local  ana?sthesia.  The  exact  technique  to  be  followed 
is  described  in  detail  and  illustrated. 

Of  the  3  2  supracondylar  fractures  treated,  6  were 
closed  fractures.  As  stated,  there  were  two  deaths, 
these  two  cases  being  really  beyond  the  resources  of 
surgery.  Eighteen  of  these  patients  left  the  hospital 
with  their  fractures  perfectly  consolidated  and  able 
to  walk;  in  14  instances  the  fractures  were  consoli- 
dated and  the  pins  removed  but  the  patients  were 
evacuated  in  a  plaster  cast  for  military  reasons.  In 
one  case  the  fracture  was  reduced  but  had  not  yet 
consolidated.    Shortening  was  always  negligible. 

The  authors  conclude  from  their  experience  that 
the  best  method  of  treating  supracondylar  fractures 
is  by  traction  exerted  through  a  nail-fixation  appara- 
tus. This  method  is  also  the  best  whenever  it  is 
necessary  to  exert  traction  on  a  flexed  knee  or  when 
energetic  traction  must  be  used. 

Several  case  histories  with  radiographs  are  given. 

W.  A.  Brennan. 

Stoner,  A.  P. :   Fractures  Complicating  the  Ankle- 
Joint.  J .  Iowa  M.  Soc,  1919,  ix,  148. 

The  author  gives  a  detailed  description  of  the 
ankle.  Formerly,  before  the  use  of  the  X-ray,  many 
cases  of  fracture  about  the  ankle-joint  were  diag- 
nosed as  sprains. 

Fractures  of  the  ankle-joint  are  most  frequently 
the  result  of  a  fall  or  of  jumping  from  a  height, 
and  the  type  of  fracture  depends  upon  the  position 
of  the  foot  at  the  time  of  injury.  In  setting  the 
fracture  the  foot  should  be  placed  in  the  opposite 
posture  from  that  in  which  it  was  when  the  fracture 
occurred. 

Points  about  Pott's  fracture  to  bear  in  mind  are: 

1.  Pott's  fracture  is  always  an  eversion  and  ab- 
duction fracture. 

2.  The  fibula  is  always  fractured  and  usually 
within  ij^  inches  of  the  point. 

3.  The  tibiofibular  and  interosseous  ligaments 
are  always  ruptured,  permitting  more  or  less  separa- 
tion of  the  lower  fragment  of  the  fibula  from  the 
tibia. 

4.  For  proper  healing  in  Pott's  fracture  the  foot 
should  be  placed  in  the  most  exaggerated  adducted 
and  inverted  position  and  maintained  in  this 
posture  until  healing  is  complete. 

5.  An  inversion  fracture  is  never  a  Pott's  fracture 
and  should  be  put  up  in  the  reverse  position,  abduc- 
tion and  eversion. 

6.  The  joint  should  not  be  exercised  until  after 
a  period  of  eight  weeks,  and  no  weight  should  be 
borne  on  the  foot  for  three  or  four  weeks  longer. 

I.  E.  BiSHKOW. 


SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Cotton,  F.  J.:   The  Lengthening  of  Stumps.    Mil. 
Surgeon,  1919,  xliv,  465. 

This  article  describes  a  transplanted-flap  opera- 
tion for  stumps  which  conserves  their  length  and 
may  be  substituted  for  the  old  and  common  method 
of  re-amputation  of  stumps  which  need  repair.  It 
is  the  method  used  in  plastic  surgery  to  secure  flaps 
of  skin  from  distant  parts  of  the  body — "  whole  thick- 
ness" flaps,  including  skin,  fat,  subcutaneous  tissue, 
and  even  fascia — for  covering  denuded  areas.  A 
case  of  remodeling  of  a  thumb  stump  in  this  way  is 
described. 

Instead  of  sacrificing  bone  which  ought  not  be 
lost,  soft  tissue  which  can  easily  be  spared  is  trans- 
planted by  a  two-stage  operation,  a  method  familiar 
in  industrial  surgery  and  very  greatly  developed 
during  the  war. 

Emphasis  is  placed  upon  the  necessity  for  exact 
apposition  of  the  edge  of  the  graft  to  the  edge  of 
the  wound  as  upon  this  it  seems  depends  the  nutri- 
tion of  the  flap  rather  than  upon  the  contact  of  the 
bottom  of  the  flap  which,  as  a  source  of  blood  sup- 
ply, is  of  only  secondary  importance.  To  such 
accurate  apposition  the  author  attributes  his  present 
100  per  cent  of  "takes."  Another  requisite  of  suc- 
cess is  good  haemostasis,  neglect  of  which  results  in 
the  formation  of  a  hematoma  beneath  the  flap. 
The  latter  is  prevented  by  crushing  the  vessel 
mouths  with  forceps  rather  than  ligating  or  suturing. 
The  nature  of  the  ground  for  the  transplant  does 
not  seem  to  be  very  important  except  that  fresh 
wounds  are  not  favorable.  Quite  bare  bone  or  ten- 
don affords  good  ground  as  does  other  dense  fibrous 
tissue.   Scar  tissue  should  always  be  removed  freely. 

Asepsis  is  less  important.  Provided  there  are 
no  pockets  of  infection,  ordinary  disinfection  and 
cleaning  with  alcohol  prevent  sepsis.  The  place 
from  which  the  graft  is  taken  is  determined  by  its 
proximity  to  the  part  to  be  covered.  Transplanting 
the  flap  to  an  intermediate  area  and  from  there, 
after  separation  from  its  base,  to  the  final  site,  is  a 
resource  possible  in  extraordinary  cases.  For  the 
size  of  the  flap  one  rule  is  important:  make  it  big 
enough.  It  will  contract  about  one-third  in  each 
direction.  The  direction  of  the  pedicle  is  not  of 
great  importance.  At  the  second  operation  it  may 
be  necessary  to  cut  the  pedicle  in  two  steps  to 
avoid  too  sudden  change  in  a  redundant  circulation. 
The  flap  is  fastened  into  position  with  interrupted 
sutures  of  linen  or  silk.  The  wound  from  which 
the  graft  came  is  closed  by  primary  suture.  Closure 
of  the  wound  left  when  the  flap  is  cut  loose  depends 
upon  circumstances.  As  the  surfaces  are  not  * 
strictly  aseptic,  secondary  suture  is  appropriate. 
Dilute  alcohol  is  a  good  dressing  material.  The 
usual  time  to  obtain  a  "take "  is  from  ten  to  fourteen 
days.  Cutting  the  flap  loose  may  be  done  under 
local  anaesthesia.  Usually  it  is  better  to  fit  it  into 
place  with  the  patient  under  ether.  Flap  sloughs  do 
not  occur  and  small  skin  sloughs  may  be  avoided 
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by  nol  undermining  the  edge.  The  llup  should  be 
fastened  in  its  prepared  bed  with  its  perpendicular 
edges  nicely  held  with  interrupted  sutures. 

F.  W.  TlNNEO. 

Gallie,  W.  £.,  Dunn,  N.,  and  Smith,  A.:  Dis- 
cussion on  Bone  Grafting.  Proc.  Roy.  Soc.  Med., 
Lond.,  1919,  xii,  Sect.  Surg.,  22. 

In  this  discussion  Gallic  stated  that  ten  days 
after  the  implantation  of  a  bone-graft  the  pro- 
liferation of  the  osteoblasts  on  both  the  endosteal 
and  periosteal  surfaces  is  established  and  excavations 
are  produced  in  the  graft.  New  blood-vessels  are 
seen  in  the  mouths  of  the  haversian  canals,  and 
gradually  the  osteoblasts  and  blood-vessels  permeate 
the  whole  transplant .  When  boiled  bone  is  employed 
these  changes  take  place  at  a  definitely  slower  rate. 
Autogenous  grafts  alone  guarantee  success  when 
there  is  a  gap  to  be  bridged.  As  living  osteoblasts 
survive  only  on  the  surface  of  the  graft,  its  width 
should  be  greater  than  its  thickness.  A  rib-graft 
is  better  than  a  tibial  graft  as  it  is  more  porous  and 
better  supplied  with  lymph,  but  it  is  not  so  strong 
as  a  tibial  graft  and  therefore  the  latter  should  be 
used  when  strength  is  required. 

According  to  Dunn,  there  are  two  questions 
which  should  be  answered  before  resorting  to  bone 
grafting:  (i)  will  re-establishment  of  continuity 
improve  function,  and  (2)  is  the  use  of  the  bone- 
graft  the  best  means?  When  in  ununited  fractures 
of  the  forearm  there  is  ankylosis  of  the  superior  or 
inferior  radio-ulnar  joints,  any  movement  of  pro- 
nation and  supination  at  the  site  of  the  fracture 
would  be  lost  if  union  of  the  fragments  were  estab- 
lished. The  hand  articulates  mainly  with  the  radius, 
and  in  practically  all  cases  of  ununited  fracture  of 
the  lower  two-thirds  of  the  radius  a  bone-graft  will 
be  necessary  to  give  stability  to  the  hand.  When 
the  lower  fragment  of  the  radius  is  less  than  i  inch 
in  length,  shortening  of  the  ulna  to  correct  the 
radial  deviation  and  allow  direct  union  of  the  radius 
gives  the  best  results.  Ununited  fracture  of  the 
lower  one-third  of  the  ulna  or  of  the  olecranon 
may,  as  a  rule,  be  ignored.  Often  in  fracture  of 
the  femur  the  mere  freshening  of  the  ends  with  effi- 
cient external  fixation  gives  excellent  results.  Mod- 
erate shortening  of  the  humerus  is  not  a  serious 
disability,  and  direct  apposition  of  the  ends  with 
shortening  is  to  be  preferred.  When  the  entire 
upper  fragment  is  lost,  direct  fixation  to  the  scapula 
Avill  give  better  functional  results  than  the  use  of 
a  graft. 

Success  in  bone  grafting  is  dependent  upon: 
(i)  asepsis,  (2)  adequate  contact  of  raw  surfaces, 
and  (3)  efficient  fixation.  After  severe  sepsis  the 
wound  should  be  entirely  healed  for  six  months. 
A  preliminary  excision  of  scar  tissue  should  then 
be  done  which  enables  the  operator  to  determine 
the  presence  of  sepsis,  removes  tissue  of  low  vi- 
tality, and  allows  healthy  vascular  tissue  to  sur- 
round the  graft.  The  graft  should  consist  of  peri- 
osteum,   cortex,    and    endosteum    and    should    be 


strong  enough  to  withstand  the  strain  of  function 
when  its  union  to  the  fragments  is  complete.  The 
joints  above  and  below  the  fracture  should  be 
controlled,  but  movement  of  the  digits  encouraged. 
The  graft  should  fit  tightly  in  the  bed  prepared  for 
it,  and  should  be  held  firmly  in  place  with  kangaroo 
tendon.  After  ha;mostasis  is  complete,  the  wound 
is  closed  with  both  superfici^  and  deep  sutures  with 
drainage  tubes  of  rubber  which  are  left  in  place 
for  forty-eight  hours. 

In  75  cases,  fracture  of  the  tibia  from  which 
the  graft  was  removed  occurred  in  2,  in  one  instance 
six  weeks  after  the  operation,  and  in  the  other,  two 
months  later.  As  a  rule,  an  X-ray  taken  three 
months  after  the  removal  of  a  graft  will  show  no 
loss  of  density  of  the  bone. 

Smith  stated  that  it  is  to  be  expected  that  more 
consistant  results  are  to  be  had  in  the  young  than 
in  the  middle-aged  and  in  the  simple  ununited  than 
in  compound  fractures  which  call  for  the  bone-graft. 
Operation  should  not  be  performed  in  any  septic 
case  unless: 

1.  The  discharging  wounds  have  been  healed  for 
from  nine  to  twelve  months.  During  this  period 
treatment  shoidd  consist  of  immobilization,  mas- 
sage, passive  congestion,  and  percussion  by  means 
of  a  wooden  hammer  on  the  region  of  the  frac- 
ture. 

2.  A  preliminary  operation  for  the  removal  of 
the  scar  has  been  performed.  In  cases  which 
have  been  healed  for  months  small  sequestra  and 
encapsulated  abscesses  have  been  found. 

3.  A  course  of  provocative  massage  of  a  month's 
duration  has  been  instituted  and  has  not  been  fol- 
lowed by  a  flare-up. 

4.  The  wound  can  be  covered  with  healthy  skin 
without  tension.  In  such  cases  pedunculated  skin 
flaps  may  be  implanted  as  a  preliminary  operation. 

From  the  operative  standpoint  the  following 
points  are  of  importance:  (i)  perfect  asepsis,  (2) 
perfect  haemostasis,  ■  (3)  close  coaptation  between 
the  host  and  graft,  (4)  rigid  fixation  of  the  graft  to 
the  bone,  and  (5)  rigid  immobilization  of  the  limb 
for  at  least  twice  as  long  as  in  ordinary  fracture, 
though  massage  and  active  movement  of  the  muscles 
may  be  begun  early.  P.  W.  Sweet. 

Osgood,  R.  B. :   Gunshot  Injuries  to   the  Joints. 

/.  Orthorp.  Surg.,  1919,  i,  304. 

The  essentials  in  the  treatment  of  gunshot  in- 
juries of  joints  seem  to  be  the  following,  given  in  the 
order  of  their  importance. 

1.  Fixation  and  traction  provided  at  the  earliest 
possible  moment  by  thoroughly  efficient  splints 
and  continued  in  transport  till  a  hospital  is  reached 
at  which  the  patient  may  remain  until  convalescence 
from  a  possible  operation  is  sufficiently  well  ad- 
vanced to  allow  safe  further  transport  (in  all 
probability  two  or  three  weeks). 

2.  Early  careful  examination,  radiographic,  bac- 
teriological, and  clinical,  at  the  earliest  possible 
moment  after  the  injury.    This  examination  must 
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I  JO  carried  out  by  a  specially  trained  surgeon  capable 
of  operating  skillfully  and  at  once,  and  at  a  well- 
equipped  hospital,  not  far  from  the  line,  where  the 
patient  may  remain  under  the  close  observation  of 
this  surgeon  or  his  qualified  assistants  until  con- 
valescence is  well  established. 

3.  Primary,  delayed  primary,  or  secondary 
closure  of  the  wound  in  all  operative  cases  by  a 
special  technique  now  sufficiently  well  established 
to  be  regularly  followed,  and  which  in  the  secondary 
closures  involves  a  thorough  knowledge  of  the 
Carrel-Dakin  method. 

4.  After-treatment  to  assure  most  perfect  func- 
tion, consisting  of  early  active  motion.  Later 
massage,  possibly  electrical  and  hydrotherapeutic 
treatment,  often  in  conjunction  with  special  or- 
thopedic apparatus,  and  curative  occupational 
therapy.  V.  C.  DAvro. 

Everidge,  J. :  A  New  Method  of  Treatment  for  Sup- 
purative Arthritis  of  the  Knee-Joint.  Brit. 
J.  Surg.,  igig,  vi,  566. 

Current  methods  of  treatment,  such  as  various 
types  of  drainage  and  chemical  methods  with  pro- 
longed immobilization  in  the  suppurative  cases, 
have  marked  disadvantages  the  chief  of  which  is 
that  during  prolonged  rest  the  limb  suffers  muscular 
atrophy  and  is  largely  deprived  of  its  blood  supply. 
This  is  partly  due  to  the  lack  of  muscular  action  to 
promote  the  flow  of  blood  in  the  veins.  Tracking 
sepsis  may  occur  when  the  main  artery  has  been 
ligated.  These  facts  are  sufficient  to  warrant  re- 
consideration of  the  advisability  of  complete  rest  in 
suppurative  arthritis  of  the  knee. 

The  author  has  endeavored  to  evolve  a  method  of 
treatment  which  aids  the  natural  powers  of  resisting 
infection  to  the  utmost.  This  method,  which  he 
calls  the  "physiological  method,"  relies  upon  active 
movements  of  the  joints  of  the  lower  extremity  in- 
cluding the  knee,  combined  with  adequate  openings 
into  the  infected  joint  to  allow  the  free  escape  of 
synovia  and  pus  which  otherwise  would  be  dis- 
seminated by  the  movements.  Active  movements 
are  begun  soon  after  operation.  The  patients 
cooperate  better  when  shown  that,  coincident  .with 
the  visible  escape  of  pus  from  the  joint,  the  move- 
ments alleviate  the  pain. 

The  method  described  has  five  advantages  which 
may  be  summarized  as  follows:  (i)  it  hastens  repair 
by  preserving  a  good  blood  supply  to  the  tissues 
of  the  joint;  (2)  aids  drainage;  (3)  prevents  ex- 
treme atrophy  of  the  muscles  so  that  they  may 
better  resume  function;  (4)  establishes  a  process  of 
auto- vaccination;  and  (5)  realizes  the  possibilities 
of  a  subsequently  mobile  joint.  Experience  has 
shown,  however,  that  this  treatment  is  not  ad- 
visable in  cases  of  gross  injury  to  the  articular 
bone,  essential  tendons,  or  ligaments,  or  when  sup- 
puration has  gone  on  for  sixteen  days  or  more. 

Bacterial  invasion  of  the  joint  cannot  be  deter- 
mined early  by  examining  the  fluid,  although  usually 
evidence  of  soiling  may  be  obtained.    Cultures  are 


positive  and  give  evidence  either  of  a  clearing  up  of 
the  infection  when  the  toilet  operation  is  successful 
or  a  multiplication  of  organisms  up  to  about  the 
sixth  day  when  symptoms  of  infection  arise.  A 
preponderance  of  leucocytes  is  not  pathogonomonic 
of  severe  septic  infection,  but  80  per  cent  of  polynu- 
clears  in  a  differential  count  marks  roughly  the  divid- 
ing line  between  a  good  and  bad  prognosis.  Ex- 
tracellular organisms  and  the  absence  of  phago- 
cytosis when  suppuration  has  lasted  for  ten  days 
point  to  a  severe  infection  and  limitation  of  the 
power  of  resistance. 

During  the  developing  stage  there  is  first  a  dis- 
colored synovial  fluid,  due  to  altered  blood,  fol- 
lowed by  albuminous  fluid  like  coagulating  white  of 
egg,  and  then  a  seropurulent  fluid.  Established 
suppuration  shows  pus  which  in  staphylococcal 
infection  is  thick  and  creamy  and  in  streptococcal 
infection  thinner  and  less  viscid. 

During  subsidence  there  may  be  pus  with  semi- 
solid curd,  curds  floating  in  a  clearer  fluid,  and  last, 
synovia,  clear  and  limpid.  In  the  last  stages,  partial 
or  complete  secondary  suture  may  be  done  unless 
there  is  necrosis  of  the  bone. 

The  only  three  tissues  present  in  the  joint  to 
react  are  the  synovial  membrane,  the  synovial 
fluid,  and  the  cartilage.  The  author  concludes  that 
the  synovial  fluid  must  be  the  most  valuable  germici- 
dal agent.  Its  action-depends,  he  believes,  upon  the 
blood  supply  and  its  flushing  action.  The  flushing 
action  and  avoidance  of  stagnation  are  of  great 
importance  in  the  natural  recovery.  Thus  the  re- 
moval of  stagnating  synovial  fluid  may  be  the  potent 
factor  in  the  treatment  by  paracentesis  followed  by 
the  injection  of  an  antiseptic  fluid  referred  to  by 
Lockwood. 

In  penetrating  injuries  of  the  joint,  the 
percentages  of  soiling  are  given  usually  as  between 
70  and  80  per  cent.  When  a  foreign  body  is  lodged 
in  the  joint,  organisms  have  been  introduced. 
However,  after  removal  of  the  foreign  body  and 
a  joint  toilet,  treatment  has  failed  in  only  about 
20  to  30  per  cent  of  the  cases. 

The  details  of  the  physiological  method  are  as 
follows:  A  parapatellar  incision  is  avoided  because 
it  causes  wide  gaping  of  the  skin  and  slow  healing; 
the  joint  openings  tend  to  close  early  as  the  split 
muscle  and  tendon  fibers  fall  together;  it  interferes 
with  the  blood  supply  which  goes  transversely  to  the 
joint;  haemorrhages  may  occur;  and  in  case  of 
amputation  the  anterior  flap  is  interfered  with. 
The  author,  therefore,  uses  transverse  incisions  at 
the  inner  and  outer  borders  of  the  patella,  beginning 
at  the  juncture  of  the  upper  and  middle  thirds  of  the 
bone  and  continuing  backward  for  about  ij^  inches. 
The  lateral  ligaments  lie  below  and  behind  this 
incision.  The  cut  edges  of  the  synovial  membrane 
are  then  stitched  to  the  skin,  a  single  layer  of 
rubber  tissue  being  inserted  between  the  lips  and 
left  in  place  for  twenty-four  hours.  When  the  edges 
do  not  retract  sufficiently,  an  elliptical  segment  is 
excised. 
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To  aid  these  patients  in  moving  their  knees  an 
apparatus  is  used.  Gravity  is  eliminated  by  means 
of  a  hinted  rolling  splint  suspended  by  carefully 
controlled  weights  attached  through  pulleys. 

The  physiological  method  must  be  instituted 
early  at  the  first  signs  of  sepsis.  The  author  believes 
it  unwise  to  resort  to  arthrotomy,  lavage,  and 
closure  when  sepsis  occurs  as  late  as  a  week  after 
the  original  wound  or  primary  operation.  At  this 
time  this  treatment  would  be  useless  and  would 
simply  increase  the  dangers  and  decrease  the  chances 
of  obtaining  a  good  result. 

If  in  the  virulent  types  of  inflammation  the 
movements  become  restricted  and  painful  toward 
the  end  of  the  third  week,  it  may  be  due  to  a  col- 
lection of  pus  in  the  popliteal  space  or  an  erosion  of 
the  articular  cartilages.  If  the  latter  has  occurred, 
a  Thomas  splint  should  be  applied  and  the  hope  of 
obtaining  a  mobile  knee  given  up. 

A  useful  mobile  joint  resulted  in  about  50  per 
cent  of  the  cases  treated.  The  method  is  impracticable 
if  its  adoption  is  delayed  until  the  fulminating  stage 
of  suppurative  arthritis.  G.  L.  McWhorter. 

ORTHOPEDICS   IN   GENERAL 

Sherwood,  W.  A.,  and  Jones,  M.  L.:  Back  Pain  in 
the  Military  Service.  J .  Am.  M.  Ass.,  1919,  Ixxii, 
1599- 

The  authors  give  a  classification  of  the  causes  of 
back  pains  as  observed  in  military  service,  basing 
their  study  on  139  cases.  They  emphasize  that 
in  most  cases  thoroughness  and  group  cooperation 
are  needed  to  arrive  at  correct  conclusions. 

In  a  surprisingly  large  number  of  instances,  the 
X-ray  has  revealed  slight  rotations  and  dislocations 
as  causes  of  back  pains. 

Sacro-iliac  pathology  may  be  divided  into  in- 
fections and  conditions  due  to  mechanical  causes. 
Dislocations  or  slips  are  relatively  common.  In 
such  cases  the  patient  gives  a  history  of  recurrent 
attacks  of  pain  in  the  back  after  lifting,  usually 
while  stooping.  There  is  spasm  of  the  lumbar  mus- 
cles and  often  a  tilting  of  the  pelvis  to  the  afl"ected 
side.  Flexion  of  the  thigh  on  the  abdomen  causes 
pain.  Rectal  examination  reveals  tenderness  over 
the  joint,  but  pain  on  compression  of  the  pelvis 
is  rare.  A  striking  sign  is  tenderness  over  the  sym- 
physis, and  a  chief  roentgen  finding  is  misalignment 
of  the  symphysis.  The  authors'  treatment  con- 
sists of  rest,  adhesive  strapping  of  special  design, 
and  belts.    Manipulations  have  not  been  successful. 

Tuberculosis  was  fairly  common  in  both  old 
healed  and  acute  cases.  K.  L.  Vehe. 

Marshall,  H. :  Case  of  Back  Strain  Causing  Acute 
Retention  of  Urine;  with  a  Brief  Discussion  of 
Various  Phases  in  the  Diagnosis  and  Treat- 
ment of  Lesions  of  the  Lower  Region  of  the 
Spine.  Boston  M.  6*  S.  J.,  1919,  clxxx,  545. 

Back  strain  may  be  due  to  strain  of  the  sacro- 
sciatic  ligament  which  can  be  felt  by  palpating  with 


the  fingers  deeply  through  the  skin  and  overlying 
muscles;  the  posterior  sacro-iliac  ligaments,  the 
deeply  located  ligaments  at  the  lumbosacral  juncture 
and  hiKher  up,  and  the  very  important  common 
spinal  ligaments  which  run  along  the  anterior  side 
of  the  vertebral  body.  Stretched  ligaments  may 
recover  their  strength  to  the  extent  that  they  are 
able  to  take  care  of  increased  strain  without  trouble, 
although  they  never  regain  their  previous  tone  and 
shortness. 

Soreness  in  the  back  is  often  attributed  also  to 
strain  of  the  muscles,  especially  at  their  place  of 
origin  or  insertion.  Less  frequently  the  cause  is 
myositis. 

Slipping  sensations  of  the  back  frequently  are 
interpreted  as  very  slight  slippings  of  the  sacro- 
iliac joints,  but  in  spite  of  many  explanations  are 
not  anatomically  established. 

At  times  pain  is  referred  to  the  lumbosacral  or 
gluteal  region,  and  may  be  felt  down  the  posterior 
and  outer  edges  of  the  thighs,  even  to  the  calves 
of  the  legs.  Usually  through  the  legs  and  hips  it 
is  unilateral.  This  is  a  reflex  sensation  of  visceral 
origin  caused  by  disturbance  of  the  pelvic  organs. 

The  explanation  that  neuralgic  pain  is  due  to 
direct  stretching  of  the  nerve  of  the  plexus  holds 
good  only  in  exceptional  cases.  More  often  the 
cause  is  mechanical  pressure  as  when  inflammation 
and  swelling  of  the  iliopsoas  muscle  presses  upon  the 
lumbar  plexus.  The  sympathetic  nerve  and  sympa- 
thetic ganglionated  cord  in  the  lumbar  and  sacral  re- 
gions of  the  spine  also  may  be  involved.  At  the  lumbo- 
sacral juncture  the  sympathetic  nerves  run  in  front 
of  the  vertebral  bodies  and  are  exj>osed  to  unusual 
stretching. 

In  hypertrophic  arthritis  of  the  spine  numerous 
instances  of  involvement  of  the  ligaments  on  the 
anterior  side  of  the  lumbar  vertebrae  in  degenera- 
tive processes  of  calcification  are  observed. 

Partly  degenerated  fibrous  attachments  are  apt 
to  rupture  and  produce  cedematous  swelling. 

Attention  was  first  called  to  the  relation  of  the 
vertebral  anomalies  and  symptoms  of  the  back  by 
Goldthwait,  who  suggested  the  possibility  of  con- 
tact between  the  long  transverse  process  of  the 
fifth  lumbar  vertebra  with  the  iliac  bone  in  cases 
of  sagging  back.  Occasionally  this  condition  has 
been  observed  in  anatomical  specimens. 

In  interpreting  X-ray  pictures  it  must  be  remem- 
bered that  apparent  overlapping  does  not  always 
mean  impingement,  as  stereoscopic  pictures  often 
show  that  in  such  cases  there  is  no  actual  contact. 

Many  persons  have  vertebral  anomalies  without 
any  pathologic  symptoms.  At  times,  however, 
variations  in  the  curves  of  the  spine  may  have  some 
direct  bearing  on  serious  back  complaints.  Extreme 
lumbar  curves  show  that  the  spine  has  sagged. 

Sacro-iliac  displacements  occur  in  demonstrable 
degrees  only  in  most  exceptional  cases.  Slight 
slipping  can  be  neither  proved  nor  disproved. 

The  writer  reports  one  case  in  which  there  were 
bladder  symptoms  following  back  sprain  on  the 
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anterior  side  of  the  spine.    These  were  due  to  pres- 
sure upon  the  nerves  running  to  the  bladder. 

The  author  does  not  go  into  the  details  of  treat- 
ment of  these  various  conditions  other  than  to 
mention  the  general  methods  now  in  use,  such 
as  strappings,  exercise,  jackets,  and  general  hygi- 
enic measures.  Arthur  Steindler. 

Hurst,  A.  F.:  WarContractures— Localized  Tetan- 
us, Reflex  Disorder,  or  Tetanus.  Brit.  J.  Surg., 
1919.  vi,  579- 

In  the  early  stages  the  diagnosis  between  localized 
tetanus  and  hysterical  spasm  may  be  extremely 
difficult.  If  the  contractures  persist  without  abat- 
ing for  more  than  three  or  four  weeks  and  do  not 
disappear  completely  at  the  end  of  six  or  eight  weeks, 
they  are  probably  hysterical,  even  if  at  first  they  were 
due  to  tetanus.  Spasms  which  begin  immediately 
after  the  wound  is  inflicted  cannot  be  due  to  tetanus; 
generally  they  are  reflex  and  protective  in  nature, 
but  are  often  maintained  after  the  first  few  hours  or 
days  by  autosuggestion. 

A  later  onset  is  compatible  with  tetanus  as  well 
as  hysteria  and  in  both  the  extent  of  the  contrac- 
tures is  often  out  of  all  proportion  to  the  size  of 
the  wound.  If  the  contracture  persists  in  sleep, 
hysteria  can  be  excluded.  A  general  ana-sthetic 
causes  hysterical  contractures  to  disappear  more 
rapidly  than  tetanic  contractures  which  persist  to 
some  extent  even  under  deep  anaesthesia.  Hysterical 
contractures,  however,  may  also  continue  after  con- 
sciousness is  lost. 

If  the  muscles  are  of  a  wooden  and  unvarying 
hardness,  tetanus  is  almost  certainly  present.  An 
increase  in  the  size  of  the  muscle,  possibly  due  to 
obstruction  of  its  lymphatic  vessels,  without  tender- 
ness or  subcutaneous  adema,  is  conclusive  evidence 
in  favor  of  local  tetanus.  The  continued  tonic  con- 
traction in  tetanus  is  generally  accompanied  by 
spasmodic  and  more  or  less  painful  contractions 
which  are  often  brought  on  by  external  stimuli. 

Froment  and  Babinski  believe  that  many  of  the 
contractures  which  have  hitherto  been  regarded  as 
hysterical  or  due  to  some  obscure  condition  such 
as  an  ascending  neuritis,  as  held  by  Tinel,  are  really 
reflex  in  origin.  While  this  theory  at  first  seems  to 
offer  a  satisfactory  explanation  of  many  cases  the 
nature  of  which  is  obscure,  Hurst  does  not  agree 
with  it. 

There  is  no  doubt  that  reflex  contraction  of  the 
neighboring  muscles  is  not  uncommon  immediately 
after  a  wound  is  inflicted,  the  reflex  being  protective 
in  nature.  When  the  symptom  persists  after  the 
wound  is  healed,  it  is  no  longer  due  to  refiex  action, 
but  is  the  result  of  suggestion.  The  contracture  is 
thus  primarily  refex  and  subsequently  hysterical. 
If  a  hysterical  condition  is  not  diagnosed,  the  patient 
will  receive  treatment  for  a  long  time  for  localized 
tetanus  or  reflex  symptoms  and  will  lose  the  value 
of  psychotherapy. 

The  posture  in  hysterical  contractures  is  identical 
with  that  which  existed  at  the  time  the  contractures 


developed,  and  in  many  cases  is  that  which  was 
assumed  immediately  after  the  injury.  Thus,  if  one 
or  more  peripheral  nerves  were  damaged,  the  posi- 
tion corresponds  with  the  position  which  would 
result  from  paralysis  or  occasionally  from  irritation 
of  these  nerves. 

In  such  cases,  when  the  nerve  recovers  from  the 
effect  of  the  injury,  whether  within  a  few  hours,  a 
few  weeks,  or  months,  the  abnormal  posture  and 
the  inability  to  move  are  maintained  as  a  result  of 
suggestion.  In  other  cases  the  injury  may  lead  to 
reflex  spasm  of  the  neighboring  muscles  and  inhibi- 
tion of  movement  of  the  whole  limb  which  is  pro- 
tective in  nature  and  rapidly  disappears  as  the 
condition  of  the  wound  improves. 

The  patient  more  or  less  subconsciously  assumes 
the  position  which  gives  most  relief  from  the  pain.  He 
does  not  realize  that  the  absence  of  voluntary  effort, 
on  his  part  was  to  save  him  from  pain,  but  believes 
that  it  was  due  to  paralysis  as  the  direct  result  of 
his  injury. 

Histories  are  presented  illustrating  all  points 
discussed  by  the  author,  as  well  as  the  positions  of 
the  joints  assumed  in  hysteria. 

In  many  cases  of  hysteria  the  posture  is  that  in 
which  the  surgeon  fixed  the  limb  by  means  of  splints 
or  bandages  when  it  was  first  dressed.  The  patient 
becomes  so  accustomed  to  the  immobility  of  the  joint 
that  when  the  splint  or  bandage  is  removed,  he  fails 
to  realize  that  there  is  nothing  to  prevent  the 
return  of  the  normal  functional  activity.  He  makes 
a  feeble  effort  to  bend  the  joint,  finds  that  it  pro- 
duces pain  without  any  resulting  movement,  and 
gives  up  the  attempt  in  despair,  reconciling  himself 
to  the  notion  that  the  joint  has  become  fixed  as  a 
result  of  the  operation  and  that  no  voluntary 
effort  will  have  any  effect  upon  it.  A  little  manip- 
ulation, accompanied  by  a  few  words  of  explanation, 
would  at  this  stage  dispel  the  erroneous  idea  in 
five  minutes  and  the  patient  would  be  spared 
months  of  disability. 

The  development  of  hysterical  contracture  and  as- 
sociated paralysis  is  due  to  the  fact  that  the  patient 
fails  to  realize  that  there  is  no  reason  why  the  spasm 
should  not  relax  and  the  power  of  movement  return 
when  the  primary  factor,  nerve  injury,  protective 
reflex,  conscious  or  subconscious  antalgic  spasm 
and  inhibition  of  movement,  localized  tetanus,  or 
fixation  by  splints,  is  no  longer  operative. 

The  patient  regards  the  contracture  and  inability 
to  move  as  direct  results  of  his  injury,  and  ignores 
the  intermediate  cause,  the  pain  or  tetanus.  If  it 
had  been  pointed  out  to  him,  when  the  pain  was 
disappearing,  that  his  incapacity  was  due  to  the 
pain  and  only  indirectly  to  the  injury,  and  that 
there  was  therefore  no  longer  any  reason  why  the 
incapacity  should  be  maintained,  he  would  have 
made  the  necessary  effort  and  the  hysterical  con- 
dition would  never  have  developed.  Hysterical 
contractures  and  paralysis  may  result  from  injuries 
to  the  soft  parts  of  the  Hmb,  with  or  without 
involvement  of  the  bones  and  joints.    Contractures 
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.and  paralysis  of  the  same  nature  have  been  observed 
in  fractures,  dislocations,  sprains,  and  contusions, 
when  actual  wounds  were  absent. 

'J'he  normal  circulation  through  a  limb  depends 
upon  its  active  movements,  the  afferent  nerve  fibers 
from  the  muscles  probably  giving  rise  to  localized 
reflex  vasodilatation.  If  for  any  reason  the  arm 
is  not  moved  in  cold  weather,  the  hand  becomes 
shriveled,  white  or  blue,  numb,  painful,  and  stiff. 
These  well-recognized  changes  disappear  at  once 
with  active  exercise  and  warming  of  the  limb,  both  of 
which  restore  the  circulation.  The  tendency  to 
disturbances  of  this  kind  is  much  greater  in  persons 
with  poor  circulation  than  in  those  with  naturally 
good  circulation.  The  immobility  caused  by  paraly- 
sis or  contracture  of  a  limb,  whether  organic  or 
hysterical,  results  in  deficient  circulation  and  the 
same  secondary  changes. 

When  the  venous  and  lymphatic  stasis  is  very 
marked,  and  the  paralysis  absolutely  complete, 
oedema  may  occur,  especially  if  the  paralysis  is 
accompanied  by  contracture  m  a  position  in  which 
the  veins  and  lymphatics  are  obstructed  by  the 
rigid  muscles.  The  deficient  circulation  results  in 
■changes  in  the  physiological  properties  of  the  para- 
lyzed muscles,  even  if  the  paralysis  is  entirely 
hysterical.  When  the  hysterical  contractions  arc 
•cured,  circulation  improves  and  the  parts  gradually 
return  to  the  normal. 

In  breaking  up  hysterical  joints  the  soft  parts  of 
the  normal  joint  are  often  torn  instead  of  the  adhe- 
sions and  effusion  results.  Hysterical  contractures 
•disappear  only  after  deep  anaesthesia.  V'iolent 
movements  with  incomplete  anaesthesia  may  thus 
result  in  the  tearing  of  contracted  but  otherwise 
normal  muscle  fibers  and  normal  fibrous  tissue. 

Anaesthesia  due  to  cold  if  often  repeated  may  be- 
come hysterical  in  nature  by  autosuggestion.  This 
anaesthesia  may  be  so  complete  that  trophic  ulcers 
may  follow. 

In  hysterical  contractures  the  X-rays  show  ab- 
normal transparency  of  the  bones,  which  apparently 
is  due  partly  to  deficient  calcification  and  partly 
to  absorption  of  the  bony  tissue.  No  definite 
alteration  in  the  outline  of  the  bones,  however,  has 
been  observed.  Although  the  joints  occasionally 
.appear  to  be  enlarged,  the  X-rays  show  no  change  in 
the  articular  surface.  This  is  consistent  with  the 
fact  that  hysterical  disorders  of  joints  never  give 
rise  to  anatomical  change  as  the  result  of  pressure 
-exerted  on  abnormal  surfaces,  however  long  the 
condition  may  persist.  The  enlargement  of  the 
joint  may  be  due  partly  to  oedema  from  deficient 
circulation,  but  is  more  often  simply  apparent  and 
due  to  atrophy  of  the  soft  parts  around  the  shafts 
of  the  bones.  The  nails  become  thin,  brittle,  and 
abnormally  opaque,  and  in  many  cases  show  longi- 
tudinal grooves. 

The  excessive  sweating  which  often  occurs  in 
these  cases  is  more  diflacult  to  explain.  It  may 
be  in  part  a  direct  result  of  the  cutaneous  asphyxia 
when  the  circulation  is  unusually  feeble.    In  cases 


of  contracture  in  which  the  hand  is  tightly  flexed, 
it  is  due  in  part  to  the  fact  that  the  air  in  contact 
with  the  palm  is  kept  warmer  than  that  in  contact 
with  the  palm  of  the  normal  hand  and  evaporation 
which  occurs  in  the  enclosed  space  formed  by  the 
clenched  hand  is  diminished.  It  is  possible  that  the 
intense  nerve  impulses  sent  down  from  the  brain 
to  the  centers  in  the  spinal  cord  spread  from  the 
motor  nerve-cells  to  the  neighboring  sympathetic 
nerve-cells  which  control  the  secretion  of  sweat. 
This  would  explain  the  fact  that  the  sweating  may 
occur  also,  though  to  a  less  extent,  in  the  normal 
hand. 

When  hysterical  paralysis,  with  or  without  con- 
tracture, has  persisted  for  some  months  and  psycho- 
therapy leads  to  rapid  recovery,  it  is  often  observed 
that  although  the  patient  is  able  to  perform  every 
movement  in  a  perfectly  normal  way  at  the  end 
of  perhaps  an  hour,  he  tends  to  maintain  the  ab- 
normal posture  due  to  the  paralysis  and  contracture 
as  soon  as  his  attention  is  withdrawn  from  the  affect- 
ed limb.  Another  striking  fact  in  these  conditions 
is  the  maintenance  of  the  abnormal  pjosture  of  the 
arm  or  leg  during  sleep.  Hysterical  contractures 
disappear  during  sleep,  but  in  spite  of  this  the  ab- 
normal posture  is  maintained,  so  that  it  is  only  by 
manipulating  the  limb  that  the  absence  of  the  spasm 
of  the  affected  muscles  can  be  demonstrated. 

The  diagnosis  of  a  hysterical  contracture  depends 
primarily  upon  the  incompatibility  of  the  symptoms 
with  the  injury.  An  injury  to  a  nerve  cannot  account 
for  persistent  spasm  of  the  muscles  it  supplies  and 
still  less  for  that  of  other  muscles.  Persistent 
muscular  spasm  resulting  from  injuries  is  thus 
invariably  hysterical  unless  the  pyramidal  tracts  in 
the  brain  or  spinal  cord  have  been  directly  damaged. 

If  the  posture  is  due  to  the  perpetuation  by 
suggestion  of  a  position  which  developed  under 
circumstances  which  placed  the  limb  into  a  position 
the  patient  could  not  voluntarily  assume,  its  main- 
tenance for  a  more  or  less  prolonged  period  before 
the  responsible  circumstances  cease  to  be  operative 
would  be  suflftcient  to  train  the  muscles  involved  to 
continue  to  act  in  the  same  way.  It  would  also 
lead  to  the  development  of  postural  lengths  of 
the  muscles  which  would  help  to  keep  the  part  in 
the  abnormal  position  even  after  psychotherapy 
had  resulted  in  a  cure  of  the  contracture  and  paraly- 
sis. 

Treatment  begins  with  a  full  explanation  of  the 
cause  of  the  symptoms  in  language  suited  to  the 
patient's  intelligence  and  degree  of  education, 
followed  by  persuasion  and  re-education  combined 
in  most  cases  with  manipulation,  which  doubtless 
acts  to  some  extent  by  suggestion.  A  very  impor- 
tant, but  by  no  means  essential,  preliminary  is  the 
creation  of  a  proper  atmosphere  of  cure.  The  pa- 
tient is  made  to  imderstand  that  any  treatment  he 
has  already  received  has  prepared  the  way  so  that 
nothing  now  remains  but  a  properly  directed  effort 
on  his  part,  with  the  physician's  help,  for  complete 
recovery.    During  the  whole  course  of  treatment  he 
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is  engaged  in  conversation  and  the  meaning  of  each 
successive  step  is  carefully  explained.  He  is  made 
to  watch  the  contractions  of  the  muscles  and  the 
play'of  the  tendons  of  the  normal  limb  and  to  attempt 
to  imitate  them  in  the  affected  one.  In  some  cases 
it  is  not  even  necessary  to  touch  the  patient,  mere 
explanation  and  persuasion  being  suflicient  to 
cause  him  to  relax  any  spasm  which  may  be  present, 
and  then  to  perform  the  various  movements  of 
the  part  with  quickly  increasing  strength  and 
rapidity. 

When  very  great  difficulty  is  experienced  in  get- 
ting the  contracted  muscles  to  relax,  the  limb 
should  be  placed  in  very  hot  water  and  the  manipu- 
lations carried  out  when  the  circulation  has  been 
artificially  improved  in  this  way.  Some  relaxation 
always  occurs  because  the  rigidity  is  in  part  the 
direct  result  of  the  deficient  blood  supply.  Passive 
movements  are  most  effective  if  carried  out  by  the 
medical  officer  himself  while  the  patient  is  engaged 
in  conversation  the  whole  time  and  made  to  take 
an  active  part  in  the  movements  from  a  very  early 
stage  in  the  first  sitting.  For  this  reason  the  author 
never  employs  the  mechanical  appliances  for  per- 
forming passive  movements  which  have  been  so 
frequently  advocated.  L.  C.  Donnelly. 

Morton,  W.  C:  The  Treatment  of  Functional 
Disability  of  the  Limbs  in  a  Special  Military 
Surgical  Hospital.  Brit.  J.  Surg.,  1919,  vi,  497. 

The  author  gives  full  reports  of  44  cases  of  func- 
tional disability,  illustrating  them  with  photographs. 

Each  patient  b  examined  for  the  first  time  pri- 
vately and  no  one  is  treated  in  such  a  way  as  to 
lead  him  to  believe  that  his  disability  is  not  regarded 
as  a  very  real  condition. 

After  he  has  explained  what  he  cannot  do,  he  is 
asked  about  occurrences  previous  or  subsequent 
to  the  development  of  the  disability  which  might 
have  some  bearing  on  the  case.  The  limb  is  then  ex- 
amined for  oedema,  scars,  deformities,  abnormal 
posture,  involuntary  movements,  etc.  The  move- 
ments which  the  patient  cannot  execute  voluntarily 
in  a  perfectly  normal  manner  are  noted.  In  every 
case  the  whole  limb  is  examined  as,  in  drop-foot 
for  example,  both  the  leg  and  the  thigh  may  be 
involved  and  weakness  of  abduction  at  the  hip- 
joint  may  have  caused  the  pelvis  to  drop  to  the 
opposite  side.  The  muscles  not  functioning  proper- 
Iv  are  noted  and  the  attention  is  directed  to  their 


condition  both  when  the  patient  is  at  rest  and  when 
he  is  attempting  movements. 

In  arriving  at  a  diagnosis  it  is  determined  how 
much  of  the  trouble  is  organic  and  whether  there 
is  or  has  been  any  direct  injury  to  the  muscles 
themselves,  the  bones  upon  which  they  are  in- 
tended to  act,  or  the  upper  or  lower  neurones  by 
which  they  should  be  controlled.  It  is  borne  in 
mind  also  that  the  condition  may  be  due  to  such  a 
lowering  of  the  tone  of  the  whole  muscular  system 
that  the  muscles  which  have  been  subjected  to  the 
greatest  strain  in  the  course  of  evolution  (for 
example,  the  peronei  or  the  abductors  of  the  hip) 
can  no  longer  "carry  on."  It  is  remembered  also 
that  there  may  be  indirect  organic  trouble,  a  pain- 
ful or  protective  reflex  causing  spasm,  or  an  a-dema 
which  hampers  the  muscles  partly  by  causing 
faulty  nutrition  and  elimination  of  by-products  and 
partly  by  thickening  and  stiffening  the  muscles 
themselves.  x\nother  possibility  is  that  the  muscles 
may  have  been  so  long  out  of  use  that  their  sensory 
mechanism  is  out  of  order.  In  some  cases  the 
condition  may  be  traced  to  an  alteration  in  the 
equilibrium  of  the  body  due  to  the  shortening  of  a 
limb  which  causes  a  pelvic  drop  and  scoliosis  or  an 
injury  which  results  in  scoliosis  followed  by  pelvic 
uptilt  and  an  apparent  shortening  of  a  limb.  In 
other  instances  a  loss  of  the  normal  muscular 
antagonism  through  a  direct  injury  of  the  antago- 
nists and  their  nerves  may  be  responsible. 

In  every  case  the  facts  and  difficulties  are  care- 
fully explained  to  the  patient.  If  any  part  of  the 
disability  is  incurable,  he  is  frankly  told  so.  The 
rest  of  the  trouble  he  is  told  is  due  to  the  muscle  habit 
and  is  curable.  As  far  as  possible  he  is  informed  how 
long  it  will  take  to  cure  him — ^whether  one  lesson 
will  be  sufficient,  one  day,  one  week,  or  one  or  more 
months.  Emphasis,  however,  is  laid  on  the  fact 
that  a  great  deal  depends  upon  his  own  efforts. 

Although  the  methods  of  treatment  vary  accord- 
ing to  the  nature  and  site  of  the  disability,  they 
are  all  based  upon  the  same  principles,  i.e.,  stimu- 
lation of  the  muscular  sense,  restoration  of  the 
reciprocal  action  of  the  antagonists,  and  co-ordi- 
nation of  all  of  the  muscles  under  the  perfect  control 
of  an  educated  nervous  system.  Each  muscle  must 
be  taught  to  function  properly,  to  contract  and  re- 
lax at  will,  and  by  acting  at  the  proper  moment 
with  the  proper  degree  of  force,  to  secure  complete 
co-ordination.  L.  C.  Donnelly. 


SURGERY  OF  THE   SPINAL   COLUMN  AND   CORD 


Sauve,  L.:  Six  Secondary  Laminectomies  for  War 
Wounds  (Six  cas  de  laminectomies  secon- 
daries pour  blessures  de  guerre).  Bull,  ct  mtm. 
Soc.  de  chir.  de  Par.,  1919,  xlv,  804. 

The  author  gives  the  clinical  histories  of  6  cases 
in  5  of  which  the  presence  of  a  projectile  in  the 
spinal  column   caused  more  or  less  serious  com- 


plications which  rendered  extraction  necessary. 
In  the  remaining  case  a  laminectomy  was  required 
because  of  a  spinal  fracture  which  caused  the 
phenomena  of  compression  of  the  spinal  cord. 

The  6  cases  of  laminectomy  ended  in  recovery 
although  in  3  of  them  it  was  necessary  to  open  the 
subarachnoid  space.     In   some   instances  the  im- 
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provement  was  observed  very  soon  after  the  opera- 
tion. 

In  all  of  the  cases  reported  Sauv6  combined 
laminectomy  with  extraction  of  the  projectile 
under  the  intermittent  control  of  the  radioscopic 
screen.  This  method  always  enabled  him  to  extract 
the  projectile  through  the  smallest  possible  opening 
in  the  spinal  column  which  gave  access  to  the  canal. 
In  the  majority  of  cases  it  enabled  him  to  limit  the 
operation  to  a  hemi-laminectomy  which,  while 
giving  sufficient  opening  for  the  extraction  of  the 
projectile,  was  rapidly  executed  and  did  not  injure 
the  solidity  of  the  column. 

In  all  of  the  laminectomies  Sauv6  opened  the 
canal  by  means  of  the  gouge.  The  use  of  the  chisel 
and  mallet  he  believes  may  cause  medullary  con- 
tusion. The  dura  was  closed  without  drainage  and 
in  no  case  was  a  postoperative  fistula  observed. 

W.  A.  Brennan. 

Thorbum,  W.,  and  Richardson,  G.:  The  Pathol- 
ogy of  Gunshot  Wounds  of  the  Spine  and 
Spinal  Cord.   Brit.  J.  Surg.,  1919,  vi,  481. 

This  article  is  based  upon  autopsies  and  operations 
performed  in  various  theaters  of  war.  The  dried 
specimens  have  been  forwarded  to  the  museum  of 
the  Royal  College  of  Surgeons  of  England. 

All  of  the  observations  were  made  at  advanced 
bases,  a  French  seaport,  Salonika,  Mudros,  and  Mal- 
ta, and  a  very  few  in  England,  a  fact  which  means 
that  the  authors  saw  few  of  the  most  seriously 
injured  patients  who  died  before  reaching  the  base 
and  a  fewer  number  of  those  who  were  slightly 
injured  and  evacuated  to  England.  The  opera- 
tions were  performed  in  only  a  selected  number  of 
cases. 

In  civil  life,  fracture  of  one  or  more  vertebrae 
with  displacement  of  the  whole  column  is  common. 
The  specimens  here  reported  showed  few  in  which 
the  body  was  seriously  involved.  Injuries  from 
direct  impact  were  also  few,  but  may  have  been 
observed  more  frequently  at  the  casualty  clearing 
stations. 

There  was  a  wide  distribution  of  fractures  through 
several  vertebraB,and  remote  fractures  were  numerous. 
This  may  have  been  due  to  the  tearing  off  of  the 
bony  prominences  by  the  traction  of  a  muscle  or 
tendon. 

Two  chief  types  of  fracture  were  found,  one  of 
them  due  to  crushing  and  perforation,  and  the 
other  a  fissured  fracture  with  clean  cracks.  Frac- 
tures of  the  laminae  were  often  associated  with  a 
second  fracture  of  the  bony  ring,  usually  nearly 
opposite. 

Foreign  bodies  were  found  frequently  in  the 
bodies  of  the  vertebrae  or  inside  the  vertebral  canal. 
In  many  instances  it  was  possible  to  trace  the 
track  of  the  missile  by  the  minute  fragments  seen 
by  roentgenography.  In  some  cases  the  foreign 
bodies  had  slipped  dow^n  inside  the  theca. 

The  authors  have  classified  these  injuries  accord- 
ing to  the  angle  at  which  the  missile  struck  the 


spine  and  whether  it  passed  through  the  spine  or 
not.    This  classification  is  as  follows: 

la.  Cases  of  fracture  by  direct  impact  with 
retention  of  the  missile  in  the  spine.  The  fractures 
were  of  all  degrees,  but  there  was  no  relation  between 
the  severity  of  the  fracture  and  the  injury  to  the 
spinal  cord. 

lb.  Cases  of  fracture  by  direct  impact  with 
complete  perforation  of  the  spine.  In  some  instances 
the  injury  was  very  slight  while  in  others  it  was 
severe,  with  marked  damage  to  the  bone. 

2.  Cases  in  which  there  had  been  a  tan2;ential 
blow  upon  the  spine  and  in  which  as  a  rule  the 
vertebral  column  was  not  penetrated  either  by  the 
missile  or  the  fragments  of  bone.  Although  the 
spinal  cord  was  destroyed  or  nearly  so  in  the  cases 
reported,  the  theca  was  not  necessarily  injured. 
Frequently  when  the  tangential  blow  had  aporoached 
the  vertical  rather  than  the  horizontal  direction, 
many  vertebrae  were  injured  while  the  cord  injuries 
varied. 

As  a  rule  the  spinal  meninges  were  untom  unless 
they  had  been  subjected  to  direct  impact,  even 
when  the  spinal  cord  was  fatally  injured  a  con- 
dition analogous  to  that  observed  in  accidents  oc- 
curring in  civil  life. 

The  meninges  were  very  resistent  to  infection 
from  without.  Haemorrhages  were  found  com- 
monly around  the  meninges  and  in  a  few  in- 
stances had  produced  a  cicatrix  with  pressure  upon 
the  cord.  No  haemorrhages  had  occurred  within 
the  cord. 

Some  of  the  specimens  illustrated  how  seriously 
the  cord  may  be  injured  when  there  is  only  a  slight 
osseous  lesion.  In  the  cases  reported  of  a  type  which 
are  often  spoken  of  vaguely  as  due  to  "concussion'' 
of  the  cord,  it  was  evident  that  the  bruising  and 
haemorrhage  were  not  always  due  to  osseous  dis- 
placement, whether  with  or  without  recoil.  In  the 
author's  opinion,  such  a  condition  more  often 
resulted  from  the  general  disruptive  or  divulsive 
wave  which  is  characteristic  of  gunshot  injuries  in 
aU  regions.  The  appearance  was  uniform  and 
similar  to  that  produced  by  direct  crushing  of  the 
spinal  cord.  Serial  sections  showed  a  spindle-shaped 
area  of  petechial  haemorrhage  with  necrosis,  tapering 
above  and  below  the  point  of  impact  or  the  divul- 
sive wave.  The  destruction  was  mor^  marked  in 
the  gray  matter  than  in  the  firmer  white  fibers.  A 
certain  amount  of  oedema  was  found  around  the 
haemorrhages,  especially  in  the  axis  cylinders,  and 
associated  with  Nissl  degeneration  of  the  anterior 
cornual  cells.  Intraradicular  haemorrhages  were 
also  present. 

No  reparative  changes  were  observed  even  in 
the  body  of  one  patient  who  survived  for  twenty- 
seven  days. 

The  authors  conclude  that  the  changes  described 
resulting  from  the  impact  of  the  disruptive  wave 
of  a  gunshot  injury  are  all  contusions  of  the  cord. 
While  they  are  sometimes  spoken  of  as  due  to 
'•'concussion,"  they  have  nothing  in  common  with 


GENERAL  SURGERY  —  MISCELLANEOUS 


189 


cases  in  which  there  is  a  generalized  rather  than  a 
local  effect.  The  slightly  injured  patients  of  course 
did  not  die  from  the  cord  lesion,  and  the  authors 
can  surmise  only  that  the  changes  were  due  to 
minute    ha;morrhages    from    the    divulsive    wave. 


In  the  case  of  one  patient  who  died  from  other 
causes  a  small  haemorrhage  was  found  in  the  poster- 
ior root  after  symptoms  of  numbness  in  the  arm 
which  were  diagnosed  as  due  to  concussion. 

(;.  L.  McWhorter. 


SURGERY  OF  THE   NERVOUS   SYSTEM 


Corner,  E.  M.:  Abstract  of  the  Harveian  Lecture 
on  Nerves  in  Amputation  Stumps.  Brit.  M.  J., 
1919,  i,  638. 

Nerves  as  contrasted  with  other  structures  are 
known  to  have  the  power  of  regeneration.  In 
amputation,  the  nerve-growth  is  abnormal,  invad- 
ing tendons,  muscles,  infected  clots,  blood-vessels 
and  bone  like  a  malignant  tumor  and  defeating  all 
methods  devised  to  arrest  it.  Nerves  apparently 
grow  through  muscle  easily  and  through  connective 
tissue  poorly. 

The  immediate  pain  after  an  amputation  is  due 
to  injuries  of  the  nerves  during  the  operation  and 
passes  away  in  a  few  days.  The  early  pain  after 
an  amputation  is  due  to  the  participation  of  their 
ends  in  the  general  repair  of  the  wound.  If  the 
wound  is  infected,  neuritis  may  result.  This  may  be 
prevented  by  cutting  the  nerves  short,  closing 
their  mouths,  and  avoiding  all  unnecesary  handling 
and  manipulation. 

The  causation  of  remote  pain  is  more  complex. 
Three  factors  are  now  known: 

1,  Inflammation  due  to  infection  and  the  result- 
ing development  of  islands  of  fibrous  tissue  within 
the  nerve.  Cultures  have  been  obtained  three 
years  after  complete  healing  of  a  wound. 

2.  The  presence  of  foreign  bodies  such  as  metal, 
silk,  and  fibrous  tissue. 


3.  The  mental  factor. 

Three  rules  of  practical  value  to  prevent  re- 
mote pain  are:  (i)  do  not  use  silk  in  infected 
wounds;  (2)  do  not  keep  patients  to,:;ether  in 
homes  and  hospitals  longer  than  necessary;  and 
(3)  get  patients  back  to  some  kind  of  work. 

G.  L.  McWhorter. 

Dales,  J.  A. :  Plastic  Surgery  of  Peripheral  Nerves. 

/.  Iowa  M.  Soc,  1919,  ix,  155. 

The  author  first  reviews  the  structure  and  func- 
tion of  the  peripheral  nerves.  In  the  diagnosis  of  a 
nerve  lesion  a  careful  history  and  examination, 
including  the  response  to  electric  stimuli,  are 
necessary. 

There  are  four  surgical  lesions  of  nerves.  First, 
involvement  of  the  nerve  in  a  cicatrix  of  surround- 
ing tissues;  second,  partial  severance  by  a  bullet 
or  instrument;  third,  puncture  wounds  of  large 
nerve  trunks  by  missiles;  and  fourth,  complete 
severance. 

Operation  is  indicated  when  there  is  complete 
division  of  the  nerve,  when  the  nerve  function  is 
injured  and  repair  is  arrested,  and  when  there  is 
severe  neuralgic  pain.  Early  operation  is  indicated 
except  in  the  presence  of  infection.  The  best  re- 
sults in  restoring  a  severed  nerve  are  offered  by  direct 
union.  I.  E.  Bishkow. 


MISCELLANEOUS 


CLINICAL    ENTITIES— TUMORS,    ULCERS,    AB- 
CESSES,  ETC. 

Erlanger,  J.,  and  Gasser,  H.  S,:  Hypertonic  Gum 
Acacia  and  Glucose  in  the  Treatment  of 
Secondary  Traumatic  Shock.  Ann.  Surg.,  19 19, 
Ixix,  389. 

The  authors  have  made  an  exhaustive  experi- 
mental study  of  shock  both  in  animals  and  man. 
From  a  review  of  their  methods  of  producing  shock 
it  would  seem  that  retarding  the  circulation  in  all, 
or  the  greater  part,  of  the  body  is  the  factor  which 
leads  to  the  development  of  experimental  shock. 
A  study  of  the  blood-volume  of  animals  in  shock 
shows  that,  regardless  of  the  method  by  which  the 
shock  has  bqen  produced,  the  blood-plasma  shows  a 
depletion  of  about  20.3  per  cent.  These  results 
confirm  the  well-known  fact  that  little  blood  can  be 
obtained  from  an  animal  in  shock.    The  reserve 


alkalinity,  as  indicated  by  the  COj  in  the  plasma  of 
the  arterial  blood,  is  reduced  in  all  types  of  shock, 
but  the  reduction  is  extremely  variable.  Acidosis, 
therefore,  though  probably  always  present  to  some 
degree,  can  scarcely  be  regarded  as  an  essential 
feature  in  the  shock  complex. 

The  necropsies  made  upon  the  animals  used  in  the 
shock  experiments  invariably  showed  upon  micro- 
scopic examination  of  the  intestines  that  the  capil- 
laries and  venules  of  the  villi  were  tremendously 
distended  by  solid  masses  of  red  corpuscles.  There- 
fore as  a  result  of  the  slowing  of  the  blood-stream 
it  is  probable  that  the  corpuscles,  by  clumping  in 
the  venules  and  capillaries,  choke  and  dilate  them. 
This  in  turn  still  .further  curtails  the  blood-flow  until 
the  processes  of  tissue  reparation  and  nutrition 
may  be  seriously  interfered  with.  The  effective 
blood-volume  is  further  reduced  by  the  transudation 
of  plasma.    Largely,  if  not  exclusively  due  to  the 


IQO 


INTERNATIONAL  ABSTRACT  OF   SLRGKRY 


deficient  general  circulation  resulting  from  the 
reduction  in  the  effective  blood-volume,  the  medul- 
lary centers,  including  the  vasomotor  centers,  and 
the  heart,  eventually  show  signs  of  functional 
insufliciency. 

While  making  estimations  of  the  blood-volume  in 
shock  by  the  acacia  method,  it  was  observed  that 
the  concentration  of  the  blood  which  ordinarily 
occurs  during  the  development  of  shock  was  not 
nearly  as  marked  in  animals  that  hafi  received  a 
preliminary  dose  of  20  per  cent  gum  acacia.  Wood- 
yatt  and  others  have  shown  that  hypertonic  glucose 
when  given  at  a  subtolerant  rate  to  persons  des- 
perately ill  has  a  beneficial  action.  This  also  applies 
to  shock. 

Theoretically,  at  least,  the  administration  of  a 
combination  of  hypertonic  gum  acacia  and  hy- 
pertonic glucose  acts  beneficially  in  several  ways: 
(1)  by  drawing  fluids  from  the  tissues  into  the  blood- 
stream, thus  assisting  the  normal  mechanism  in 
restoring  the  blood- volume;  (2)  by  maintaining 
this  increased  volume  through  some  specific  action 
of  gum  acacia;  (3)  by  dilating  the  arterioles  through 
some  specific  action  of  the  hypertonic  crystalloid; 
(4)  by  increasing  the  energy  of  the  heart-beat  in 
the  same  way,  and  also  by  the  direct  action  of  the 
glucose  on  the  muscle;  and  (5)  by  augmenting  the 
metabolism  through  the  increase  in  the  supply  of 
glucose  to  the  organism  between  the  limits  of  basal 
metabolism  and  self  regulation. 

Clinical  observations  in  the  treatment  of  shock- 
like states  in  man  seem  to  bear  out  these  theoretical 
contentions  although  interpretation  is  more  difficult 
than  in  animal  experiments.  It  has  been  conclusively 
shown  that  the  same  solution  when  used  in  man  is 
at  least  innocuous  and  the  results  are  strongly 
suggestive.  Gatewood. 

DuBois,  £.  F. :  The  Basal  Metabolism  as  a  Guide  in 
the  Diagnosis  and  Treatment  of  Thyroid 
Disease.  Med.  Clin.  N.  Am.,  1919,11,  1201. 

There  is  only  one  test  that  stands  out  as  a  rational 
measure  of  the  degree  of  hyperthyroidism,  and  that 
is  the  measurement  of  the  basal  metabolism. 

The  basal  metabolism  of  a  man  is  represented  by 
the  number  of  calories  he  produces  in  the  morning 
hours,  before  breakfast,  while  resting  quietly  in  bed. 
Usually  this  is  expressed  in  terms  of  calories  per 
hour  per  square  meter  of  body  surface.  The  study 
of  a  large  number  of  normal  men  and  women  has 
shown  that  the  level  of  basal  metabolism  varies 
with  age,  sex,  and  surface  area.  There  are  com- 
paratively few  normal  persons  whose  basal  meta- 
bolism figures  are  more  than  10  per  cent  above  or 
below  the  average. 

The  basal  metabolism  of  patients  with  high 
fever  is  30  to  40  per  cent  higher  than  normal.  Also 
in  severe  cardiac  disease,  renal  disease,  and  anasmia 
it  may  be  high,  and  in  leukaemias  with  high  white- 
cell  counts  the  heat  production  may  be  almost 
double  that  of  the  normal.  It  is  in  hyperthyroidism 
that   we  find  the  highest  basal  metabolism,   and 


there  is  a  striking  parallelism  between  the  severity 
of  the  disease  and  the  production  of  heat.  In  very 
severe  cases  the  increase  is  more  than  75  per  cent. 
Conversely,  in  cretinism  and  myxoedema  the  meta- 
bolism may  be  20  to  40  per  cent  below  normal. 

An  increased  basal  metabolism  is  not  pathog- 
nomonic of  hyperthyroidism,  but  when  taken  in 
conjunction  with  some  of  the  other  symptoms  it 
makes  the  diagnosis  certain,  and  by  watching  the 
fluctuations  in  the  basal  metabolism  the  course  of 
the  disease  may  be  followed. 

The  author  presents  the  metabolism  readings  of 
a  number  of  patients  made  when  they  were  first 
examined  and  later  after  ligation  of  the  thyroid 
arteries.  Under  ordinary  conditions  about  three 
quarters  of  the  heat  produced  is  lost  by  radiation 
and  conduction  from  the  surface  of  the  body  and 
about  one  quarter  by  the  evaporation  of  water  from 
the  skin  and  lungs.  Therefore,  the  increased  heat 
production  in  hyperthyroidism  manifests  itself 
in  a  warm  skin  which  breaks  out  into  a  sweat  on 
slight  provocation.  To  supply  all  this  extra  heat 
large  quantities  of  food  are  necessary. 

The  metabolism  test  has  a  firm  physiological  and 
and  pathological  basis.  It  is  purely  objective  and 
cannot  be  influenced  by  the  hopes  of  the  patient  or 
physician.  Since  the  phenomenon  was  first  dis- 
covered by  Friedrich  Mueller  in  1893  and  confirmed 
two  years  later  by  Magnus-Levy,  its  significance  has 
not  been  disputed,  although  it  has  been  grossly 
ignored.  V.  C.  Hvxt. 

Burman,    C.    F.:     The   Treatment   of   Hodgkin's 
Disease.  Surg.,  Gyiiec.  6*  Obst.,  1919,  xxviii,  440. 

Without  treatment  all  recorded  cases  of  Hodg- 
kin's disease  have  ended  in  death.  There  is  no 
authentic  report  of  a  spontaneous  cure. 

Exact  diagnosis  is  necessary  for  adequate  treat- 
ment, and  such  diagnosis  rests  on  the  X-ray,  blood, 
and  tissue  examinations  as  well  as  a  careful  physical 
examination.  In  the  advanced  stages  the  tissue 
examination  is  the  most  reliable  single  criterion. 
In  early  lesions  it  may  be  impossible  to  distinguish 
between  lymphosarcoma,  Hodgkin's  disease,  simple 
hyperplasia,  and  tuberculosis.  The  author  ad- 
vocates the  removal  of  at  least  two  isolated  glands. 
X-ray  examinations  are  indispensible  in  determining 
the  presence  of  mediastinal  and  chest  involvement. 

The  medicinal  treatment  of  Hodgkin's  disease 
is  most  unsatisfactory.  While  under  the  influence 
of  Bunting  and  Yates  there  has  been  a  revival  in 
favor  of  the  surgical  removal  of.  Hodgkin's  glands, 
the  author  feels  that  the  more  satisfactory  results 
are  due  to  the  X-ray  treatment  given  in  conjunction 
with  the  operative  methods. 

The  X-ray  has  a  verj-  beneficial  effect  in  ameliorat- 
ing constitutional  sj-mptoms  and  reducing  the  tumor, 
but  few,  if  any.  authentic  cures  by  this  method 
are  on  record. 

The  author  has  made  use  of  radium,  combining 
it  in  some  cases  with  rest  in  bed,  forced  feeding,  and 
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Better  results  arc  obtained  when  the  tissue'ex- 
amination  shows  lymphosarcoma  than  when  it 
shows  Hodgkin's  disease,  and  in  Hodgkin's  disease 
when  polymorphonuclear  leucocytosis  is  not  present. 
Chronic  cases  are  more  favorable  than  acute  cases. 
Intensive  prolonged  exposures,  which  are  very  satis- 
factory in  chronic  cases,  arc  quite  unsuitable  in 
acute  cases.  Heavy  exposures  in  acute  Hodgkin's 
disease  are  usually  followed  by  rapid  reduction  in 
the  size  of  the  gland  masses,  but  no  corresponding 
improvement  in  the  blood  or  the  patient's  general 
condition.  Acute  cases  treated  more  than  one  and 
one-half  years  with  the  heavy-dose  method  were 
fatal,  with  one  exception.  In  chronic  cases  rest 
and  abundant  feeding  are  of  great  importance.  The 
most  unsatisfactory  chronic  cases  are  those  with 
very  little  glandular  enlargement  and  marked  con- 
stitutional symptoms  and  changes  in  the  blood. 
When  the  infection  is  limited  to  isolated  groups  of 
glands,  complete  disappearance  of  the  glands  can 
be  looked  for.  In  chronic  Hodgkin's  disease  the 
disappearance  of  the  gland  masses  is  almost  always 
accompanied  by  improvement  in  health. 

The  treatment  must  be  so  planned  that  adequate 
radiation  will  be  applied  to  all  parts  of  the  body 
affected  by  the  disease,  injury  to  normal  structures 
being  avoided  and  the  dose  being  regulated  to  the 
individual  case. 

The  author  states  that  with  further  improvement 
in  the  methods  of  treatment  we  may  confidently 
look  for  permanent  cure  in  an  increased  proportion 
of  these  cases.  V.  C.  Hunt. 

Broders,  A.  C:   Basal-Cell  Epithelioma.    /.  Am. 

M.  Ass.,  1919,  Ixxii,  856. 

The  cases  of  basal-cell  epithelioma  in  the  series 
reported  represent  13.4  per  cent  of  2,000  cases  of 
general  epithelioma. 

Basal  and  squamous  cells  can  be  shown  intimately 
connected  in  a  neoplasm. 

It  seems  to  be  a  well-established  fact  that  a  basal- 
cell  epithelioma  can  change  into  a  squamous-cell 
epithelioma  or  at  least  into  an  epithelioma  in  which 
the  squamous  cells  predominate. 

The  condition  occurs  more  often  in  males  than 
in  females,  the  proportion  being  about  three  to  two 
in  favor  of  the  former.  The  average  age  of  the 
patients  is  56.7  years.  The  class  of  people  most  often 
affected  are  farmers. 

A  family  history  of  malignancy  and  a  personal 
history  of  injury  play  a  negligible  part.  In  37.1 
per  cent  of  the  cases  there  was  a  previous  mole, 
wart,  pimple,  eczema,  scab,  or  ulcer. 

The  duration  of  the  lesion  varies  from  three 
months  to  forty-five  years,  the  average  being  seven 
years  and  one  month. 

It  has  been  found  that  96.28  per  cent  of  all  the 
lesions  occur  above  the  clavicle. 

In  the  cases  reported,  36.19  per  cent  of  the  pa- 
tients had  been  either  operated  upon  or  treated  with 
acids,  carbon  dioxide,  etc.,  before  entering  the  Mayo 
(""linic. 


In  approximately  75  per  cent  of  all  the  cases 
treated  at  the  Clinic  there  was  either  one  excision 
with  the  knife  alone  or  one  excision  with  the  knife 
followed  immediately  by  cautery. 

Of  the  54.1  per  cent  of  patients  heard  from,  75.86 
per  cent  are  living,  and  of  these,  75.45  per  cent  report 
a  good  result. 

In  the  cases  in  which  a  good  result  was  reported, 
74.68  per  cent  of  the  patients  had  either  one  excision 
with  the  knife  alone  or  one  excision  with  the  knife 
immediately  followed  by  cautery. 

The  patients  who  had  been  treated  with  acids, 
carbon  dioxide,  etc.,  before  entering  the  Clinic 
did  not  obtain  as  good  a  result  as  those  who  had 
had  no  previous  treatment. 

The  low  grade  of  malignancy  of  the  neoplasm  is 
evidenced  by  its  long  duration,  lack  of  metastasis 
in  a  single  case  in  this  series,  response  to  proper 
surgical  treatment,  and  the  fact  that  75.45  per 
cent  of  the  patients  reported  living  have  been  free 
from  the  disease  for  an  average  of  6  years,  1.6 
months. 

Of  the  patients  reported  dead,  fewer  than  one- 
third  died  from  this  disease. 

The  average  greatest  diameter  of  the  tumors 
which  did  not  recur  after  treatment  was  1.75 
centimeters;  of  those  which  showed  slight  recur- 
rence it  was  2  centimeters,  and  of  those  not  im- 
proved by  treatment,  3.75  centimeters.  In  patients 
known  to  be  dead  it  was  2.67  centimeters,  while 
in  those  who  died  of  basal-cell  epithelioma  it  was 
4.32  centimeters. 

Excessive  exposure  to  sunlight  as  a  cause  of  the 
neoplasm  has  not  been  borne  out  by  the  facts  in 
this  series  of  cases.  It  was  noted  that  the  hand, 
which  is  exposed  to  sunlight  at  least  as  much  as  any 
part  of  the  body  above  the  clavicles,  did  not  show- 
lesions. 

Practically  all  of  the  neoplasms  in  the  series 
reported  had  their  origin  in  the  germinal  layer  of 
the  epidermis  of  the  skin;  only  one  was  demon- 
strated to  have  originated  from  a  hair  follicle. 

BLOOD 

Dana,  H.  W.:  Theories  Regarding  Blood-Pressure. 

J.  Am.  M.  Ass.,  1919,  Ixxii,  1432. 

For  a  number  of  years  there  have  appeared  from 
time  to  time  books  by  various  authors  purporting 
to  give  to  the  reader  a  complete  understanding  of 
blood-pressure,  the  causation  and  the  measuring 
of  changes  in  the  various  factors,  and  the  blood- 
pressure  conditions  to  be  found  in  all  diseases. 
Independent  observers  have  also  put  forth  formulae 
for  the  determination  of  cardiac  efficiency  by 
estimations  of  the  blood-pressure. 

Recently  Dana  had  the  opportunity  of  studying 
blood-pressure  findings  in  a  large  number  of  army 
officers  and  candidates  for  commissions  in  the 
army,  chiefly  medical  officers  over  30  years  of  age. 
He  does  not  here  present  statistics  as  to  the  dis- 
tribution of  these  cases  among  diflferent  age  periods. 
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or  as  to  the  classification  of  the  blood-pressure 
readings  obtained,  for  while  these  figures  might  be  of 
interest,  such  statistics  do  not  help  to  an  under- 
standing of  the  conditions  presented  in  the  indi- 
vidual case.  It  is  his  purpose  rather  to  point  out  some 
of  the  conditions  met  in  this  mass  of  material,  to 
discuss  the  interpretation  of  the  findings,  and  to 
suggest  a  new  point  of  study  in  the  analysis  of 
blood-pressure. 

Most  of  the  medical  olTicers  examined  came  to 
camp  from  a  considerable  distance  and  were  examined 
the  day  after  their  arrival  without  opportunity  for 
rest.  Being  physicians,  they  were  almost  all  very 
nervous  over  the  ordeal  of  the  examination. 
Most  of  them  were  naturally  constipated,  and  this 
constipation  was  increased  by  the  journey,  the 
change  of  routine,  and  the  change  of  diet.  To  many, 
sleep  under  camp  conditions  was  at  first  diflicult. 
From  all  of  these  causes  it  was  not  surprising  that 
a  large  number  of  the  candidates  showed  an  eleva- 
tion of  the  systolic  blood-pressure.  In  a  great 
majority  of  such  cases,  however,  rest,  catharsis, 
and  becoming  accustomed  to  the  new  routine  of 
life  soon  brought  the  blood-pressure  down  to  within 
normal  limits.  This  observation  served  to  demon- 
strate in  a  very  striking  way  the  effect  of  over- 
work, nervous  strain,  psychic  stimulation,  and 
constipation  in  raising  the  blood-pressure. 

One  fact  that  impresses  the  author  particularly 
is  the  frequency  with  which  a  familiar  hypertension 
is  observed.  Such  a  condition  of  continued  elevated 
systolic  pressure  shared  by  most  members  of 
certain  families,  a  tendency  that  is  apparently 
hereditary,  does  not  seem  in  such  families  to  cause 
invalidism  or  to  shorten  life.  Indeed,  it  seems  that 
many  such  persons  continue  to  have  better  than 
normal  health  and  robustness  and  the  hypertension, 
if  not  actually  the  cause  of  this,  at  least  is  associa- 
ted with  their  abundance  of  strength. 

Dana  states  that  probably  it  can  be  accepted 
without  seiious  question  that  the  systolic  pressure 
represents  the  point  at  which  sounds  are  heard  with 
the  stethoscope  over  the  cubital  fossa  when  the 
pressure  in  the  cuff  is  dropping,  and  that  the  dias- 
tolic pressure  is  the  lowest  point  at  which  these 
souYids  pass  their  maximum,  i.  e.,  the  beginning 
of  the  "  fourth  phase. " 

The  writer  argues  that  the  systolic  blood-pressure 
is  maintained  by  vasoconstricting  substances  in  the 
circulating  blood,  and  an  abnormally  high  blood- 
pressure  indicates  that  the  blood-stream  contains 
either  toxic  substances  (unexcreted  products  of 
metabolism  or  focal  purulent  processes) ,  or  an  ex- 
cessive amount  of  the  vasoconstricting  secretion  of 
certain  glands  of  internal  secretion.  The  functional 
test  of  cardiac  efficiency  suggested  by  the  obser- 
vation of  Graupner  that  when  a  man  has  been  put 
through  a  certain  amount  of  exercise,  and  when 
following  this  his  pulse-rate  has  returned  to  normal, 
his  systolic  blood-pressure  as  a  rule  rises,  is  explained 
by  the  theory  that  there  was  an  increase  in  the 
amount    of    vasoconstricting    internal    secretion. 


liberated  perhaps  by  the  thyroid  or  suprareaal 
glands  as  a  result  of  the  increased  circulation  follow- 
in;  exercise,  rather  than  on  the  basis  of  the  condition 
of  the  heart-muscle. 

The  more  the  author  has  studied  blood  pressure, 
the  less  convincing  to  him  are  the  accepted  inter- 
pretations regarding  the  test.  Certainly  while  as 
much  respect  is  shown  for  blood-pressure  readin;  as 
ever,  the  author  feels  it  necessary  to  get  a  new 
conception  as  to  the  factors  influencing  the  readings. 

From  the  observations  reported  the  author  draws 
the  following  conclusions: 

1.  Increased  systolic  blood-pressure  indicates 
the  presence  in  the  circulating  blood  of  either 
unexcreted  putrefactive  products  absorbed  from 
the  intestine,  kidneys,  focal  infections  in  the  dental 
alveoli,  the  nasal  sinuses,  the  tons'ls,  or  the  genito- 
urinary tract,  or  of  secretions  in  abnormal  amounts 
from  the  glands  of  internal  secretion. 

2.  In  some  cases  at  least,  lowered  blood-pressure 
indicates  a  defective  secretion  of  pressor  substances 
or  an  increased  secretion  of  depressor  substances 
by  the  ductless  glands. 

3.  When  the  diastolic  pressure  fails  to  conform 
to  its  normal  ratio  with  the  systolic  pressure,  it  is 
influenced  also  by  abnormal  amounts  of  ductless- 
gland  secretion  in  the  blood-stream. 

4.  Neither  the  systolic  nor  the  diastolic  blood- 
pressure  gives  any  certain  indication  as  to  the 
condition  of  the  cardiovascular  renal  system  as 
such.  When  changes  in  the  vascular  system  are 
accompanied  by  hypertension  neither  condition 
is  secondary  to  the  other,  both  being  secondary  to 
the  presence  of  unexcreted  toxic  products  of  metab- 
olism in  the  circulating  blood.  G.  E.  Beilby. 

Leyton,  O. :  Transfusion  in  Diseases  of  the  Blood 

Proc.  Roy.  Soc.  Med.,  Lend.,  1919,  xii,  Sect.  Med.,  5 

The  one  hundred  transfusions  upon  which  this 
paper  is  based  were  distributed  most  unevenly 
among  ten  patients,  one  patient  having  had  more 
than  fifty  transfusions  and  two  only  one  transfusion 
each.  After  it  was  found  that  the  donor  was  free 
from  malaria,  syphilis,  and  tuberculosis,  he  was 
deprived  of  food  for  six  hours  previous  to  the  taking 
of  the  blood,  and  the  recipient  was  given  a  hypo- 
dermic of  morphine  and  hyoscine  one-half  hour  be- 
fore the  transfusion  was  begun.  The  donor's  blood 
was  then  prepared  with  5  per  cent  sodium  citrate 
and  0.45  per  cent  sodium  chloride  solution.  The 
author  favored  using  the  same  donor  as  frequently 
as  possible,  and  in  one  instance  blood  was  obtained 
from  the  same  person  six  times  in  three  months. 
His  reason  for  this  was  that  he  believes  the  re- 
peated removal  of  blood  leads  to  the  production  of 
some  hormone  which  stimulates  the  blood-forming 
cells  and  might  be  useful  to  the  patient  suffering 
from  aplastic  anaemia.  None  of  the  donors  suf- 
fered any  ill  effects. 

In  cases  of  pernicious  ansemia  five  transfusions 
usually  sufficed  to  raise  the  number  of  red  cells 
from  two  million  to  more  than  three  and  a  half 
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million.  The  effects  were  not  permanent,  however, 
and  within  a  few  weeks  the  destruction  of  the  cells 
had  caused  a  drop  to  below  two  million  again,  when 
other  transfusions  were  given.  It  was  thought  that 
life  could  be  maintained  in  a  small  percentage  of 
cases  by  repeated  transfusions,  but  in  many  cases 
the  disease  was  progressive  and  the  patients  con- 
tinued to  grow  worse  until  death  finally  ensued. 

P.  W.  Sweet. 

Kaliski,  D.  J.:  The  Use  of  the  Superficial  Jugular 
Veins  of  the  Neck  for  Intravenous  Injections. 

/.  Am.  M.  Ass.,  1919,  Ixxii,  1613. 

While  the  veins  at  the  bend  of  the  elbow  are 
preferable  for  intravenous  injections,  the  external 
jugular  of  the  neck  may  be  used  when  they  are 
inaccessible.  The  author  has  given  intravenous 
treatment  hundreds  of  times  into  the  superficial 
jugular  veins  without  bad  results. 

The  patient  reclines  on  a  level  table  without  a 
pillow.  Compression  applied  over  the  clavicle 
while  the  skin  over  the  vein  is  gently  drawn  toward 
the  chin  makes  the  vein  stand  out  and  fixes  it  so 
that  the  needle  enters  its  lumen  readily. 

The  gravity  apparatus  is  best  suited  for  injections 
into  this  vein.  K.  L.  Vehe. 

Fischer,  L.:  The  Longitudinal  Sinus;  Its  Adapt- 
ability in  Procuring  Blood  for  Diagnosis; 
Its  Use  in  the  Transfusion  of  Blood  and  for 
Diagnostic  Purposes,  an  Ideal  Method  in 
Infancy.    N.  York  J.  Med.,  1919,  xix,  183. 

By  the  use  of  the  longitudinal  sinus  we  have  a 
direct  channel  through  which  a  small  or  large  quan- 
tity of  blood  can  be  taken  rapidly  from  or  added  to 
the  circulation. 

Marfan  in  1898  first  suggested  the  injection  of  a 
saline  solution  through  the  anterior  fontanel  into 
the  longitudinal  sinus. 

The  author  uses  the  longitudinal  sinus  for  every 
case  to  the  exclusion  of  all  other  methods,  and  finds 
it  adapted  for  the  abstraction  of  blood  as  in  venesec- 
tion, for  procuring  blood  for  blood  cultures  and 
Wassermann  tests,  for  the  administration  of  sal- 
varsan  and  normal  saline,  and  for  the  transfusion 
of  blood. 

The  infant  is  placed  flat  on  its  back  on  the  table 
and  its  head  steadied  by  an  assistant  while  the 
needle  is  introduced.  As  the  longitudinal  sinus  is 
very  near  the  surface,  it  is  rarely  necessary  to  go 
deeper  than  i  or  2  millimeters.  The  best  needle  is 
one-half  an  inch  long,  of  a  20  or  22  gauge,  and  has  a 
short  bevel  point.  After  it  has  penetrated  the  sinus, 
sufficient  blood  may  be  aspirated  for  diagnostic 
purposes  or  the  required  quantity  of  blood  or 
medication  transfused.  V.  C.  Hunt. 

Haessler,  H.,  and  Stebbins,  M.  G.:  The  Effect  of 
Bile  on  the  Clotting  Time  of  Blood.  J.  Exper. 
M.,  1919,  xxix,  445. 

Although  it  is  known  that  jaundice  tends  to  delay 
the  clotting  of  blood,  the  causf  of  the  delay  is  not 


known.  Minot  and  his  associates,  using  Howell's 
method  of  recalcifying  oxalated  plasma,  found 
that  the  coagulation  time  (prothrombin  time  of 
Howell)  was  increased  in  a  series  of  jaundice  cases, 
but  did  not  suggest  an  explanation  of  the  mech- 
anism of  the  delay.  It  seemed  to  the  authors  of 
interest,  therefore,  to  determine  whether  or  not 
the  bile  and  bile  salts  present  in  the  blood  in  jaundice 
are  in  themselves  capable  of  causing  the  increase 
in  the  coagulation  time.  The  following  experiments 
on  cats  were  therefore  undertaken: 

Series  i.  Cats  under  ether  anaesthesia  were  bled 
from  a  large  artery  through  a  paraffined  cannula 
into  paraffined  50  cubic  centimeter  centrifuge 
tubes  containing  7.5  cubic  centimeters  of  i  per  cent 
sodium  oxalate  in  0.9  per  cent  sodium  chloride 
solution.  The  tubes  were  then  centrifugalized  and 
the  plasma  carefully  pipetted  off.  If  the  plasma 
showed  the  least  trace  of  haemolysis  it  was  rejected. 
A  series  of  flat-bottom  tubes,  22  millimeters  in 
diameter  and  each  containing  2  cubic  centimeters  of 
plasma  and  0.5  cubic  centimeter  of  an  ox-bile 
solution  of  varying  concentration,  was  then  set  up. 
To  each  of  the  tubes  an  amount  of  calcium  chloride 
was  added  which  previously  had  been  found  to 
produce  a  firm  clot  in  the  minimum  length  of  time 
with  the  same  plasma. 

The  time  necessary  for  the  formation  of  a  firm 
clot  in  each  tube  was  recorded.  Precipitation  of 
fibrin  was  considered  complete  when  a  clot  of  such 
consistency  was  formed  that  the  tubes  could  be 
inverted  without  loss  of  liquid. 

Series  2.  In  these  experiments  a  solution  of 
sodium  glycocholate  was  substituted  for  the  bile. 
Otherwise,  the  experiments  were  identical  with 
those  of  Series  i. 

Series  3.  In  these  experiments  0.5  cubic  centi- 
meter of  a  solution  of  fibrinogen  was  used  to  which 
bile  had  been  added  to  the  desired  concentration. 
An  excess  of  thrombin  was  then  added  and  the 
clotting  time  noted. 

From  the  above  experiments  it  is  evident  that, 
within  certain  limits,  clotting  time  depends  on  the 
percentage  of  bile  present  in  solution  and  that  the  re- 
action is  the  same  with  pure  solutions  of  the  sub- 
stances concerned  in  coagulation  as  in  whole  plasma. 
It  likewise  seems  justifiable  to  conclude  that  bile 
and  bile  salts  do  not  interfere  with  the  formation  of 
thrombin,  since  the  prolongation  of  clotting  time 
is  just  as  great  when  preformed  thrombin  is  added 
in  ample  quantity  to  fibrinogen  solution  as  when 
thrombin  must  be  formed  from  its  precursors  in 
the  presence  of  bile.  It  cannot  be  a  question  of 
destruction  of  the  thrombin  as  Morawitz  and  Bierich 
showed  that  a  quantity  of  freshly  drawn  blood  which 
had  been  mixed  with  sufficient  bile  to  inhibit 
clotting  could  be  caused  to  coagulate  by  merely 
diluting  the  mixture  with  isotonic  salt  solution. 
Consequently  we  must  assume  that  it  is  the  con- 
version of  fibrinogen  to  fibrin  that  is  interfered  with 
rather  than  the  formation  of  thrombin. 

It   was  found  that    there  was  a   retardation  of 


194 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


clotting  great  enough  to  be  detected  by  clinical 
methods  with  amounts  of  bile  greater  than  s  per 
cent.  The  authors  were  unable  to  find  reports  in 
the  literature  stating  the  exact  amounts  of  bile 
salts  present  in  the  blood  in  jaundice.  Gilbert 
states  that  in  cases  of  obstructive  jaundice  bile 
pigment  is  present  in  the  blood  in  quantities  of 
from  0.7  to  I  gram  per  liter.  Bile  itself  contains 
about  I  gram  of  pigment  per  liter.  The  relation  of 
bile  pigments  and  bile  salts  in  the  blood  in  jaundice 
has  not  been  determined,  but  it  would  seem  possible 
that  the  salt  is  present  in  sufficient  concentration  to 
prevent  clotting. 

The  conclusions  drawn  are  as  follows: 

1.  Within  certain  limits  the  clotting  time  of 
blood,  blood  plasma,  and  solutions  of  fibrin  to  which 
bile  salts  have  been  added  is  proportional  to  the 
quantity  of  bile  present. 

2.  The  bile  interferes  with  the  conversion  of 
fibrinogen  into  fibrin  and  not  with  the  formation 
of  thrombin.  G.  E.  Beilby. 

Vecki,  V.  G. :  The  Use  of  Intravenous  Injections  of 
Mercuric  Chloride  in  the  Treatment  of  Sup- 
purating Infectious  Diseases.  /.  Am.  M.  Ass., 
1919,  Ixxii,  1596. 

The  author  has  used  mercuric  chloride  intraven- 
ously in  gonorrhoeal  rheumatism  and  other  com- 
plications of  neisserian  infection,  in  erysipelas,  in 
various  acute  and  chronic  suppurative  conditions, 
including  furunculosis,  carbuncle,  anthrax,  and 
adenitis,  and  in  influenza. 

The  dose  varies,  but  is  usually  between  3  and  5 
cubic  centimeters  of  a  1:1000  solution.  The  num- 
ber of  injections  also  varies  from  one  to  five  or  more. 
Two  centigrams  of  mercuric  chloride  were  given 
intravenously  to  a  patient  with  severe  anthrax 
who  recovered,  but  had  mercurial  poisoning.  A 
patient  suffering  from  severe  cystitis  and  pyelitis 
probably  had  a  mercury  idiosyncrasy  as  acute 
poisoning  resulted  from  3  milligrams  of  the 
bichloride.  K.  L.  Vehe. 

POISONS 

Goadby,  K. :  Latent  Infection  of  Healed  Wounds. 

Lancet,  1919,  cxcvi,  879. 

This  report  summarizes  work  on  postoperative 
flares,  with  special  reference  to  latent  infection  in 
healed  and  unhealed  wounds  which  comprised 
cavities  containing  metal  fragments,  wounds  of 
the  soft  tissues,  sequestra,  etc.  In  studying  the 
incidence  of  bacteria  in  226  wounds,  the  facul- 
tative anaerobic  streptococci  were  found  to  pre- 
ponderate. 

The  histologic  examinations  demonstrated  that 
in  practically  all  wounds  caused  by  shell  fragments 
some  degree  of  gas  infection  had  taken  place. 
While  in  none  of  the  cases  from  which  the  tissue 
was  taken  was  this  infection  diagnosed  clinically, 
the  evidence  of  the  condition — alteration  in  staining 
and  wide  separation  of  the  muscle-bundles — was 


unmistakable  although  in  only  a  very  few  instances 
were  the  actual  organisms  seen. 

The  point  of  practical  importance  in  the  healing 
of  gas-infected  tissues  is  the  space  left  between  the 
muscle-bundles  and  the  gradually  forming  fibrous 
tissue  in  which  the  organisms  remain  latent.  Both 
anaerobic  bacilli  and  streptococci  have  been  shown 
to  persist  in  tissues  removed  from  healed  wounds 
as  long  as  one  thousand  days  after  the  receipt  of 
the  wound. 

An  effort  was  made  to  control  the  flares  arising 
from  operation  upon  such  cases  by  preliminary 
immunization.  Polyvalent  vaccine  was  used  which 
was  prepared  from  as  many  strains  of  streptococci 
as  possible,  obtained  from  latent  infection,  grown 
on  human  blood,  and  sensitized  with  polyvalent 
streptococcal  serum.  Fifty  patients  received  the 
vaccine  immunization  previous  to  operation  and  45 
were  not  immunized.  Eight  of  the  50  immunized 
patients  showed  a  temperature  reaction  as  against 
36  of  the  45  unimmunized  patients.  Therefore 
the  chances  for  uneventful  recovery  as  far  as  infec- 
tion is  concerned  were  five  times  better  after  vac- 
cination. P.  W.  Sweet. 

Hartsell,  J.  A.,  and  Morris,  M.  L.:  Report  of  Sixty 
Cases  of  Wound  Diphtheria  and  Bacterio- 
logical Appendix.  /.  Am.  M.  Ass.,  1919,  Ixxii,  1351. 

Hartsell  and  Morris  report  60  cases  of  wound 
diphtheria  which  occurred  in  an  army  hospital  in 
France. 

Before  the  onset  of  the  wound  diphtheria  there 
had  been  numerous  cases  of  throat  diphtheria  in 
this  hospital.  While  the  latter  condition  never 
approached  a  real  epidemic,  its  incidence  was 
greater  than  would  be  expected  in  a  hospital  com- 
munity. Most  of  the  throat  cases  were  in  one  ward. 
From  Oct.  14,  1918,  to  Feb.  i,  1919,  11  cases  of 
true  throat  diphtheria  and  ten  carriers  were  found 
in  this  ward,  and  it  was  here  that  the  outbreak  of 
wound  diphtheria  centered. 

The  first  case  of  wound  diphtheria  appeared  in 
a  large  debrided  wound  of  the  thigh.  This  wound 
was  of  several  weeks'  standing  and  had  been  doing 
well  under  Carrel-Dakin  treatment  until  November 
20,  when  it  suddenly  showed  a  gray-black  membrane. 
Cultures  made  at  this  time  and  December  9  and  1 2 
were  negative.  Another  culture  made  on  December 
13,  however,  was  positive.  Subsequent  cultures 
were  positive  up  to  December  31,  and  then  remained 
negative. 

On  December  13  when  cultures  were  made  from 
all  the  wounds  in  the  ward  18  were  found  positive. 
The  ward  was  immediately  placed  under  strict 
quarantine  and  the  most  careful  wound  technique 
established. 

The  results  of  a  study  of  the  60  cases  were  as 
follows : 

I.  In  none  of  the  wounds  were  there  any  systemic 
symptoms  referable  to  diphtheria  toxin.  Most  of 
the  patients  were  well  in  every  way  and  none  showed 
any    elevation    of  temperature    other    than    that 
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which  might  well  be  explained  as  being  due  to  a 
large  debrided  wound. 

2.  The  clinical  appearance  of  the  wounds  varied. 
Twelve  per  cent  showed  a  gray  membrane  quite 
typical  of  diphtheria.  About  one-half  showed 
only  a  faint  grayish  discoloration  of  the  granu- 
lating surfaces  which  under  ordinary  conditions 
would  have  passed  unnoticed.  About  6  per  cent 
looked  absolutely  normal  and  ready  for  secondary 
closure. 

3.  So  far  as  could  be  observed,  the  presence  of 
diphtheria  bacilli  in  a  wound  had  no  effect  at 
all  on  its  healing.  Wounds  which  were  slow  to  heal 
invariably  had  large  numbers  of  other  organisms 
present.  Wounds  which  appeared  clear  progressed 
in  the  ordinary  way.  Two  wounds  were  positive 
up  to  the  date  of  complete  healing. 

4.  Forty-three  patients  received  the  Schick 
test  and  the  results  in  six  instances  were  positive. 
This  is  about  the  percentage  for  all  adults. 

5.  The  resistance  to  treatment  varied  greatly. 
In  some  cases  the  diphtheria  disappeared  with 
two  days'  intensive  treatment,  while  other  cases 
were  very  resistant,  three  remaining  positive  for 
forty-nine,  forty-two,  and  twenty-four  days,  res- 
pectively, in  spite  of  all  treatment. 

6.  By  far  the  most  efficient  treatment  has  been 
the  use  of  tincture  of  iodine.  Under  the  most  rigid 
asepsis  the  wound  was  cleaned  with  a  i  per  cent 
soap  solution,  ether,  and  alcohol,  and  then  painted 
with  U.  S.  P.  tincture  of  iodine,  care  being  taken  to 
protect  the  surrounding  skin.  Under  this  treat- 
ment the  average  duration  of  positive  cultures  was 
six  days.  Fifteen  cases  cleared  up  within  forty- 
eight  hours  and  only  eleven  remained  positive 
longer  than  one  week. 

Diphtheria  antitoxin,  up  to  four  doses  of  20,000 
units  each,  was  given  in  four  cases,  but  had  no 
effect.  It  was  never  necessary  to  give  it  for  its 
systemic  protection.  Diphtheria  antitoxin  as  a 
wet  dressing  was  used  in  two  cases,  but  without 
effect. 

Acetic  acid  was  given  a  thorough  trial  in  four 
cases,  but  was  also  of  no  value. 

Two  wounds  cauterized  for  a  few  seconds  with 
phenol  were  reported  positive  the  next  day. 

The  Carrel-Dakin  method,  applied  very  exactly 
in  eight  cases,  was  a  failure  in  six. 

In  studying  the  bacteriology,  only  such  organisms 
as  showed  the  typical  morphologic  characteristics 
were  called  diphtheria  bacilli.  The  stain  used  was 
LoefTler's  alkaline  methylene  blue,  and  micro- 
scopically it  showed  the  organisms  taking  a  blue 
stain  throughout  except  at  the  extremities.  The 
bodies  either  appeared  granular  (fine)  or  had  the 
striped  appearance  so  often  noted.  The  clubbed 
ends  took  on  a  more  violaceous  hue  and  were 
homogeneous.     Some   showed   a   central   swelling. 

Soon  after  precautions  were  taken,  the  incidence 
of  throat  diphtheria  fell  until  in  the  period  from 
January  i  to  February  i  no  further  cases  developed 
in  the  ward.  G.  W.  Hochrein. 


McCalla,  A.  I. :  Actinomycotic  Infection.  Canadian 
M.  Ass.  J.,  1919,  ix,  411. 

According  to  McCalla,  the  whole  subject  of 
actinomycotic  infection  is  shrouded  in  darkness  and 
uncertainty.  In  his  article  he  discusses  the  subject 
under  seven  headings:  definition,  history,  etiology, 
pathology,  symptomatology,  prognosis,  and  treat- 
ment. 

Actinomycosis  is  defined  as  a  subacute  or  chronic, 
local  or  generalized  infection  brought  about  by  a 
specific  microorganism,  the  actinomyces  bovis,  and 
resulting  in  necrosis  and  suppuration  with  the 
production  of  much  granulation  and  connective 
tissue. 

The  organism  was  first  seen  by  von  Laugenbeck 
in  1845.  The  botam'st,  Harz,  gave  it  the  name 
"actinomyces"  or  "ray  fungus."  Since  1880  much 
work  has  been  done,  particularly  by  Wright,  of 
Boston,  but  his  findings  are  not  everywhere  ac- 
cepted. 

In  its  spread,  the  disease  does  not  follow  the 
fibrous  and  muscular  planes  of  the  body,  but  in- 
vades everything  in  its  path,  in  this  way  resembling 
a  malignant  growth.  The  amount  of  connective 
tissue  found  is  often  enormous  and  far  exceeds  the 
size  of  the  colonies  of  the  microorganisms. 

Healing  may  occur  at  one  point  when  the  disease 
is  spreading  at  another.  Irregular  scar  formation 
results.  The  disease  spreads  either  by  direct  ex- 
tension or  by  metastasis,  through  the  invasion  of 
the  blood-vessels  and  the  breaking  off  of  masses  of 
the  mycelium.  Secondary  infection  by  the  pus- 
producing  cocci  is  exceedingly  common.  There  is 
often  glandular  enlargement  due  to  the  suppurative 
processes,  but  the  glands  are  never  involved  by  the 
growth  of  the  organism. 

About  60  per  cent  of  all  cases  are  related  to  the 
mouth  and  pharyngeal  cavities.  In  most  instances 
infection  probably  occurs  through  carious  teeth 
and  may  spread  by  direct  extension  to  the  bones 
of  the  jaw  or  the  face.  During  the  spreading  the 
soft  parts  are  involved  and  pus  cavities  are  formed 
which,  breaking  on  the  surfaces,  produce  sinuses. 

The  bones  of  the  skull  and  the  brain  may  also  be 
involved.  In  15  per  cent  of  cases  the  condition 
occurs  in  and  about  the  thorax.  Abdominal  ac- 
tinomycosis constitutes  about  20  per  cent  of  all 
cases.  Beginning  in  the  mucosa,  usually  of  the 
caecum  or  the  appendix,  the  disease  spreads  through 
the  wall  of  the  gut  involved,  advances  rapidly 
through  and  between  the  coils  of  bowel,  forming 
masses  of  granulation  tissue,  and  later,  connective 
tissue.  As  it  progresses,  central  necrosis  of  the 
masses  is  produced,  resulting  in  the  formation  of 
abscess  cavities. 

A  few  cases  of  primary  actinomycosis  of  the  skin- 
have  been  observed. 

There  is  no  definite  symptomatology,  but  symp- 
toms result  from  the  tumor  formation  and  suppura- 
tion. In  abdominal  cases  the  attention  is  often 
first  called  to  the  disease  by  the  presence  of  a  mass. 
At  times  the  condition  begins  as  an  acute  appen 
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dicitis.  About  the  head  it  may  occur  as  an  acute 
illness  with  swelling,  pain,  and  rise  of  temperature, 
but  more  often  a  mass  develops  slowly  with  very 
little  discomfort  except  that  due  to  the  tumor 
itself.  In  the  chest  the  symptoms  are  those  of 
destruction  of  tissue  with  abscess  formation.  As 
long  as  the  condition  is  confined  to  the  lungs,  the 
symptoms  are  very  few.  If  a  bronchus  is  opened, 
there  is  cough  with  expectoration  in  which  the 
organism  may  be  found.  When  the  pleura  is  in- 
volved, there  is  pain.  Actinomycosis  usually 
affects  the  base  of  the  lung,  whereas  tuberculosis  is 
found  in  the  apex. 

The  prognosis  of  the  condition  depends  upon  the 
site  and  extent  of  the  lesion.  In  cases  involving 
the  head  and  neck,  probably  75  per  cent  of  the 
patients  recover.  In  the  thoracic  type,  the  outlook 
is  exceedingly  bad.  In  the  abdominal  type  the 
prognosis  is  unfavorable  but  better  than  in  the 
thoracic  form  of  the  disease. 

Recurrences  are  not  rare,  even  after  apparent 
cure.  Two  years  should  elapse  before  it  should  be 
assumed  that  the  cure  is  definite. 

The  treatment  resolves  itself  into  three  forms, 
surgical  and  medical,  and  treatment  by  radiation. 
In  the  surgical  treatment  the  abscesses  should  be 
drained,  sinuses  curetted,  and  isolated  foci  removed, 
when  possible,  as  in  the  early  actinomycosis  of 
the  appendix.  In  all  cases,  whether  possible  or  not 
to  begin  with  surgical  procedure,  potassium  iodide 
should  be  administered  in  large  doses  for  long  peri- 
ods of  time.  Roentgen  rays  and  radium  when  com- 
bined with  surgical  and  medical  treatment  are  sup- 
posed to  have  a  beneficial  effect  in  the  limitation  and 
cure  of  the  disease. 

The  author  cites  five  cases.        G.  W.  Hochrein, 

Watson,  A. :  Case  of  Death  from  Scorpion  Stings. 

Lancet,  1919,  cxcvi,  889. 

Death  resulting  from  scorpion  stings  is  unusual. 
The  following  case  presented  some  interesting  fea- 
tures. 

Private  C,  who  was  serving  with  his  battalion 
in  a  forward  area  in  Mesopotamia,  was  brought  to 
the  regimental  aid-post  about  11  o'clock  one  night 
suffering  from  scorpion  stings.  He  was  a  small, 
slightly  built  man,  aged  21.  He  stated  that  he  had 
just  been  stung  three  times  on  the  buttocks  and 
thigh  by  a  green  scorpion  which  measured  about 
3  inches  from  the  head  to  tip  of  the  tail.  The  scor- 
pion had  been  killed  and  was  produced. 

The  patient  appeared  somewhat  nervous  and 
complained  of  a  tingling  "pins-and-needles"  sen- 
sation all  over,  but  otherwise  his  condition  was 
quite  good  and  he  had  no  pain.  He  was  given  some 
brandy  and  detained  in  the  aid-post  for  the  night. 
Shortly  afterward  he  fell  asleep  and  slept  for  some 
hours. 

His  pulse  and  temperature  were  taken  in  the 
usual  routine  about  5  o'clock  next  morning;  both 
were  normal,  and  he  appeared  to  be  in  good  con- 
dition though  he  still  complained  of  the  "pins-and- 


needlcs"  sensation  all  over  his  body.  About  an 
hour  later  he  suddenly  became  collapsed.  He  was 
conscious,  but  very  weak.  There  was  a  cold  sweat 
on  his  forehead,  his  temperature  was  subnormal, 
and  his  pulse  was  slow  and  feeble.  He  was  given 
strychnine  and  digitalin  hypodermically  and  brandy 
and  hot  0x0  by  mouth.  His  condition  rapidly  im- 
proved and  he  was  ordered  brandy  hourly  and 
hot  0x0  every  two  hours.  By  mid-day  he  appeared 
to  be  out  of  danger  and  was  taking  quite  an  interest 
in  what  was  going  on  around  him.  Treatment, 
however,  was  continued.  At  4.15  p.  m.  he  suddenly 
collapsed  and  died  in  a  few  minutes. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Kahn,  M.  H.:  Tests  of  the  Functional  Capacity 
of  the  Circulation.  Am.  J.  M.  Sc,  1919,  clvii,  634. 

Comparative  functional  tests  of  the  circulation 
were  made  in  233  cases,  including  the  normal,  the 
various  tachycardias,  sinus  bradycardia,  thyrotoxic 
conditions,  neurocirculatory  astha?nia,  etc.  The 
characteristic  finding  in  simple  tachycardia,  com- 
pensated mitral  regurgitation,  and  sinus  brady- 
cardia was  the  absence  of  any  effect  upon  the  pulse- 
rate  or  only  a  very  slight  increase  after  exercise. 

In  thyrotoxic  hearts  the  characteristic  effects 
were  marked  instability  of  the  pulse-rate  with 
great  increase  after  exercise,  associated  with  in- 
stability of  the  diastolic  blood-pressure. 

A  similar  effect,  but  less  distinct,  was  found  in 
neurocirculatory  asthaenia.  In  the  latter  condition 
it  was  noticed  on  ausculation  that  the  thrill  disap- 
peared when  the  relationship  of  the  apex-beat  to 
the  chest  wall  was  disturbed  or  distorted.  The 
tremogram  recorded  this  as  a  differential  point 
between  neurocirculatory  asthaenia  and  the  thyro- 
toxic conditions.  Hypertonicity  of  the  heart  muscle 
is  the  physiological  basis  of  the  cardiac  signs  of 
neurocirculatory  asthasnia. 

Thyrotoxic  conditions  and  nephritic  h>T)ertcnsion 
lessen  the  functional  circulatory  capacity.  Aortic 
regurgitation  and  congenital  heart  lesions  give 
fairly  distinct  features.  Max  Kahn. 

Steinfield,  E.:  The  Plasma  Chlorides  in  Anaemia: 
an  Experimental  Study.  Arch.  Int.  Med.,  1919, 
xxiii,  511. 

The  chloride  concentration  in  the  plasma  of  the 
dog  is  raised  during  the  active  stage  of  infection 
with  T.  equiperdum  at  the  period  when  anaemia  is  a 
prominent  feature.  This  is  not  dependent  on  re- 
tention due  to  impaired  ability  of  the  kidneys  to 
excrete  chlorides. 

In  one  observation,  uranium  nephritis  in  a  dog 
which  was  rendered  anaemic  by  T.  equiperdum  was 
followed  b}'^  a  still  higher  concentration  of  the 
plasma  chlorides  associated  with  a  definite  impair- 
ment of  the  renal  capacity  for  excreting  chlorides. 

Max  Kahn. 
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Jackson,  C.  M.,  and  Stewart,  C.  A.:  The  Recov- 
ery of  Normal  Weiftht  in  the  Various  Organs 
of  Albino  Rats  on  Refeeding  after  Underfeed- 
ing from  Birth  for  Various  Periods.    Am.  J. 

Dis.  Child.,  1919,  xvii,  329. 

Previous  research  by  the  authors  and  others  has 
shown  that  in  young  animals  underfed  for  various 
periods  of  time  remarkable  changes  occur  in  the 
weight  of  the  various  organs  of  the  body.  There 
is  also  evidence  to  indicate  that  similar  changes 
occur  in  malnourished  human  infants.  While 
some  organs  during  inanition  tend  to  maintain 
approximately  their  normal  relative  weight  and 
others  continue  to  grow,  still  others  undergo  losses. 
The  organs  affected  and  the  extent  of  the  changes 
involved  vary  according  to  the  age  of  the  individual 
and  the  length  and  character  of  the  inanition. 

There  naturally  follows  the  question  as  to  the 
process  of  recovery  on  abundant  refeeding  after 
various  periods  of  inanition.  Stewart  has  already 
shown  that  rapid  recuperation  occurs  in  rats  refed 
after  being  held  at .  maintenance  (constant  body 
weight)  from  the  age  of  weaning  (3  weeks)  to  about 
the  age  of  puberty  (10  to  12  weeks).  The  various 
organs  and  parts  usually  recover  their  normal 
relative  weights  within  four  weeks  of  refeeding. 
The  object  of  the  investigation  reported  was  to 
determine  the  extent  of  recovery  on  similar  re- 
feeding of  rats  which  have  been  underfed  from 
birth,  during  a  period  when  the  changes  due  to 
underfeeding  are  much  greater  than  later.  The 
results  may  perhaps  indicate  the  probability  of 
recovery  in  the  various  organs  of  infants  after 
periods  of  inanition,  a  clinical  problem  of  obvious 
importance. 

From  the  data  in  the  present  series  of  refeeding 
experiments,  the  following  provisional  conclusions 
are  indicated: 

1.  In  albino  rats  underfed  from  birth  to  3,  6,  or 
10  weeks  of  age,  rapid  growth  in  body-weight  ensues 
on  ample  refeeding.  Body-weights  of  from  25  to 
75  grams  are  apparently  reached  more  rapidly  in 
those  refed  after  underfeeding  to  10  weeks  of  age 
than  in  those  refed  after  underfeeding  for  shorter 
periods. 

2.  The  length  of  the  body  remains  slightly  above 
normal  in  the  group  refed  to  25  grams  body-weight, 
but  appears  nearly  normal  in  the  others.  The 
length  of  the  tail  and  the  weights  of  the  head, 
limbs,  and  trunk  appear  nearly  normal  in  all  the 
refed  animals. 

3.  As  to  the  body  systems,  the  integument  ap- 
pears subnormal  in  weight  in  the  group  refed  to  25 
grams,  and  usually  normal  or  above  in  the  others. 
The  ligamentous  skeleton  appears  nearly  normal  in 
all  refed  groups,  but  the  cartilaginous  skeleton 
(moist  or  dry)  tends  to  be  subnormal  in  weight. 
The  musculature  is  nearly  normal  in  weight,  with  a 
slight  apparent  deficit  in  the  later  refeeding  periods. 
The  visceral  group  (as  a  whole)  and  the  remainder 
show  no  constant  or  significant  variations  in  the 
refed  animals. 


4.  The  individual  organs  differ  greatly  in  the 
extent  to  which  they  recovered  their  normal  weight 
(compared  with  that  in  controls  of  the  same  body- 
weight)  in  the  various  groups  refed  to  a  body-weight 
of  25,  50,  or  75  grams  after  underfeeding  from  birth 
to  3,  6,  or  10  weeks  of  age.  The  weights  of  the  va- 
rious organs  in  the  refed  rats  were  as  follows: 

The  hypophysis  and  suprarenal  glands  were 
apparently  nearly  normal  in  weight  in  all  groups; 
likewise  the  heart.  lungs,  and  kidneys,  excepting  an 
apparent  overweight  (of  doubtful  significance)  in 
the  groups  refed  after  underfeeding  to  10  weeks  of 
age.  The  liver  was  rather  irregular  in  weight,  but 
probably  within  the  range  of  normal  variation. 

The  brain,  spinal  cord,  and  thymus  appeared 
almost  constantly  subnormal  in  weight  in  all  test 
groups.  The  apparent  loss  in  the  pineal  body  was 
of  somewhat  uncertain  significance.  The  thyroid 
gland  appeared  subnormal  on  refeeding  to  25  and  50 
grams  after  underfeeding  to  3  weeks  of  age;  other- 
wise it  was  normal.  The  ovaries  varied  in  weight 
and  were  apparently  subnormal  in  the  animals  refed 
after  underfeeding  to  10  weeks  of  age.  The  epi- 
didymis appeared  subnormal  on  refeeding  to  a  body- 
weight  of  75  grams. 

The  empty  stomach  and  intestines  were  usually 
above  normal  weight  in  the  refed  groups.  With 
contents  they  appeared  more  nearly  normal  in 
weight.  The  length  of  the  intestines  was  somewhat 
above  normal  on  refeeding  to  25  grams  of  body-weight 
and  nearly  normal  later.  There  was  little  change  in 
the  relative  lengths  of  the  large  and  small  intestines. 
The  eyeballs  showed  a  slight  overweight,  of  doubt- 
ful significance. 

Two  organs  showed  an  apparent  tendency  to 
overcompensatory  growth  in  the  earlier  stages  of 
refeeding,  with  later  retardation.  The  spleen  was 
greatly  above  normal  weight  at  a  body-weight  of 
25  or  50  grams,  but  normal  or  subnormal  at  a  body- 
weight  of  75  grams.  The  testes  showed  a  similar 
reaction,  the  apparent  atrophy  in  the  later  stages 
of  refeeding  being  especially  marked.  *> 

G.  E.  Beilby. 

Clark,  A.  H.:  Effect  of  Diet  on  Healing  of  Wounds. 

Bull.  Johns  Hopkins  Hasp.,  1919,  xxx,  117. 

The  work  of  Hooper  and  Whipple  on  blood 
regeneration  after  anaemia  shows  that  specific  diets 
produce  a  very  marked  efi"ect.  The  rate  of  blood 
regeneration  on  a  meat  diet  is  very  rapid,  a  matter 
of  days  or  a  few  weeks,  whereas  on  a  diet  rich  in 
carbohydrates  it  is  very  slow,  months  being  some- 
times required  for  complete  regeneration.  These 
results  suggest  the  possibility  that  specific  diets 
might  exert  some  influence  upon  the  rate  at  which 
wounds  heal. 

Carrel  has  studied  the  process  of  wound  healing 
in  both  men  and  animals  and  has  found  that  the 
curve  representing  the  dimunition  in  size  of  an 
aseptic  wound  while  it  is  cicatrizing  is  regular  and 
geometrical.  From  Carrel's  curves  DuNouy  has 
derived  mathematical  formulae  by  means  of  which 
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the  area  of  a  wound  at  any  given  date  can  be  pre- 
dicted. 

When  in  Carrel's  experiments  on  animals  (dogs, 
guinea-pigs,  and  cats)  the  wounds  were  kept  as 
sterile  as  possible,  he  found  the  process  of  cica- 
trization to  be  divided  into  four  stages: 

1.  The  quiescent  period:  During  this  stage  there 
is  no  contraction  and  the  main  characteristic  of 
the  period  is  its  variable  length,  one  to  five  days. 

2.  The  period  of  granulous  contraction:  During 
this  period  the  wound  contracts  at  a  rate  which 
is  proportional  to  the  size  of  the  wound. 

3.  The  period  of  epidermization:  The  epithe- 
lium begins  to  form  and  the  process  of  healing  may 
continue  by  epidermization  alone  or  by  epider- 
mization and  contraction  together. 

4.  The  cicatricial  period:  After  the  wound  is 
healed  the  scar  enlarges. 

To  determine  the  effect  of  specific  diets  on  wound 
healing  the  author  carried  out  the  following  experi- 
ments: 

Twelve  dogs  as  nearly  the  same  age,  size,  and 
general  condition  as  possible  were  chosen  and  three 
put  on  each  of  the  following  diets: 

I.  Mixed  diet:  41  grams  of  fat  (lard  or  butter) 
and  107  grams  of  lean  meat  (beef  or  liver)  boiled 
together,  then  mixed  with  354  grams  of  bread 
and  run  through  a  meat  chopper.  This  was  divided 
among  three  dogs. 

2.  Carbohydrate  diet:  500  grams  of  bread 
moistened  with  water,  divided  among  three  dogs. 

3.  Protein  diet:  500  grams  of  lean  meat,  either 
round  of  beef  or  liver,  boiled  and  divided  among 
three  dogs. 

4.  Fat  diet:  300  grams  of  fat  (equal  parts  of 
butter  and  lard)  boiled  and  ground  with  100  grams 
of  bread. 

The  dogs  were  fed  on  these  diets  for  three  days 
before  the  wounds  were  made.  Throughout  the 
experiments  they  were  weighed  and  the  weights  were 
found  to  remain  practically  constant.  A  second  set 
of  wounds  was  made  after  the  first  had  healed,  and 
finally  a  third  set,  the  diets  being  interchanged. 

In  connection  with  the  results  it  is  interesting  to 
consider  the  well-known  fact  that  the  ingestion  of 
proteins  produces  a  much  greater  increase  in  body 
metabolism  than  that  of  any  other  foodstuffs.  In  a 
recent  monograph  on  the  stimulating  effects  of 
nutrients,  Benedict  and  Carpenter  have  given  a  very 
complete  report  on  this  question.  They  find  that 
while  carbohydrates  give  a  maximum  increment  to 
the  metabolism  of  25  per  cent,  and  fats  12  per  cent, 
this  increment  occurs  within  two  hours  and  the 
metabolism  then  returns  rapidly  to  the  base  line. 
With  proteins  the  increment  reached  a  maximum 
of  25  to  45  per  cent  and  persisted  for  as  long  as 
eight  to  twelve  hours.  This  increase  in  metabolism, 
or  excess  energy  given  off  by  the  body  as  a  result 
of  the  ingestion  of  food,  may  be  regarded  as  waste 
energy,  but  Benedict  suggests  that  we  may  consider 
the  extra  heat  developed  under  these  conditions  as 
a  normal  physiological  stimulus  to  cellular  activity. 


Practical  experience  with  heavy  muscular  work  ..n 
protein  and  carbohydrate  diets  points  to  ihis 
conclusion,  and  the  results  reported  here  would 
certainly  support  the  theory  that  proteins  have  a 
specific  influence  in  stimulating  the  whole  cellular 
system  to  greater  activity. 

From  the  foregoing  experiments  the  author 
concludes  as  follows: 

The  length  of  the  quiescent  period  of  wound 
healing  is  affected  by  the  diet.  It  varies  from  zero 
in  protein-fed  dogs  to  six  days  in  fat-fed  animals. 
This  variation  is  more  marked  in  smaller  wounds. 
As  a  consequence,  the  date  of  final  healing  in  the 
protein  and  fat-fed  dogs  differs  by  about  five  days. 

When  the  second  period,  or  period  of  contraction, 
has  set  in,  the  rate  of  contraction  is  not  affected  by 
the  diet.  It  is  governed  rather  by  a  variable  factor 
depending  on  the  age  of  the  wound  and  by  a  con- 
stant factor  proportional  to  its  original  size: 

R       S 

^  =  ^  when  Ri  and  R2  =  rates  of  healing  of  large 

and  small  wounds,  and  Si  and  Sj  =  original  areas  of 
these  wounds. 

The  beginning  of  Period  3,  the  period  of 
epidermization,  is  independent  of  the  size  of 
the  wound  and  the  diet,  and  is  determined  by 
the  age  of  the  wound.  Contraction  and  epider- 
mization continue  together  until  the  wound  is 
entirely  healed. 

After  the  wound  is  healed,  the  scar  continues  to 
contract  until  pigmentation  sets  in.  During  the 
latter  process  it  enlarges  and  reaches  a  stationary 
state  after  pigmentation  is  complete. 

G.  E.  Beilby. 

Myers,  J.  A.:  Studies  on  the  Mammary  Gland. 
The  Efifects  of  Inanition  on  Developing  Mam- 
mary Glands  in  Male  and  Female  Albino  Rats 
from  Birth  to  Ten  Weeks  of  Age.  A  m.  J.  Dis. 
Child.,  1919,  xvii,  311. 

In  a  previous  work  attention  was  called  to  the 
fact  that  the  postnatal  development  of  the  milk- 
ducts  probably  depends  to  some  extent  on  the  body- 
weight  of  the  animal.  The  present  work  is  an 
attempt  to  show:  (i)  to  what  extent  the  post- 
natal development  of  the  milk  ducts  may  be  altered 
by  changes  in  the  normal  body-weight  of  the  animal; 
(2)  the  effect  of  severe  inanition  on  the  development 
of  all  parts  of  the  mammary  gland;  and  (3)  the 
recovery  of  the  mammary  gland  in  animals  when 
they  are  refed  after  inanition. 

In  the  present  study  it  was  found  that  the  mam- 
mary glands  apparently  responded  somewhat 
slowly  when  the  animals  were  refed  after  under- 
feeding from  birth  to  about  three  weeks  of  age. 
In  fact,  the  response  was  so  delayed  that  they  did 
not  reach  the  stage  of  development  ordinarily 
attained  at  the  time  of  puberty  (at  about  the  eighth 
or  ninth  week  of  age)  until  the  refed  rat  was  about 
18  weeks  old.  Stewart  showed  that  in  rats  which 
were  underfed  for  short  periods,  beginning  at  the 
time  of  weaning  (when  they  were  3  weeks  old)  or 
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later,  the  integument  and  ovaries  recovered  very 
rapidly  when  the  animals  were  refed.  Later,  how- 
ever, Jackson  and  Stewart  showed  that  when  the 
underfeeding  is  begun  at  birth  and  continued  three 
weeks  or  longer,  a  permanent  stunting  of  the  body 
usually  occurs. 

In  view  of  the  great  individual  variation  in  the 
development  of  the  mammary  glands  at  any 
given  age  or  body-weight  (as  shown  by  Myers), 
it  is  hazardous  to  draw  any  final  conclusions  from 
the  relatively  few  cases  observed  in  the  present 
study.  Apparently,  however,  the  mammary  glands 
in  the  underfed  young  rats,  though  temporarily 
lagging  somewhat  behind  the  body-weight  when 
the  rats  are  fully  refed,  may  ultimately  attain  a 
normal  degree  of  development. 

The  author  summarizes  the  article  thus: 

1.  Severe  inanition  retards  the  growth  of  the 
milk-ducts  of  the  female  rat  during  the  first  week, 
but  apparently  does  not  completely  stop  their 
growth.  In  animals  held  at  birth  weight  for  a 
longer  time  the  ducts  cease  to  grow  and  remain  in  a 
condition  slightly  more  developed  than  a.t  the  time 
of  birth.  If  after  the  first  week  the  gross  body- 
weight  of  the  animals  is  allowed  to  increase  so  as 
to  correspond  to  that  of  a  normal  animal  one 
week  old,  the  milk-ducts  fail  to  develop  to  the  same 
extent  as  those  of  a  normal  animal  of  corresponding 
body-weight.  This  holds  true  also  if  the  body- 
weight  of  the  underfed  rat  is  allowed  to  equal  that 
of  a  normal  animal  two  weeks  old. 

2.  The  lumen  of  the  primary  duct  in  underfed 
rats  does  not  communicate  with  the  exterior  through 
the  milk -pore  until  the  tenth  week. 

3.  The  growth  of  the  milk-ducts  of  male  rats 
is  retarded  by  inanition  in  a  manner  similar  to  that 
observed  in  the  female. 

4.  The  nipple  grows  little  during  inanition, 
being  elevated  above  the  surface  only  slightly  in 
young  rats  starved  severely  for  eight  to  ten  weeks. 
The  epithelial  processes  fail  to  develop  much  beyond 
the  stage  reached  at  birth,  and  the  sulcus  around 
the  base  of  the  normal  nipple  remains  shallow. 

5.  The  subcutaneous  fat  that  appears  very  early 
in  the  neighborhood  of  the  milk-ducts  soon  becomes 
greatly  decreased  after  the  amount  of  food  is  re- 
duced to  a  minimum. 

6.  In  all,  the  retardation  in  the  development  of 
the  mammary  gland  is  roughly  proportional  to  the 
retardation  in  body-weight,  at  least  within  the 
limits  of  normal  variability. 

7.  Severe  inanition  for  a  short  time  at  an  early 
age  thus  temporarily  stunts  the  mammary  glands. 
When  the  animal  is  refed  the  glands  respond  slowly. 
When  the  body-weight  during  refeeding  reaches 
that  of  a  normal  rat  at  the  age  of  puberty,  the 
milk-ducts  are  far  behind  those  of  the  normal  rat 
of  corresponding  body-weight.  That  this  stunting 
is  not  permanent  is  shown  by  the  fact  that  the  ducts 
ultimately  attain  the  same  stage  of  development 
as  those  of  a  normal  animal,  but  at  a  much  later 
period.  '  G.  E.  Beilby. 


Stewart,  G.  N.,  and  Rogoff,  J.  M.:  The  Action  of 
Drugs  upon  the  Output  of  Epinephrin  from 
the  Adrenals.  I.  Strychnine.  /.  Pharmacol.  &• 
Exper.  Therap.,  1919,  xiii,  95. 

Stewart  and  RogolT  have  determined  experimen- 
tally on  dogs  and  cats  that  strychnine  produces  a 
prolonged  increase  in  the  output  of  epinephrin.  The 
accumulation  of  epinephrin  in  the  glands  as  well  as 
its  liberation  is  increased.  This  is  what  occurs 
during  stimulation  of  the  splanchnic  nerve,  except 
when  intermittent  stimulation  is  long  continued. 
Accordingly,  the  effect  of  the  strychnine  seems  to 
be  produced  not  by  direct  action  upon  the  glands 
but  by  an  intensification  of  the  secretory  process 
through  the  normally  governing  nervous  mechanism. 

The  conclusions  are  all  based  on  assays  of  adrenal 
blood  with  rabbit  intestine  and  uterus  segments, 
corroborated  by  the  study  of  the  effects  produced 
on  the  blood-pressure  by  adrenal  blood  collected  in 
a  cava  pocket  and  introduced  into  the  circulation 
in  various  ways. 

It  is  pointed  out  that  the  technique  employed  in 
measuring  variations  in  the  epinephrin  output  must 
take  into  account  concomitant  changes  in  the  rate 
of  the  blood-flow  as  well  as  changes  in  the  concen- 
tration of  epinephrin  in  efferent  adrenal  blood. 

The  increased  output  observed  was  as  much  as 
ten  times  the  normal  amount,  and  it  is  possible  that 
the  samples  tested  did  not  contain  the  maximum 
increase.  The  increase  was  found  to  persist  for  one 
to  one  and  one-half  hours,  beyond  which  time  the 
experiments  were  not  prolonged.  The  last  samples 
of  blood,  especially  with  the  smaller  doses,  some- 
times showed  an  output  of  epinephrin  as  great  as 
or  greater  than  that  shown  by  any  of  the  earlier 
specimens. 

A  considerable  increase  was  produced  by  doses  of 
strychnine  well  within  the  therapeutic  range.  The 
minimum  effective  dose  was  not  sought.  The  in- 
creased output  was  associated  with  a  variable 
increase  in  epinephrin  concentration  even  when  the 
rate  of  blood-flow  through  the  adrenals  was  in- 
creased, though  never  to  a  degree  greater  than  the 
maximum  normal  concentration.  Without  strych- 
nine under  similar  experimental  conditions  no 
increase  in  epinephrin  output  was  detected. 

The  increased  rate  of  output  was  occasionally 
preceded  by  a  transient  diminution,  especially  with 
smaller  doses  given  subcutaneously.  Larger  and 
intravenous  injections  probably  masked  the  pre- 
liminary decreased  output.  W.  H.  Nadler. 

MacNider,  W.  D. :  A  Functional  and  Pathologic 
Study  of  the  Chronic  Nephropathy  Induced  in 
the  Dog  by  Uranium  Nitrate.  J.  Exper.  M., 
1919,  xxix,  513. 

Since  the  initial  observation  in  1888  by  Chittenden 
and  Hutchinson  that  uranium  salts  will  induce 
acute  nephropathy,  these  substances  have  been 
extensively  used  as  acute  nephrotoxic  agents. 
Little  is  known,  however,  regarding  their  effect  on 
the  kidney  in  prolonged  intoxications.  Such  obser- 
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vations  as  have  been  made  are  largely  concerned 
with  the  type  of  the  pathologic  response  on  the 
part  of  the  kidney  and  the  processes  of  repair  which 
take  place  during  its  recovery  from  the  acute  injury. 

The  investigation  here  reported  was  undertaken 
with  the  object  of  studying  the  functional  capacity 
of  the  kidney  during  the  period  of  acute  injury  from 
uranium  and  also  the  period  when  it  is  recovering 
from  the  acute  degeneration  and  passing  into  a  stage 
of  chronic  injury  characterized  by  such  changes 
in  structure  that  the  condition  may  be  considered  to 
represent    some    type    of    chronic  nephropathy. 

In  previously  published  papers  the  observation 
has  been  made  that  the  acute  injury  from  uranium 
to  the  normal  kidney  or  the  naturally  nephropathic 
kidney  is  associated  with  the  development  of  an 
acid  intoxication.  In  the  present  study  observations 
were  made  of  the  changes  in  the  acid-base  equili- 
brium of  the  blood  of  the  animals  not  only  during 
the  period  of  acute  damage  to  the  kidney,  but  also 
during  the  period  of  recovery  from  such  an  injury, 
when  it  was  possible  to  study  the  relation  of  the 
changes  in  the  blood  to  the  processes  of  repair 
and  the  return  of  the  functional  response  of  the 
kidney. 

Twenty-seven  female  dogs  were  used.  The  ani- 
mals varied  in  age  from  5  months  to  lojA  years. 
For  four  days  prior  to  the  beginning  of  the  intoxi- 
cation they  were  kept  in  metabolism  cages.  During 
this  period,  studies  of  the  urine,  blood,  and  function- 
al capacity  of  the  kidneys  were  made  in  order  to 
eliminate  animals  which  had  a  naturally  acquired 
nephropathy.  All  of  them  were  free  from  renal 
disease.  They  were  given  500  cubic  centimeters  of 
water  daily,  and  fed  on  bread  with  a  small  amount 
of  cooked  lean  beef.  Once  a  day  they  were  cathe- 
terized  and  the  amount  of  urine  obtained  was  added 
to  the  cage  urine  for  analysis.  The  experiments 
were  terminated  at  various  periods  during  the 
intoxication  without  the  use  of  an  anaesthetic,  this 
method  eliminating  the  development  of  acute 
degenerative  changes  in  the  liver  as  well  as  in  the 
kidney.  The  animals  were  poisened  with  a  dose 
of  4  milligrams  of  uranium  nitrate  per  kilogram  of 
body-weight,  given  subcutaneously. 

During  the  course  of  the  experiments  the  urine 
was  examined  quantitatively  for  albumin  by 
Esbach's  method,  and  for  glucose  with  Benedict's 
reagent.  The  functional  capacity  of  the  kidney  was 
studied  by  noting  the  percentage  retention  of 
blood  urea,  as  shown  by  Marshall's  method  modi- 
fied by  Van  Slyke  and  CuUen,  and  also  by  the 
elimination  of  phenolsulphonephthalein.  The  latter 
functional  test  was  conducted  according  to  the 
technique  of  Rowntree  and  Geraghty.  Observa- 
tions on  the  acid-base  equilibrium  of  the  blood 
were  made  according  to  Marriott's  method  by 
ascertaining  the  alkali  reserve  of  the  blood  and 
the  tension  of  alveolar-air  carbon  dioxide. 

The  experiments  conducted  in  this  investigation 
confirm  the  earlier  work  of  Dickson  who  demon- 
strated that  uranium  would  produce  in  some  of 


the  lower  animals  a  chronic  kidney  injury  compar- 
able to  certain  of  the  chronic  diffuse  nephropathies 
in  man.  They  further  show  the  character  and 
severity  of  the  functional  disturbance  associated 
with  the  various  stages  of  the  uranium  intoxication. 
The  severity  of  the  acute  degenerative  changes 
in  the  kidney  is  largely  dependent  upon  the  age 
of  the  animal.  The  older  animals  developed  a  more 
rapid  and  severe  type  of  intoxication  than  the 
younger  animals.  The  intoxication  is  characterized 
by  a  reduction  in  the  alkali  reserve  of  the  blood  and 
the  development  of  a  kidney  injury.  The  injury 
to  the  kidney  is  expressed  functionally  by  the 
appearance  of  albumin  in  the  urine,  a  reduction  in 
the  elimination  of  phenolsulphonephthalein,  and  a 
retention  of  blood  urea. 

All  the  animals  intoxicated  by  uranium  showed 
a  disturbance  in  the  acid-base  equilibrium  of  the 
blood,  as  indicated  by  a  reduction  in  the  alkali  re- 
serve and  a  decrease  in  the  tension  of  alveolar-air 
carbon  dioxide.  The  depletion  in  the  alkali  reserve 
developed  more  rapidly  and  was  more  marked 
early  in  the  experiments  in  the  older  animals  than 
in  the  younger  animals.  The  severity  of  the  intoxi- 
cation as  expressed  by  the  degree  of  functional 
disturbance  of  the  kidney  paralleled  the  severity  of 
the  disturbance  in  the  acid-base  equilibrium  of  the 
blood. 

From  these  results  the  author  draws  conclusions 
as  follows: 

1.  Uranium  nitrate  is  relatively  more  toxic  for 
old  animals  than  for  young  animals. 

2.  This  relative  toxicity  is  expressed  in  the  old 
animals  not  only  by  a  greater  functional  disturbance 
of  the  kidney,  but  also  by  inability  to  repair  the 
kidney  injury  and  re-establish  its  functional  capa- 
city. 

3.  The  intoxication  in  younger  animals  is  fol- 
low-ed  by  repair  of  the  renal  injury  and  partial 
restoration  of  kidney  function. 

4.  In  these  animals  the  processes  of  repair  lead 
to  the  development  of  a  chronic  diffuse  type  of 
nephropathy  in  which  the  acid-base  equilibrium  of 
the  blood  may  be  maintained  at  the  point  of  nor- 
mality. Renal  functional  tests  indicate  the  presence 
of  severe  kidney  injury.  G.  E.  Beilby. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Davidson,  J.  M.:  Stereoscopic  Radiography.  Proc~ 
Roy.  Soc.  Med.,  Lond.,  1919,  xii,  Section  Electro- 
Therap.,  i. 

Stereoscopic  radiography  has  two  aspects:  the 
vision  of  the  observer  and  the  preparation,  placing, 
and  viewing  of  the  X-ra}'^  plates.  As  to  the  first,  the 
observer  must  possess  binocular  vision,  that  is,  he 
must  be  able  to  see  the  two  plates  and  obtain  the 
combined  impression.  The  eyes  need  not  be  equally 
good.  In  some  persons  both  ej'es.  though  equal, 
lack  coordination.  Others,  who  are  able  to  see  ordi- 
nary stereoscopic  photographs  correctly,  have  diffi- 
culty in  seeing  X-ray  pictures  in  their  proper  relief. 
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These  facts  are  important  because  they  explain 
how  it  is  that  many  persons  do  not  understand  what 
is  meant  when  reference  is  made  to  the  vivid  relief 
of  the  stereoscopic  image.  To  those  who  can  see  it 
properly  the  importance  of  the  stereoscopic  picture 
is  obvious,  requiring  no  special  elaboration,  and 
there  can  be  no  doubt  that  the  slow  progress  in  this 
branch  of  the  work  is  due  to  the  fact  that  many 
workers  do  not  realize  their  limited  binocular  capa- 
city. 

The  production  of  the  proper  plates  need  not  be 
complicated  by  minute  details  as  to  the  distance  and 
displacement  of  the  tube.  For  ordinary  distances 
a  displacement  of  6  centimeters  will  suffice. 

For  teaching  the  principles  of  stereoscopic  prac- 
tice. Davidson  uses  two  lights,  red  and  green,  and  a 
skeleton  cone  of  wire.  The  wire  cone  has  two  shad- 
ows. The  one  in  which  the  wire  intercepts  the  green 
light  appears  red  because  the  red  light  is  not  inter- 
cepted at  that  point.  Similarly,  the  shadow  in  the 
red  light  appears  green.  By  using  spectacles  with 
one  red  and  one  green  glass  these  shadows  may  be 
seen  stereoscopically  and  all  the  factors  of  stereo- 
scopic X-ray  practice,  both  producing  and  viewing, 
may  be  demonstrated  at  will.  More  can  be  learned 
in  a  few  minutes  by  practical  experiment  along  these 
lines  than  from  much  reading  of  theory. 

A  point  of  great  importance  which  if  not  realized 
may  lead  to  serious  error  is  that  during  and  be- 
tween the  two  exposures  the  most  complete  immob- 
ilization of  the  parts  must  be  maintained. 

An  easy  and  convincing  illustration  is  the  making 
of  stereoscopic  plates  of  a  hand,  with  a  slight  move- 
ment of  one  finger  between  the  exposures.  The  image 
of  the  unmoved  fingers  will  be  correct  while  that  of 
the  other  will  appear  bent  forward  in  an  incorrect 
plane.  This  point  is  of  the  greatest  importance  in 
examinations  of  the  chest  in  which  dissimilar  stages 
of  respiration  produce  like  incorrect  results. 

That  the  apparent  far  and  near  points  of  the  stere- 
oscopic image  are  reversed  by  changing  the  plates 
from  right  to  left  is  explained  by  Davidson  as  due  to 
the  fact  that,  in  the  development  of  the  visual  ap- 
paratus from  infancy,  it  is  discovered  that  when  an 
object  is  near  it  is  necessary  to  converge  the  eyes  to 
see  it,  and  when  it  is  farther  away  it  is  necessary  to 
diverge  them.  Therefore  the  convergence  and  diver- 
gence of  the  eyes  become  associated  respectively 
with  near  and  distant  objects.  These  principles, 
which  may  be  easily  demonstrated  in  a  line  drawing, 
apply  equally  to  the  hundreds  of  corresponding 
points  in  a  pair  of  X-ray  plates.         D.  R.  Bowen. 

Tousey,  S.:  A  Method  of  X-Ray  Localization  of 
Bullets  and  Other  Foreign  Bodies.  Internal. 
J.  Surg.,  1919,  xxxii,  142. 

The  author's  method  requires  (i)  a  lead  mark 
fastened  to  the  skin  where  it  is  in  contact  with  the 
plate;  (2)  facilities  for  making  two  exposures  with 
the  tube  at  a  measured  distance  from  the  plate 
and  displaced  a  measured  distance  after  the  first 
exposure;  and  (3)  a  wire  netting  laid  upon  the  plate 


during   the  exposure  and   therefore  radiographed 
upon  it  or  laid  upon  the  finished  plate. 

The  lead  mark  which  is  either  left  fastened  to  the 
skin  until  the  time  of  operation  or  is  replaced  by  an 
indelible  ink  mark,  forms  a  surface  guide  to  the 
general  topography  of  the  foreign  body.  If  the 
latter  is  not  in  contact  with  the  plate,  its  image  will 
be  double  and  the  amount  of  displacement  will  be  a 
guide  to  its  distance  from  the  surface  which  was  in 
contact  with  the  X-ray  plate.  A  printed  table  shows 
the  distance  in  inches  from  the  surface  to  the  foreign 
body  corresponding  to  different  displacements  and 
designated  as  so  many  meshes  of  the  wire  netting. 
The  method  is  useful  not  only  for  projectiles  but  for 
other  foreign  bodies  such,  for  example,  as  calculi. 

Adolph  Hartung. 

George,  A.  W.,  and  Leonard,  R.  D.:  The  Use  of 
the  X-Ray  in  the  Study  of  Multiple  Diverticu- 
litis of  the  Colon.  Med.  Clin.  N.  Am.,  1919,  ii. 
1503- 

Beginning  with  a  review  of  the  literature  showing 
that  intelligent  appreciation  of  multiple  diverticu- 
litis of  the  colon  dates  back  hardly  fifteen  years, 
George  and  Leonard  observe  that  it  now  occupies 
an  important  place  in  medical  literature  and  is 
recognized  as  a  distinct  clinical  entity  by  every 
operating  surgeon  of  large  practice. 

The  cases  of  the  condition  are  grouped  by  the 
authors  as  congenital  and  acquired.  The  acquired 
group  only  is  considered  in  this  article.  Diverticula 
are  true  or  complete,  and  false  or  incomplete.  Those 
of  the  colon  are  placed  in  the  latter  group  as  their 
walls  carry  only  the  mucous  and  serous  coats.  The 
suggestion  that  all  were  originally  true  diverticula, 
the  muscular  coat  having  disappeared  by  atrophy, 
is  held  by  the  authors  to  be  rather  improbable. 
While  diverticula  of  the  large  bowel  are  found  most 
commonly  in  the  descending  colon  and  sigmoid. 
X-ray  experience  indicates  that  their  occurrence  in 
the  ascending  and  transverse  colon  is  more  frequent 
than  has  been  believed. 

Fa:caliths  may  form  in  the  pouches  and  the  latter 
may  slough,  giving  rise  to  free  bodies  in  the  abdomi- 
nal cavity.  The  mere  presence  of  a  diverticulum  is 
not  necessarily  productive  of  symptoms;  in  fact. 
X-ray  evidence  without  local  symptoms  is  frequent. 
This  being  the  case,  the  recognition  of  inflammatory 
sequellae  is  of  the  utmost  importance. 

Secondary  changes,  which  in  general  are  the  result 
of  infection  through  the  walls  of  the  diverticula, 
may  be  classified  as  follows:  (i)  general  peritonitis; 
(2)  acute  gangrenous  inflammation  from  strangula- 
tion of  the  pedunculated  type;  (3)  chronic  prolifer- 
ative extramucosal  inflammation  which  is  the  most 
constant  pathologic  process,  and  in  which  large 
palpable  masses  containing  the  diverticula  tend 
to  surround  the  gut,  produce  actual  obstruction, 
and  lead  to  the  diagnosis  of  cancer;  (4)  adhesions  in- 
volving other  organs;  (5)  perforation,  acute  or 
chronic,  the  latter  followed  by  abscesses  or  fistulas 
to  other  organs;  (6)  chronic  inflammation  of  the 
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mesentery;  and  (7)  the  development  of  cancer  in 
the  inflammatory  mass. 

In  McGrath's  series  of  cases  of  advanced  peri- 
diverticulitis 25.9  per  cent  showed  evidence  of 
malignancy. 

Men  of  middle  age  and  over  with  a  tendency  to 
obesity  are  predisposed  to  this  condition.  Frequent 
sites  of  diverticula  are  the  points  of  entry  of  the 
blood  vessels.  In  general,  hernia;  result  from 
pressure  within  a  cavity  plus  a  local  weakness  of 
the  wall.  These  conditions  are  frequent  in  the  sig- 
moid and  here  diverticula  most  commonly  occur. 
Pain  is  present  in  a  large  percentage  of  cases, 
usually  as  the  result  of  secondary  changes,  and  varies 
with  the  degree  and  type  of  inflammatory  change 
from  acute  peritonitis  to  acute  obstruction.  In 
about  15  per  cent  of  the  cases  there  is  severe 
abdominal  pain.  The  passage  of  macroscopical 
blood  is  rare,  an  important  point  in  the  differen- 
tiation from  cancer. 

George  and  Leonard  urge  routine  roentgenographic 
examination  of  the  abdomen  before  the  ingestion  of 
the  opaque  meal.  This  will  often  disclose  shadows 
that  might  lead  to  confusion  if  mistaken  for  parts  of 
the  opaque  meal.  Urinary  calculi,  calcified  glands, 
and  sclerosis  of  iliac  arteries  all  produce  shadows 
which  may  simulate  the  contents  of  diverticula. 

The  usual  opaque  meal  is  two  glasses  of  buttermilk 
with  i^  ounces  of  barium  sulphate  to  each  glass. 
The  colon  is  visualized  best  twenty-four  hours  after 
the  meal.  As  a  frequent  site  of  diverticula  is  near 
the  mesenteric  attachment,  the  shadows  may  be 
hidden  if  only  an  anteroposterior  plate  is  made. 
Palpation  under  the  fluoroscopic  screen  and  stereo- 
scopic plates  may  reveal  some  of  the  hidden  diver- 
ticula. 

The  pockets  may  retain  barium  for  a  long  period 
and  plates  made  from  thirty-six  to  forty-eight  hours 
after  the  meal  show  the  diverticula  to  best  advan- 
tage. At  this  time,  with  the  lumen  of  the  colon 
free  from  barium,  the  barium-filled  diverticula 
stand  out  distinctly. 

The  barium  enema  usually  will  not  fill  the  di- 
verticula but  may  give  valuable  information  as  to 
secondary  changes  involving  the  lumen  of  the  colon. 
In  general,  the  inflammatory  changes  from  divertic- 
ulitis will  present  a  gradually  reduced  lumen,  while 
in  cancer  the  reduction  wiU  be  abrupt.  Obstruction 
from  cancer  is  apt  to  be  severe,  rapidly  progressive, 
and  finally  complete.  Obstruction  from  diverticu- 
litis is  usually  not  severe,  very  slowly  progressive, 
and  rarely  complete.  An  intermittent  tumor, 
palpable  and  fluoroscopically  visualized  as  of  the 
colon,  is  always  peridiverticulitis.  A  constant  tumor 
mass  may  be  cancer. 

Almost  pathognomonic  of  chronic  diverticulitis 
is  a  peculiar  serrated  appearance  of  the  bowel,  par- 
ticularly along  the  descending  colon  and  sigmoid. 
This  may  extend  over  several  inches  and  is  asso- 
ciated with  more  or  less  narrowing  of  the  lumen. 
The  serrations  are  small,  close  together,  with  rather 
sharp  points,  presenting  at  times  a  saw-tooth  ap- 


pearance. They  will  not  be  confused  with  haustral 
shadows,  being  too  numerous  and  too  small.  More- 
over, they  are  constant  in  shape  and  position. 

Some  acute  attacks  of  diverticulitis  simulate  left- 
sided  appendicitis,  but  the  X-ray  examination  will 
demonstrate  the  normal  position  of  the  caecum  and 
appendix. 

It  must  be  borne  in  mind  that  the  diagnosis  of 
multiple  diverticuhtis  is  not  made  by  the  X-ray 
alone,  although  in  some  cases  it  may  seem  possible. 
The  X-ray  evidence  must  be  considered  with  all  the 
clinical  and  laboratory  findings.  This  is  of  particular 
importance  in  the  diflferentiation  of  cancer  and 
multiple  diverticulitis.  D.  R.  Bowen, 

Schmitz,  H.:  The  Biological  and  Therapeutic 
Action  and  the  Clinical  Value  of  Radium  and 
Roentgen  Rays.  Charlotte  M.  J.,  1919,  Ixxix,  161. 

The  effect  of  rays  upon  living  cells  is  both  de- 
generative and  destructive.  Whether  the  ceUs  are 
normal  or  abnormal,  the  nearer  they  approach  or 
remain  in  an  undifferentiated  embryonal  state 
the  more  readily  they  undergo  cytolysis  or  destruc- 
tion. 

The  difference  in  sensitiveness  of  cells  to  the 
rays  depends  upon  age — the  momentary  phase  of 
the  developmental  period  in  which  they  happen  to 
be  as  well  as  the  age  of  the  host — and  on  the  histo- 
logic species  and  the  varieties  in  each  of  these. 

Cells  which  are  in  the  embryonal  and  undiffer- 
entiated state  or  have  not  advanced  far  beyond 
this  stage  of  development  are  destroyed  by  a  dosage 
of  rays  which  would  excite  only  a  simple  reaction 
in  the  surrounding  mature  tissues.  The  more  un- 
developed the  embryonal  cells  of  a  malignant  tumor, 
the  more  sensitive  they  are  to  radiation. 

An  arrest  occurs  in  the  growth  of  a  tumor  soon 
after  treatment.  This  is  due,  first,  to  serous  in- 
filtration, increase  in  cell-size  from  enlargement 
of  the  nucleus,  and  obliteration  of  capillaries  from 
an  increase  in  the  size  of  the  endothelial  cells,  and, 
second,  to  degeneration  of  the  cell  nucleus.  These 
changes  are  of  a  traumatic  nature  and  cause  an  in- 
flammatory reaction  resulting  in  a  lymphocyte  and 
leucocyte  infiltration  and  a  proliferation  of  the 
stroma. 

Abnormal  cells  are  always  demonstrable  on 
microscopic  examination,  but  are  in  a  state  of  de- 
generation as  shown  by  the  absence  of  mitosis  and 
every  known  variety  of  karyolysis,  cytolysis  and 
achromatism.  It  is  impossible  to  say,  however, 
whether  these  cells  are  merely  dormant  or  absol- 
utely harmless  and  dead.  Possibly  the  processes 
affect  the  cell  nucleus,  preventing  further  mitosis. 
Such  radiumized  tissue  will  not  grow  when  inocu- 
lated in  mice. 

As  the  therapeutic  action  of  radium  is  confined 
to  a  radius  of  4  centimeters,  it  is  purely  local.  The 
action  of  the  roentgen  rays  from  a  correctly  ad- 
justed Coolidge  tube  is  far  more  intense  and  diffuse. 
Radium  is  used  in  body  cavities,  applied  directly 
into  or  against  the  tumor  mass,  and  in  surface 
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growths  when  purely  local  action  is  desired.    In  all 
other  cases  the  roentgen  ray  is  preferred. 

Schmitz  closes  his  article  with  a  tabulation  of 
283  cases  of  malignancy  treated  with  radium  and 
the  roentgen  ray.  Pre-operative  and  postoperative 
raying  with  as  radical  removal  as  possible  is  the 
technique  recommended.  D.  R.  Bowen. 

MILITARY  SURGERY 

Keith,  A.,  and  Hall,  M. :  Bones  Showing  the  Effects 
of  Gunshot  Injuries  Now  in  the  Army  Medical 
Collection.  Brit.  J.  Surg.,  1919,  vi,  537. 

This  article  is  based  on  a  study  of  467  macerated 
bone  specimens  which  are  all  that  have  been  mounted 
of  the  specimens  forwarded  to  the  museum  of  the 
Royal  College  of  Surgeons  of  England. 

Among  these  are  109  specimens  of  cranial  injury 
which  the  authors  divide  into  three  main  groups: 
(i)  injuries  of  contusion;  (2)  injuries  due  to  pene- 
tration; and  (3)  injuries  due  to  through-and-through 
perforation. 

A  particularly  interesting  group  among  the 
injuries  of  contusion  are  those  in  which  there  is 
no  depression  or  fracture  of  the  external  table  but 
a  fracture  of  the  internal  table.  There  are  only 
live  of  these  specimens  and  their  rarity  is  attributed 
by  the  writers  to  the  low  mortality  resulting  from 
this  type  of  injury.  In  one  specimen  the  fragments 
of  the  inner  table  had  been  driven  deeply  into  the 
substance  of  the  brain. 

Among  the  injuries  due  to  penetration  a  secondary 
injury  was  sometimes  produced  in  another  part  of 
the  cranium.  Some  of  the  apertures  are  clean  cut 
and  others  are  fissured  or  show  the  effects  of  ex- 
plosive force. 

The  injuries  due  to  perforation  are  defined  as 
that  type  in  which  the  missile  passes  through  two 
walls  of  the  skull,  producing  a  wound  of  entrance 
and  a  wound  of  exit. 

The  effects  of  explosive  force  and  all  gradations 
of  fractures  are  seen.  One  specimen  shows  evi- 
dence of  explosive  force  which  wrenched  the 
occipital  sutures  open.  A  trephining  or  decom- 
pression operation  had  been  done  in  26  specimens. 

A  characteristic  fracture  following  tangential  or 
glancing  blows  is  a  fracture  with  four  fissures  rad- 
iating from  the  point  of  origin,  two  of  which  diverge 
upward  and  two  downward. 

A  study  was  made  also  of  the  specimens  which 
show  healing  processes.  One  school  has  emphasized 
the  importance  of  the  periosteum  in  bone  repair 
of  the  cranium,  and  another  the  value  of  cancellous 
bone.  In  these  specimens  the  authors  traced  the 
separation  of  dead  bone  fragments  and  areas  of 
infected  bone  by  a  process  of  sequestration,  but 
in  every  case  the  amount  of  callus  is  scanty.  In 
the  older  specimens,  the  fragments  have  been 
cemented  in  place  by  internal  callus,  and  gaping 
fissures  have  become  filled  and  obliterated.  These 
points  the  authors  believe  show  that,  at  least  in  the 
cranial  bones,  the  cancellous  bone  is  the  only  part 


capable  of  producing  callus.  In  old  apertures  they 
found  a  process  of  absorption  at  the  margin.  These 
margins  have  become  thinned  out  and  smoothed, 
but  in  none  of  the  specimens  in  the  collection  was 
there  observed  any  tendency  to  bridge  over  the  de- 
fect, even  after  a  year's  time.     G.  L.  McWhoeter, 

McKenzie,  R.  T.:    The  Functional  Re-Education 
of  the  British  Soldier.  Med.  Rec,  1919,  xcv,  827. 

From  a  very  deplorable  state  the  camps  for 
convalescents,  increased  to  sixteen  organized  camps, 
each  having  a  capacity  of  5,000  patients. 

The  men  in  these  camps  were  divided  into  four 
classes:  Class  A,  those  fit  for  active  service;  Class 
B,  those  fit  for  service  on  lines  of  communication; 
Class  C,  those  fit  for  home  work  only;  and  Class  D, 
those  still  under  treatment  and  unclassified. 

Patients  with  shell  shock  and  nervous  troubles 
were  given  a  neutral  bath  the  temperature  of  which 
was  about  93  degrees.  After  this  bath  they  were 
wrapped  in  blankets  and  allowed  to  rest.  The  next 
day  they  were  taken  for  a  slow  walk.  Arms  and 
legs  having  scar  tissue  were  bathed  in  water  with 
a  temperature  of  112  degrees.  Electrotherapy 
and  ionization  were  also  used  to  some  extent.  Dry 
and  radiant  heat  preliminary  to  massage  was  found 
to  be  beneficial.  Apparatus  was  devised  to  make 
the  patients  use  their  muscles.  As  they  improved 
they  were  put  into  classes  and  the  exercise  increased. 

Gassed  patients  who  were  merely  neurotic  were 
given  breathing  exercises.  When  a  nerve  had  been 
caught  up  in  scar  tissue  radiant  heat  afforded 
greatest  relief.  In  cases  of  foreign  bodies  it  was 
often  found  that  massage  started  up  inflammation 
and  assisted  in  speeding  their  removal.  In  the 
case  of  patients  with  deformities  of  the  face,  facial 
masks  made  of  a  thin  film  of  copper  were  of  great 
value. 

A  test  of  going  through  wire  entanglements  was 
given  the  men  before  they  returned  to  service. 
This  taught  them  knee  raising,  balancing,  and  the 
estimation  of  distance.  After  treatment  it  was  pos- 
sible to  place  about  40  per  cent  of  them  into 
Class  A.  F.  P.  Hammond. 

Biggar,  J.  L.:    Rehabilitation  in  Canada.     Med. 
Rec,  1919,  xcv,  821. 

In  restoring  an  injured  soldier  to  a  gainful  occupa- 
tion, the  state  should  first  see  that  the  disabling 
condition  is  overcome  as  much  as  possible  by  the 
best  medical  and  surgical  care;  that  the  functions 
of  the  injured  parts  are  restored  to  the  utmost;  and 
that  artificial  appliances  are  used  when  they  will 
render  the  patient  more  independent. 

A  Military  Hospitals  Commission  which  was 
established  first  in  Canada  was  later  absorbed  by 
the  Department  of  Soldiers  Civil  Re-establishment. 

Many  of  those  accepted  for  military  service 
regardless  of  fitness  during  the  early  days  of  the 
war  hatve  returned  for  care.  The  cases  of  insanity 
and  tuberculosis  and  the  orthopedic  cases  have  been 
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placed  in  separate  hospitals.  Soldiers  who  would 
recover  in  a  short  time  have  been  kept  in  military 
hospitals.  Those  who  will  not  recover  before  a 
longer  time  are  discharged  and  cared  for  in  a  civilian 
hospital  under  government  control,  a  plan  which 
relieves  them  from  military  discipHne  and  teachies 
them  self-reliance.  Ex-soldiers  suffering  from 
recurrence  of  a  disease  for  which  they  were  dis- 
charged from  the  army  also  receive  medical  care 
and  an  allowance  equal  to  their  pay  in  the  army. 

Muscle-training  apparatus  and  games  of  all 
sorts  have  been  used  to  restore  loss  of  function. 
Massage,  physiotherapy,  and  electrotherapy  are 
obtaining  more  recognition. 

Owing  to  the  lack  of  skilled  men  to  make  arti- 
ficial limbs,  disabled  soldiers  are  trained  to  do  this 
work.  In  addition  to  artificial  limbs,  a  special 
boot,  elastic  stockings,  supporting  belts,  etc.,  are 
provided. 

About  fifty  thousand  men  have  already  been 
discharged  with  disabilities.  Of  these  it  is  hard 
to  know  how  many  will  return  to  their  previous 
employment  because  some  of  ^them  may  be 
afraid  of  losing  their  pensions  by  showing  their 
ability  to  work,  the  employers  have  needed  help 
so  badly  that  they  would  take  anyone,  and    the 


possibilities  and  advantages  of  training  are  onl>' 
now  becoming  known. 

About  ID  per  cent  of  those  disabled  will  require 
a  course  in  industrial  training.  Each  applicant 
is  thoroughly  examined  and  his  case  investigated. 
Approximately  lo  per  cent  are  refused.  The  train 
ing  given  is  of  three  types:  ward  training,  occu- 
pational workshops  and  class  rooms,  and  the  official 
course  known  as  industrial  training. 

In  determining  pensions  the  candidate's  pre- 
war occupation  is  not  considered  and  the  pension 
is  not  reduced  because  of  subsequent  success.  AH 
disabilities  except  those  from  vicious  and  improper 
conduct  should  be  pensionable.  Another  payment 
is  based  on  the  length  of  service.  Land  may  be 
procured  by  soldiers  on  easy  payments  and  also 
$2,500  for  material  needed. 

During  the  last  few  years  the  advantages  of 
preventive  measures  against  disease  and  the  neces- 
sity for  sanitation  have  become  more  evident. 
Another  observation  resulting  from  the  war  is 
the  extent  of  nervous  disorders  among  people  sup- 
posedly in  good  health.  In  therapeutics  the  greatest 
advance  has  been  made  in  function]  training. 
Physiotherapy  also  has  made  great  strides. 

F.  P.  Hahmokd. 


GYNECOLOGY 


UTERUS 

Graves,  W.  P.:  Cancer  of  the  Uterine  Body  as  a 
Borderline  Case  in  Gynecology.  Med.  Clin.  N. 
Am.,  1919,  ii,  1289. 

(Iraves  sums  up  his  conclusions  as  follows: 

1.  Cancer  of  the  body  of  the  uterus  may  be 
classed  as  a  borderline  condition  because  of  the  fre- 
quency with  which  it  is  treated  medically  by  the 
general  practitioner. 

2.  The  slightest  show  of  blood  after  the  meno- 
pause should  demand  an  immediate  curettement  of 
the  uterus  for  microscopic  examination  of  the  en- 
dometrium even  though  bimanual  examination  re- 
veals nothing  abnormal. 

3.  Cancer  of  the  uterus,  both  of  the  fundus  and 
the  cervix,  often  causes  a  water  discharge  which 
simulates  urine.  Such  a  discharge  from  the  vagina 
is  therefore  a  signal  of  danger. 

4.  Cancer  of  the  uterine  body  is  operable  long 
after  its  initial  symptoms.  It  is  the  most  favorable 
for  operation  of  all  deep  cancers  because  of  its  slow 
growth,  late  metastasis,  and  long  confinement  to  a 
group  of  organs  that  can  be  removed  easily. 

5.  Cancer  of  the  uterine  body  may  occur  in  the 
menopause  decade  and  resemble  in  its  symptoms 
uterine  insufficiency. 

6.  The  menopause  is  characterized  normally  by 
a  lessened  flow  of  blood.  An  increase  of  blood  at 
that  time  is  an  important  danger  signal. 

7.  An  increase  in  the  flow  of  blood  near  the  meno- 
pause should  always  be  investigated  by  microscopic 
examination  of  the  curetted  endometrium  even  if 
digital  examination  reveals  no  anatomical  abnor- 
mality. 

8.  Radium  is  almost  specific  for  controlling 
haemorrhages  of  uterine  insufficiency. 

L.  R.  Goldsmith. 

Bordarampe,  J.:     Uterine    Epithelioma    Treated 
with  Benzol  (Tratamiento  del  epitelioma  del  utero 
per  el  benzol).    Rev.  Asoc.  med.  argent.,  1919,  xxx, 
237- 
In  a  few  cases  of  histologically  diagnosed  uterine 
cervical  epithelioma  the  author  has  obtained  excel- 
lent results  from  the  use  of  benzol.    There  is  no  sign 
of  further  progress  of  the  disease  and  the  patients' 
weight  has  progressively  increased. 

The  treatment  is  simple.  A  tampon  wet  with  pure 
benzol  is  left  in  contact  with  the  neoplasm  for  five 
minutes  and  then  replaced  by  a  dry  sterile  tampon. 
Two  lavages  of  2  liters  of  warm  water  to  which  50 
drops  of  benzol  has  been  added  are  given  daily,  the 
liquid  being  kept  constantly  stirred. 

Foetidness,  secretions,  and  pain  disappear  and 
there  is  a  slow  and  gradual  destruction  of  the  tu- 


mor followed  by  epidermization.      The  weight  in- 
creases about  I  kilogram  per  week. 

While  the  cases  treated  are  few  and  the  time  which 
has  elapsed  since  the  treatment  is  short,  the  author 
feels  that  this  method,  which  he  believes  he  originated, 
deserves  to  be  brought  into  notice.  For  a  number  of 
years  he  has  made  a  study  also  of  the  effects  of 
benzol  on  normal  and  neoplastic  tissues  other  than 
cancer  and  is  satisfied  that  while  it  destroys  neo- 
plasms it  does  not  harm  normal  tissues. 

W.  A.  Brennan. 

Little,  J.  W. :  Radium  in  the  Treatment  of  Uterine 
Fibroids.  J.-Lancet,  1919,  xxxix,  219. 

This  is  a  report  of  77  cases  of  uterine  fibroids. 
Sixty  of  these  were  treated  with  radium  and  there 
were  no  deaths  in  the  series. 

As  yet  the  methods  of  employing  radium  have 
not  been  standardized,  the  amount  to  be  used  and 
the  length  of  time  it  should  be  applied  being  based 
on  individual  experience.  The  important  facts  for  a 
beginner  to  remember  are  that  radium  is  a  very  pow- 
erful agent  and  that  it  is  much  better  to  use  a  little 
than  too  much. 

Haemorrhage  from  fibroids  of  the  uterus  is  quickly 
and  effectively  stopped  by  the  introduction  of  50  to 
100  milligrams  of  radium  in  tubes  placed  in  an  ordin- 
ary rubber  catheter  and  inserted  into  the  uterus 
where  it  should  be  allowed  to  remain  from  tw-o  to 
twenty-four  hours,  depending  upon  the  indications. 
A  little  gas  anaesthesia  may  be  needed  for  its  intro- 
duction. 

The  patients  in  the  series  reported'  remained  in 
the  hospital  one  or  two  days,  after  which  they  went 
about  their  usual  duties.  With  most  patients  one 
application  was  sufficient,  but  a  few  required  two  or 
three  treatments.  The  tumors  usually  disappeared 
gradually.  Large  fibroids  causing  pressure  symptoms 
and  those  suspected  of  malignant  degeneration  were 
removed.  If  the  uterus  was  soft  or  there  was  a  rap- 
idly growing  tumor,  the  number  of  milligram  hours 
of  radium  treatment  was  reduced,  the  reason  being 
that  the  newly  formed  cells  if  broken  down  too  rap- 
idly might  produce  a  dangerous  toxaemia. 

The  usual  operative  complications,  such  as  pain, 
morbidity,  thrombosis,  and  pulmonary  embolism, 
are  avoided  by  radium,  and  there  are  no  contra- 
indications to  its  use  in  debihtating  conditions  such 
as  diabetes,  nephritis,  and  anaemia.  Its  action  de- 
pends upon  the  production  of  endarteritis  and  upon 
cauterization  of  the  endometrium. 

The  ages  of  the  patients  in  the  author's  series 
varied  from  33  to  73  years;  the  amount  of  radium 
used,  from  50  to  90  milligrams;  and  the  time  of  ap- 
plication from  3  to  26  hours,  depending  on  the  con- 
dition and  the  number  of  treatments  received.    The 
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largest  number  of  milligram  hours  received  by  one 
patient  was  6,120,  this  being  the  aggregate  of  three 
applications.  C.  I).  Hauch. 

EXTERNAL  GENITALIA 

Gallagher,  J.  F.:  Syphilitic  Induration  of  the 
Vulva;  With  Report  of  Four  Cases.  Surg., 
Gynec.  b'Obst.,  1919,  xxviii,  482. 

The  term  "elephantiasis"  has  been  applied  to  a 
large  group  of  cases  of  chronic  enlargement  of  a 
part,  with  or  without  ulceration,  and  microscopi- 
cally characterized  by  increased  connective-tissue 
formation  with  lymphatic  dilatation.  Huguier  ap- 
plied the  term  "esthiomene"  to  this  condition  when 
it  involved  the  vulvo-anal  region,  and  in  such  cases 
Hyde,  Taylor  and  Kurz  believed  it  to  be  a  manifes- 
tation of  tertiary  syphilis.  For  both  of  these,  the 
author  substitutes  the  term  "chronic  syphilitic  in- 
duration of  the  vulva."  Microscopically,  syphilis 
and  tuberculosis  may  be  confusing. 

Case  i.  The  patient  was  a  mulatto  laundress,  30 
years  of  age.  Her  mother  was  living  and  well;  also 
one  sister.  Her  father  and  one  sister  had  died  of  an 
unknown  cause.  The  patient  used  tobacco  and  al- 
cohol. She  had  had  no  illness  of  importance,  but 
had  suffered  from  haemorrhoids  all  her  life.  Occa- 
sionally she  had  pain  0:1  defecation  and  had  passed 
blood  and  mucus  in  the  stools.  There  had  been  also 
several  attacks  of  nocturia  and  burning  on  urina- 
tion, but  no  haematuria.  Her  menses  were  normal. 
Ten  years  previously  she  had  a  miscarriage  at  four 
months,  followed  by  an  uneventful  recovery.  A 
venereal  history  was  denied.  Four  years  previously 
she  noticed  in  the  region  of  the  clitoris  a  growth 
about  the  size  of  the  thumb  which  had  increased  in 
size  steadily  to  the  time  of  the  examination.  About 
eight  months  previously  a  growth  had  been  noticed 
about  the  anus  which  was  associated  with  a  burning 
sensation  but  no  ulceration.  The  physical  examina- 
tion revealed  enlargement  of  the  tonsils,  and  there 
was  a  loud  systolic  murmur.  The  inguinal  lymph 
glands  were  palpable.  In  the  region  of  the  clitoris 
and  involving  both  nymphae  was  a  pedunculated 
tumor  measuring  12  by  15  centimeters,  and  on  the 
right  side  of  this  tumor  an  erosion  2  by  4  centimeters, 
in  size.  The  labia  majora  were  verj'  much  thickened 
and  hard  like  pigskin.  Covering  the  entire  perineum 
and  extending  back  to,  and  including,  the  anus, 
was  a  large  cauliflower-like  red  growth  with  a  very 
slight  discharge.  The  urinary  meatus  and  vaginal 
walls  were  normal.   The  Wassermann  test  was  4-H. 

Case  2  was  that  of  an  unmarried  negro  domestic, 
19  years  of  age.  Her  family  history  was  negative 
and  she  herself  had  never  had  any  illness  of  impor- 
tance. In  the  past  year  she  had  lost  30  pounds  in 
weight.  For  the  last  three  months  she  had  had  leu- 
corrhoca.  Her  menstrual  periods  had  been  normal 
except  that  the  last  one  was  missed.  She  had  had  no 
children,  miscarriages,  or  abortions.  On  the  hard 
palate  was  an  ulceration  the  size  of  a  dime.  Eighteen 
months  previously  she  noticed  a  small  nodule  on  the 


left  side  of  the  vulva,  and  later  a  similar  swelling  on 
the  opposite  side.  Both  were  hard  and  had  contin- 
ued to  grow  up  to  the  time  of  examination.  At 
night  they  were  painful.  The  inguinal  glands  were 
palpable.  On  the  left  labium  was  a  rather  soft, 
fluctuant,  not  tender  tumor,  6  by  8  by  12  centime- 
ters in  size,  and  on  the  right,  a  similar  tumor  meas- 
uring 4  by  5  by  7  centimeters.  Between  the  two 
masses,  covering  the  labia  minora  and  the  vestibule 
and  extending  to  the  perineum,  was  an  ulcerated 
area  with  a  foul-smelling  discharge.  The  urine,  blood 
and  Wassermann  tests  were  negative. 

Case  3.  The  patient  was  a  mulatto  housewife, 
aged  2>^-  Her  family  and  personal  history  were  neg- 
ative. Thirteen  years  previously  she  had  had  ty- 
phoid (?)  fever  for  one  year  and  was  sick  two  years. 
Since  then  she  had  been  unable  to  walk  on  account 
of  contractures  of  the  flexors  of  the  toes  and  the  calf 
muscles.  She  had  not  had  any  children,  miscarriages 
or  abortions.  For  fifteen  years  she  had  had  leucor- 
rhoea.  She  denied  venereal  infection.  She  had  not 
lost  weight.  Two  years  previously  she  noticed  an 
enlargement  on  the  upper  part  of  the  external  geni- 
tals. Six  months  later  ulceration  developed  beneath 
the  tumor.  She  had  pains  of  a  burning  character 
which  were  worse  at  night,  and  was  poorly  nour- 
ished. The  inguinal  lymph  glands  were  palpable. 
The  lower  limbs  were  small  from  disuse.  Knee  jerks 
were  absent.  Growing  from  the  region  of  the  clitor- 
is was  a  tumor  5  by  7  by  10  centimeters  in  size.  Two 
smaller  growths  projected  from  the  lower  edge  to- 
ward the  vagina.  Involving  the  entire  perineum 
and  extending  out  to  the  inguinal  folds  was  an  ul- 
cerated area  with  elevated,  undermined  edges.  The 
Wassermann  test  was  5+;  the  urine  negative. 

Case  4.  The  patient,  an  unmarried  negro  nurse, 
aged  iQ  years,  had  a  negative  family  history  except 
that  her  father  and  one  aunt  had  died  of  heart  dis- 
ease. She  complained  of  nocturia,  but  denied  vene- 
real infection.  Her  menstrual  history  was  negative 
though  she  had  not  menstruated  in  the  last  three 
months.  She  had  not  had  any  children,  miscarriages 
or  abortions.  For  three  and  a  half  years  she  had  had 
leucorrhoea.  About  one  month  after  the  beginning 
of  the  vaginal  discharge,  a  severe  itching  of  the  vulva 
began  and  was  followed  by  a  sore  which  she  be- 
lieved was  due  to  scratching.  This  sore  persisted 
and  in  about  one  year  she  noticed  a  swelling  on  the 
right  side  of  the  vulva.  During  the  past  three 
months  there  had  been  a  similar  swelling  on  the  left 
side.  Between  the  two  tumors  was  an  enlarged  ulcer 
which  had  grown  from  the  first  tumor.  ( )n  examina- 
tion the  patient  appeared  older  than  her  age.  She 
had  some  oedema  of  the  eye-lids,  her  pupils  did  not 
react  to  light  or  accommodation,  and  t  here  was  an 
external  squint  in  the  left  eye  and  nystagmus.  The 
front  teeth  were  markedly  deformed.  There  was 
generalized  lymphadenopathy.  The  reflexes  were 
present  but  sluggish.  In  the  right  labium  was  a  tu- 
mor 4  by  6  by  10  centimeters  in  size,  in  the  left  a 
second  growth  about  half  as  large,  and  in  the  region 
of  the  clitoris  a  third  measuring  3  by  3  by  4  centi- 
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meters.  Beneath  the  tumors,  extending  out  on  the 
thighs  and  back  around  the  anus,  was  an  ulcerated 
area  with  elevated  edges.  This  ulcer  extended  also 
into  the  posterior  wall  of  the  vagina.  About  i  inch 
inside  the  vagina  was  a  constriction  which  admitted 
only  the  index  finger.  The  blood  showed  a  leuco- 
cytosis  of  12,000  and  a  4+  Wassermann. 

On  removal  all  tumors  were  found  to  be  vascular 
and  to  have  a  pearly  white  base  which  exuded  serum 
on  pressure.  There  was  a  thickening  of  the  surface 
epithelium  and  perivascular  infiltration.  Giant 
cells  were  present,  but  no  caseous  masses.  One  tu- 
mor contained  demonstrable  spirochajtae  pallida;. 

The  treatment  consisted  in  the  removal  of  the 
growths  and  a  plastic  covering  of  the  denuded  areas 
followed  by  vigorous  anti-syphilis  treatment. 

C.  D.  Holmes. 

MISCELLANEOUS 

Bandler,  S.  W. :  Sterility  in  Women,  with  Special 
Reference  to  Endocrine  Treatment  of  Same. 

Med.  Clin.  N.  Am.,  1919,  ii,  921. 

The  first  thirteen  pages  of  this  article  review  the 
various  phases  of  sexual  development  and  the  part 
played  by  the  internal  secretions.  The  author 
discusses  the  causes  (internal  secretions)  of  demen- 
tia precox,  postpartum  mania,  menstruation,  amen- 
orrhoca  during  pregnancy,  the  ability  to  resist 
disease,  the  bad  effect  of  the  recent  influenza  epi- 
demic on  pregnant  women,  the  phenomena  of  labor, 


the  causes  of  repeated  miscarriages,  and  the  meno- 
pause. He  comments  also  on  the  use  of  pituitrin 
during  labor,  the  recent  increased  surgical  trend  of 
obstetrics,  and  the  decreased  surgical  trend  of 
gynecology. 

He  then  comes  to  the  subject  of  the  causes  of 
sterility  in  women,  discussing  the  importance  of 
each.  The  causes  considered  include  retroflexion 
and  inflammation — he  urges  against  the  use  of  the  cu- 
rette in  this  latter  case  and  in  fact  in  most  cases — and 
cervical  obstruction.  He  suggests  that  in  looking 
for  the  cause  of  sterility  it  is  well  to  determine  the 
the  following  points:  Are  ripened  ova  given  off  or 
are  the  ovaries  cystic  (he  describes  an  operation 
which  he  uses  to  correct  the  latter  fault) ;  do  ova 
reach  the  uterus  or  are  the  tubes  closed;  if  the  ova 
reach  the  uterus  do  they  fail  to  attach  themselves 
even  though  impregnated?  He  suggests  also  that 
frequently  the  fault  is  not  the  woman's  and  that  it 
is  well  to  determine  whether  live  spermatozoa 
are  present  in  the  husband's  seminal  fluid. 

He  reviews  the  beneficial  results  of  the  use  of 
endocrine  therapy  in  a  number  of  his  cases  and  tells 
what  extract  and  how  much  of  it  he  administers. 
Endocrine  therapy  may  be  of  value  also  in  treating 
men. 

Psychoses  and  neuroses  due  to  glandular  anom- 
alies may  be  inherited  and  there  are  varying  degrees 
of  these  diseases  as  there  are  varying  degrees 
of  bodily  ailments  due  to  anomalies  of  internal 
secretion.  C.  M.  Gruber. 


OBSTETRICS 


PREGNANCY  AND  ITS  COMPLICATIONS 

Ahlstroetn,  £. :  Concerning  the  Premature  Separa- 
tion  of    the   Normally    Implanted    Placenta 

(Ueber  vorzeitige  Loesung  der  normal  sitzenden 
Placenta:  Retroplacentare  Blutung).  Nord.  med. 
Ark.,  1919,  li,  Ark.  f.  Kir.,  423. 

The  author's  material  consisted  of  82  cases  of 
premature  separation  of  the  normally  implanted 
placenta. 

PATHOLOGIC  ANATOMY 

In  premature  separation  of  the  normally  im- 
planted placenta  not  followed  by  immediate  labor 
there  is  compression  of  the  separated  part  by  the 
blood  clot.  According  to  Meyer,  the  loosened  area 
has  the  appearance  of  a  croupous  pneumonic  lung. 
If  only  a  small  area  is  loosened,  pregnancy  goes  on, 
at  least  for  a  time.  We  find  then  the  picture  of  a 
well-organized  blood  clot,  dark  red  in  color,  fre- 
quently arranged  in  layers,  covered  on  the  uterine 
side  with  decidua  and  on  the  fcetal  side  with  a 
grayish,  compact  capsule  several  millimeters  in 
thickness  consisting  of  compressed  necrotic  placental 
tissue. 

The  compression  may  be  so  severe  that  the  cover- 
ing is  as  thin  as  paper.  Small  haematomata  may  be 
accompanied  by  very  mild  or  no  symptoms  at  all. 
Because  the  surface  of  the  coagulum  is  on  the  same 
level  as  the  maternal  surface  of  the  remaining  por- 
tion of  the  placenta,  these  areas  are  frequently 
looked  upon  as  infiltrated  cotyledons.  The  author 's 
material  contained  11  cases  which  showed  coagula 
no  larger  than  a  hen's  egg.  If,  however,  larger  areas 
are  separated,  labor  sets  in  immediately  and  com- 
pression is  rarely  severe  enough  to  produce  the 
groove  or  depression  in  which  the  haematoma  forms. 
The  literature  shows  many  cases  in  which  the  com- 
pression has  lasted  for  a  longer  period  of  time,  but 
it  is  remarkable  how  few  descriptions  of  more  recent 
cases  can  be  found. 

Young  describes  as  the  earliest  change  within  the 
loosened  area  a  marked  congestion.  Microscopic 
examination  shows  congestion  of  the  villi  which  are 
packed  closely  together,  the  intervillous  spaces 
being  empty  or  filled  with  fibrin  deposits.  The  mi- 
croscopic picture  is  similar  to  that  of  red  infarct  and 
was  mistaken  for  that  by  Young.  The  author 
found  this  marked  congestion  in  two  early  cases 
in  which  it  was  possible  to  examine  the  tissue  mi- 
croscopically. The  other  cases  may  have  shown  it, 
but  as  no  microscopic  examination  was  made  it  can- 
not be  excluded  although  the  macroscopic  appear- 
ance did  not  suggest  it. 

Ahlstrom  inclines  to  the  view  of  Young  that  the 
cause  of  the  collapse  of  the  intervillous  spaces  is 
the  shutting  off  of  the  arterial  circulation  due  to  the 


separation  of  the  placenta,  the  blood  being  rapidly 
taken  up  by  the  open  veins  aided  by  the  pressure 
exerted  by  the  blood  clot. 

LOCALIZATION 

In  the  author's  material  there  were  19  cases  of 
peripheral  separation.  As  in  several  there  were 
multiple  areas,  the  total  number  of  peripheral 
separations  was  24.  Of  these,  7  involved  from  one- 
third  to  over  one-half  of  the  placenta  and  therefore 
possibly  might  have  been  central  in  origin.  In  15 
the  separation  was  central,  i.e.,  it  did  not  reach  the 
edge  of  the  placenta. 

Several  authors  emphasize  the  occurrence  of 
haemorrhages  or  apoplexies  within  the  placenta 
(also  called  red  infarcts)  which  are  generally  ac- 
companied by  retroplacental  haematomata.  If 
they  occur  in  numbers,  they  give  the  placenta  the 
appearance  called  by  Pinard  and  Rouhaud  "pla- 
centa truffe. "  and  according  to  these  authors  and 
others  are  due  to  albuminuria. 

The  diffuse  blood  suffusions  first  described  by 
Jaquemier,  large  congested  areas  in  which  the  villi 
are  separated  by  coagula,  are  also  supposed  to  be 
rather  frequently  associated  with  premature  separa- 
tion. The  author,  however,  found  none  in  13  cases 
in  which  he  examined  the  placenta. 

Hartman  has  shown  that  small  haematomata  with- 
in the  decidua  on  the  surface  of  the  placenta  are 
much  more  frequent  than  hitherto  believed.  He  found 
30  such  haematomata  in  500  placentae,  their  size  vary- 
ing from  that  of  a  small  pin  head  to  the  size  of  a  two- 
penny piece.  At  times  they  were  situated  on  the 
surface,  and  at  others  within  the  substance  of  the 
decidua.  Like  the  large  haematomata,  they  were 
never  in  communication  with  the  intervillous  spaces. 
Six  such  haematomata  were  present  also  in  67  cases 
of  premature  separation. 

The  occurrence  of  retro-  and  intraplacental 
haematomata  without  any  communication-  with  the 
intervillous  spaces  cannot  be  explained  in  any  way 
except  by  the  assumption  that  the  haemorrhage  orig- 
inated in  the  decidua  and  the  blood  was  therefore 
from  the  maternal  circulation.  Hartman  further 
holds  that  the  small  haematomata  are  the  beginning 
causes  of  the  placental  separation.  In  this  the 
author  agrees  completely  although  several  excep- 
tions to  the  rule  have  been  observed. 

ETIOLOGY 

These  retroplacental  haemorrhages  have  been 
explained  as  due  to  degenerative  changes  in  the 
decidua  or  inflammatory  changes.  The  author's 
investigations,  however,  seem  to  show  that  de- 
generation or  necrosis  in  the  decidua  is  of  very 
little  importance  in  the  premature  separation  of  the 
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normally  implanted  placenta.  His  anatomical 
studies  further  indicate  that  inflammatory  changes 
in  the  decidua  are  not  a  factor  in  the  premature 
separation.  Moreover,  the  clinical  analysis  of  his 
material  does  not  show  that  endometritis  plays 
any  rdle  in  its  production. 

During  the  past  few  years  attention  has  been 
called  to  the  occurrence  of  hsemorrhagic  infiltration 
of  the  wall  of  the  uterus  in  cases  of  premature  separ- 
ation of  the  placenta.  Infiltrated  blood  is  found  in  the 
connective  tissue  between  the  muscle  bundles  and 
only  rarely  within  them.  An  associated  cedema  is 
also  occasionally  described.  Williams  found  changes 
in  the  blood-vessels,  endarteritis  of  the  smaller 
vessels,  and  fresh  thrombi  in  the  smallest  vessels 
and  occasionally  in  larger  vessels.  Couvelaire  de- 
monstrated bursting  of  certain  venous  sinuses  but 
no  vessel  change.  Essen-MoUer  and  the  author 
also  have  been  unable  to  demonstrate  changes  in 
the  vessels. 

The  infiltration  may  extend  through  the  entire 
thickness  of  the  wall  of  the  uterus.  This  occurred 
in  10  out  of  24  cases.  Occasioi]ally  it  may  be  con- 
fined to  the  placental  site.  Frequently  it  extends  to 
the  serosa  and  gives  the  uterus  a  peculiar  appear- 
ance, smaller  or  larger  areas  of  stripes  or  confluent 
areas  of  bluish-red  color.  Ruptures  through  the 
serosa  may  occur  and  lead  to  severe  internal 
haemorrhage.  In  addition  to  this  uterine  infiltra- 
tion, there  is  occasionally  an  associated  infiltration 
of  the  broad  ligaments. 

Bar,  Essen-Moller,  and  Williams  hold  that  haemor- 
rhagic  infiltration  is  usually  but  not  constantly 
associated  with  premature  separation  of  the  nor- 
mally implanted  placenta  and  that  this  group  is 
due  to,  and  characteristic  of,  the  pre-eclamptic  state. 
Whether  this  is  true  or  not  is  difficult  to  prove  as 
opportunities  during  laparotomy  and  section  are 
relatively  rare.  The  author  found  this  intra- 
muscular bleeding  in  3  out  of  4  cases  in  which 
section  offered  an  opportunity  to  observe  th« 
condition.  He  discusses  its  etiology  in  his  considera- 
tion of  intoxication  as  a  cause  of  premature  separa- 
tion. 

Special  interest  was  taken  by  Ahlstrom  in  the 
examination  of  the  placenta  and  uterus  to  determine 
whether  from  these  local  changes  a  common  etio- 
logical factor  could  be  established.  This,  however, 
was  not  possible.  His  own  investigations  as  well 
as  those  of  others  have  shown  that  while  local 
changes  which  have  been  recently  described  also  by 
numerous  other  authors  do  occur  in  certain  cases 
they  are  not  constant  and  do  not  occur  in  the  ma- 
jority of  cases.  It  is  possible  that  in  certain 
instances  they  may  be  contributory  factors. 

The  clinical  study  of  the  material  has  led  to  the 
conclusion  that  the  cause  must  be  sought  partly  in  a 
mechanical  factor  exerted  upon  the  uterus  or 
fcetus  and  partly  in  more  directly  acting  diseases 
of  the  mother.  Among  mechanical  factors  traumata 
come  first.  These,  however,  were  soon  realized  to  be 
of  minor  importance — 2  to  3  per  cent — though  un- 


doubtedly they  are  important  factors  in  a  small 
number  of  cases.  Meyers  believes  that  a  trauma 
may  initiate  a  severe  uterine  contraction,  even 
haemorrhage  into  the  decidua.  Seitz,  however, 
believes  that  by  suddenly  increasing  the  hydraulic 
pressure  trauma  may  cause  a  bursting.  Through 
the  sudden  distention  of  the  uterine  wall,  small  or 
large  areas  of  placenta  may  become  loosened  and 
haemorrhage  result. 

According  to  Spiegelberg,  psychic  traumata  may 
produce  a  partial  contraction  of  the  placental  area. 

Traction  on  the  cord  was  formerly  held  to  be  of 
much  importance.  This,  of  course,  can  occur  only 
during  the  expulsive  stage  or  in  other  rare  instances. 
Essen-Moller,  however,  found  that  traction  on  the 
cord  will  produce  rupture  before  the  placenta  loos- 
ens. 

Sudden  evacuation  of  large  amounts  of  amniotic 
fluid  may  cause  a  premature  separation  due  to  the 
suddenly  diminished  area  of  the  placental  site  or 
sudden  rushing  of  blood  to  the  decidual  vessels 
and  their  rupture. 

In  a  few  cases  overfilling  of  the  venous  circulation 
has  been  advanced  as  a  cause.  Sudden  straining, 
severe  coughing,  heavy  lifting,  etc.,  have  been 
mentioned;  also  diseases  producing  venous  conges- 
tion. However,  care  is  necessary  in  interpreting 
such  cases  as  these  may  be  only  exciting  incidents 
whereas  the  fundamental  cause  may  be  overlooked. 

The  causes  mentioned  take  care  of  only  a  very 
small  number  of  cases  and  not  much  etiological 
significance  may  be  attached  to  them.  In  all  prob- 
ability they  are  merely  coincidences  and  in  only  a  few 
cases  the  exciting  factors. 

Considerable  importance  must  be  attached  to  the 
frequent  association  of  albuminuria,  nephritis, 
eclampsia,  and  premature  separation.  Albumin 
was  present  in  57  of  the  author's  80  cases  (71  per 
cent).  In  31  cases  (39  per  cent)  examination  of  the 
urine  showed  at  least  i  per  cent  of  albumin — 
the  arbitrary  differentiation  point  between  the 
albuminuria  of  pregnancy  and  nephritis.  This 
incidence  of  71  per  cent  is  contrasted  with  an  incid- 
ence of  24  per  cent  among  3,002  patients  delivered 
at  the  clinic  in  191 5.  It  shows  how  much  more 
frequent  albuminuria  is  in  cases  of  premature 
separation.  Thirty-nine  per  cent  of  the  patients 
had  over  i  per  cent  of  albumin  and  in  24  per  cent 
nephritis  could  be  diagnosed  positively  whereas 
in  the  general  run  of  cases  as  typified  by  the  3,002 
cases  of  191 5  the  corresponding  figures  were  only 
4.4  per  cent  and  3  per  cent  respectively.  Essen- 
Moller's  figure  for  albuminuria  in  premature  separa- 
tion, 58  per  cent,  is  also  high. 

Considerable  difference  of  opinion  exists  as  to 
the  part  toxaemia  plays  in  the  production  of  pre- 
mature separation.  Many,  however,  believe  that  it 
is  the  most  important  factor.  In  the  opinion  of  the 
author  and  others,  premature  separation,  albumin- 
uria, the  nephritis  of  pregnancy,  and  eclampsia 
are  all  consequences  of  the  same  pathologic  picture, 
i.e.,  intoxication.     Like  the  haemorrhages  into  the 
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organs  (liver,  spleen,  kidneys,  and  brain)  which  are 
common  in  eclampsia,  the  diffuse  haemorrhages  or 
infiltrations  into  the  uterine  muscle,  decidua,  etc., 
are  results  of  the  same  intoxication  causing  pre- 
mature separation.  The  effect  is  brought  about 
not  only  by  an  increased  permeability  of  the 
spongiosa  vessels  but  also  by  the  increased  blood 
pressure   incident    to   the   intoxication. 

It  cannot  be  denied  that  many  objections  may  be 
raised  against  the  intoxication  theory,  particularly 
the  objection  that  if  the  theory  is  true  premature 
separation  of  the  placenta  would  occur  more  often  in 
the  most  severe  form  of  intoxication,  i.e.,  eclampsia, 
whereas  this  is  not  the  case.  Furthermore,  pre- 
mature separation  with  even  external  haemorrhage 
has  been  observed  frequently  in  the  early  months  of 
pregnancy  when  intoxication  and  eclampsia  are 
extremely  rare. 

From  the  author's  exposition  of  the  etiology  of 
premature  separation  it  is  readily  seen  that  the 
question  is  not  definitely  solved.  His  conclusions 
may  be  summarized  as  follows: 

1.  Direct  traumata  may  cause  premature  separa- 
tion, but  are  not  a  frequent  cause. 

2.  Although  proven  in  only  a  few  cases,  it  is 
probable  that  lues  is  of  etiological  significance, 
presumably  by  causing  changes  in  the  blood-vessels, 

3.  It  is  not  probable  that  local  changes  in  the 
decidua,  degeneration,  or  inflammatory  changes  are 
of  any  importance. 

4.  Many  facts  indicate  that  the  intoxication  of 
pregnancy  which  is  the  cause  of  albuminuria, 
nephritis,  the  pre-eclamptic  state,  and  eclampsia, 
is  also  of  much  importance  in  the  production  of  pre- 
mature separation.  Von  Frankl's  view  that  every 
factor  causing  abnormal  hyperaemia,  abnormal  blood 
pressure  in  the  spongiosa  vessels,  may  lead  to 
haemorrhage  and  that  the  intoxication  causing  al- 
buminuria, nephritis,  and  eclampsia  with  increased 
blood  pressure  and  perhaps  associated  blood-vessel 
change  also  causes  the  premature  separation  is  very 
probably  correct.  It  is  probable  also  that  other 
factors  such  as  severe  trauma,  psychic  trauma, 
rapid  emptying  of  the  uterus,  especially  in  hydram- 
nion  or  twin  pregnancy,  and  cardiac  incompetence,  by 
causing  an  abnormal  hyperaemia  or  an  increase  in 
blood  pressure,  may  be  at  least  contributory. 

^  ''  '     ,'  SYMPTOMS   AND    COURSE 

According  to  DeLee,  accidental  haemorrhage 
which  usually  occurs  at  term,  may  set  in  at  any 
time  during  the  last  twelve  weeks.  In  the  author 's 
series  there  were  18  cases  before  the  last  three 
months,  among  them  2  of  the  most  severe  during 
the  sixth  month. 

Retroplacental  haemorrhages  without  symptoms 
are  frequently  overlooked  unless  a  thorough  examin- 
ation of  the  placenta  is  made.  They  are  undoubtedly 
more  frequent  than  reported.  Small  areas  no 
larger  than  a  hen 's  egg  are  separated  and  frequently 
give  rise  to  premature  labor.  Usually,  however, 
some  time  elapses  before  labor  sets  in  as  is  shown  by 


the  changes  in  the  separated  area  and  in  the  blood 
clot.  In  general,  foetal  movements  cease  some  time 
afterward  and  the  child  often  dies — 10  out  of  11 
of  the  author  series — although  perhaps  some  of 
these  deaths  were  due  to  the  associated  albumin- 
uria. .After  delivery,  evidence  of  a  premature 
separation  is  often  seen,  such  as  the  passing  of  old 
blood  and  the  immediate  delivery  of  the  placenta 
with  old  coagula. 

Meyer  states  that  whenever  a  separation  of  the 
placenta  occurs,  labor  follows  immediately,  and  this 
seems  to  be  the  common  belief.  There  have  been, 
however,  cases  of  extensive  separation  in  which  it 
did  not  begin  until  several  days  later.  The  author 
had  16  cases  in  which  labor  set  in  some  time  after 
the  separation  as  shown  by  the  haemorrhages. 
In  the  author's  remairung  55  cases  labor  followed 
the  onset  of  the  symptoms  of  separation  almost 
immediately. 

Usually  the  symptoms  begin  just  before  the  onset 
of  labor  pains.  This  and  the  fact  that  only  28  of  the 
patients  belonging  to  the  group  went  to  term, 
confirm  the  view  that  we  are  dealing  with  a  compli- 
cation of  pregnancy.'  Also  in  the  cases  in  which 
symptoms  of  separation  set  in  after  the  onset  of 
labor  pains,  it  seems  probable  that  the  separation 
was  primary  and  the  cause  of  the  onset  of  labor. 
Further  proof  of  this  is  seen  in  the  fact  that  many 
of  the  patients  of  this  group  did  not  go  to  the  cal- 
culated time  but  were  delivered  earlier. 

Cases  in  which  the  symptoms  set  in  late  during 
labor  or  toward  the  end  of  the  first  stage  of  labor 
are  a  little  different.  In  these  the  separation  must 
be  looked  upon  as  a  complication  of  labor  rather 
than  of  pregnancy.  This  is  further  corroborated 
by  the  fact  that  most  of  these  cases  occurred  at 
term,  although  small  areas  of  separation  may  have 
taken  place  without  symptoms  during  the  course  of 
the  pregnancy. 

Clinically  the  cases  may  be  divided  into  two 
large  groups:  (i)  those  with  distinct  symptoms  of 
internal  intra-uterine  haemorrhage,  and  (2)  those 
without  such  symptoms. 

The  first  group  comprises  practically  all  the  severe 
cases.  All  authors  are  agreed  that  a  patient  rarely 
shows  symptoms  of  intra-uterine  bleeding  which 
remains  occult,  that  sooner  or  later  the  haem- 
orrhage appears  externally.  The  author  had  21  pa- 
tients who  showed  distinct  symptoms  of  internal  in- 
tra-uterine haemorrhage  and  in  only  one  case  the 
haemorrhage  remained  occult  during  labor.  In  8 
of  the  21  it  remained  concealed  from  one  to 
fifteen  hours  and  most  of  these  were  severe  cases. 

Well-developed  intra-uterine  bleeding  shows  the 
classical  picture  of  premature  separation.  Fre- 
quently the  patient  who  was  previously  well 
or  had  a  history  of  albuminuria  during  pregnancy 
or  an  occasional  haemorrhage,  is  seized  with  severe 
pain  in  the  abdomen.  The  uterus  becomes  dis- 
tended and  tense,  constantly  contracted,  hard  and 
sensitive,  the  heart  tones  disappear  suddenly,  and 
in  a  short  time  there  are  definite  signs  of  anaemia. 
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If  external  haemorrhage  occurs,  it  is  frequently 
out  of  proportion  to  the  anaemia,  and  not  rarely 
the  picture  of  shock  supervenes.  Pinard  stated 
that  pain  is  rare.  The  author,  however,  found  it  a 
very  common  symptom.  The  pain  probably  is 
due  to  the  stretching  of  the  peritoneal  covering  of 
the  uterus  as  a  result  of  the  tension.  This  may  be 
so  great  that  even  rupture  of  the  muscle  and  serosa 
may  occur.  The  pain  diminishes  or  disappears 
entirely  after  a  copious  external  haemorrhage. 
Distention  of  the  uterus  beyond  its  normal  size 
is  also  a  very  common  symptom.  In  certain  cases 
the  retroplacental  haematoma  may  cause  a  bulging 
of  the  uterus  on  that  side,  the  accessory  tumor  of 
Holmes.  A  very  common  and  important  symptom 
is  the  tenseness  of  the  uterus  which  is  constantly 
contracted  and  more  or  less  sensitive.  A  change  of 
consistency  which  made  palpation  of  the  child 
impossible  occurred  in  i6  of  21  cases  of  uterine 
haemorrhage. 

Heart  tones  as  a  rule  disappear  simultaneously 
with  the  onset  of  the  symptoms  of  internal  haemor- 
rhage or  soon  afterward.  Spaeth  who  saved  the  lives 
of  2  children  by  immediate  cassarean  section  em- 
phasizes the  point,  however,  that  separation  occurs 
gradually  and  the  chances  for  saving  the  child  are 
good  if  action  is  immediate.  The  author 's  material 
does  not  substantiate  this.  Among  the  cases 
of  internal  haemorrhage,  the  haemorrhage  occurred  in 
18  before  the  patient  was  brought  to  the  hospital. 
Heart  tones  were  already  absent  in  14,  and  present 
in  4.  Of  these  4,  two  premature  children  died;  in  one 
case  the  patient  was  admitted  to  the  hospital  one 
hour  after  the  onset  of  symptoms,  two  hours  after 
the  heart  tones  disappeared,  and  the  full-term  child 
was  born  dead.  In  only  one  case  was  a  living  child 
born.  Therefore,  it  will  be  seen  that  in  21  cases 
of  internal  haemorrhage  only  one  child  was  born 
alive  and  there  was  only  one  case  in  which  an  im- 
mediate section  might  have  saved  the  child 's  life. 

The  disproportion  between  the  anaemia  and  the 
external  haemorrhage  or  the  absence  of  external 
haemorrhage  is  one  of  the  most  important  symptoms. 
The  poor  general  condition  of  the  patient  is  not  due 
to  the  anaemia  alone,  but  also  to  the  shock,  the 
peritoneal  irritation,  and  the  existing  intoxication 
of  pregnancy.  The  external  haemorrhage  is  no  indi- 
cation of  the  severity  of  the  case.  Some  patients 
may  have  only  a  serosanguinous  discharge  due  to 
the  coagulation  of  the  blood  with  expression  of  the 
serum.  This  is  held  by  some  authorities  to  be  almost 
pathognomonic.  Labor  pains  as  a  rule  are  poor 
or  entirely  absent  because  of  the  distention  of  the 
uterus  and  the  intramuscular  haemorrhages. 

During  delivery  there  is  frequently  a  simulta- 
neous expulsion  of  a  large  blood  clot  or  a  large  quan- 
tity of  fresh  blood.  Especially  in  the  larger  separa- 
tions, the  placenta  is  often  expelled  immediately 
after  the  baby.  More  rarely,  atony  of  the  uterus 
after  delivery  leads  to  severe  or  even  fatal  haemor- 
rhage. In  the  author's  21  cases  of  internal  haemor- 
rhage, 4  patients  had  atonic  postpartum  bleeding. 


In  2  instances  they  were  fatal,  and  in  one,  manual 
delivery  of  the  placenta  led  to  sepsis  and  death. 

In  the  second  large  group  of  cases,  called  by  the 
author  cases  of  "external  haemorrhage"  the  character- 
istic symptoms  of  internal  haemorrhage  are  absent 
and  the  most  important  symptom  is  an  external  haem- 
orrhage of  variable  degree.  The  author's  material 
comprised  39  cases,  but  he  believes  that  a  thorough 
examination  of  the  placenta  in  every  instance  would 
reveal  a  much  larger  number  than  hitherto  reported. 

Hofmeier  emphasizes  the  point  that  frequently 
the  haemorrhage  does  not  set  in  until  the  second  stage 
of  labor,  and  that  if  it  begins  earlier,  it  continues  after 
the  rupture  of  the  membranes.  A  disappearance  or 
weakening  of  heart  tones  also  occurs  quite  frequently 
in  this  group  of  cases;  in  certain  instances  followed 
directly  by  delivery  it  is  the  only  symptom.  The 
placenta  also  is  discharged  almost  at  once  after 
delivery  of  the  child,  and  blood  clots,  old  or  fresh, 
follow.  Atonic  postpartum  haemorrhages  are  not  so 
common  and  in  no  instance  were  they  serious  among 
the  author's  cases. 

The  question  whether  the  non-rupture  of  the  bag 
of  waters  aids  in  checking  an  internal  haemorrhage 
or  keeps  it  from  becoming  worse  has  been  repeatedly 
discussed.  Winter,  Hofmeier,  and  Engstrom  do  not 
believe  it  does.  In  the  author's  21  cases  there  was  an 
aggravation  of  symptoms  in  9  in  spite  of  non-rupture 
of  the  membrane.  Three  of  these  patients  died.  In 
8  cases  in  which  the  membranes  remained  intact  no 
aggravation  of  symptoms  occurred.  The  author 
believes  that  the  presence  of  the  bag  of  waters  does 
not  prevent  an  internal  haemorrhage.  The  incidence 
of  the  labor  pains  seems  to  play  an  important  role  here. 

Ahlstrom  also  concludes  that  symptoms  of  internal 
haemorrhage  are  not  more  frequent  in  cases  of  central 
separations,  as  is  held  by  some  authors.  Goodell, 
Holmes,  and  others  attribute  the  fact  that  the  haem- 
orrhage may  remain  internal  to  the  closure  of  the 
tract  by  some  advancing  part  of  the  child.  Several 
of  the  author's  cases  confirm  this.  Hartman  empha- 
sizes the  point  that  the  site  of  the  placenta  may  have 
considerable  bearing  upon  the  amount  of  external 
haemorrha2;e  and  points  to  a  case  in  which  the  pla- 
centa could  be  palpated  5  to  6  centimeters  from 
the  internal  os.  The  author  shows,  however,  that 
even  when  the  placenta  is  situated  low,  the  character- 
istic clinical  picture  of  premature  separation  as  well 
as  the  placental  changes  result.  He  describes  6  cases 
in  which  the  placenta  was  palpated  very  low  down. 

DIAGNOSIS 

Any  case  of  internal  haemorrhage  in  which  there  is 
a  history  of  albuminuria  and  acute  pain  in  the  abdo- 
men, sensitiveness  of  the  uterus,  increased  volume 
of  the  uterus,  tenseness  of  the  uterus  accompanied 
by  persistent  contraction  of  the  organ,  disproportion 
of  the  external  haemorrhage  to  the  amount  of  anaemia,  ■ 
and  disappearance  of  the  heart  tones,  speaks  for 
premature  separation.  Placenta  prae via  with  external 
haemorrhage  must  be  differentiated,  but  inability  to 
palpate  the  placenta  excludes  this  with  certainty. 
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Uterine  rupture  is  rare  during  pregnancy,  occurring 
as  a  rule  after  prolonged  labor.  The  general  symp- 
toms may  be  the  same,  but  palpation  of  the  child 
outside  of  the  uterus  and  internal  palpation  without 
feeling  any  part  of  the  child,  lead  to  the  correct 
diagnosis.  Hydramnion  may  simulate  the  condition 
but  is  slower  in  development  and  there  is  no  external 
haemorrhage.  An  acute  surgical  abdomen  may  also 
be  confusing,  but  here  the  pain  and  tenderness  are 
usually  confined  not  to  the  uterus  but  to  some  other 
part  of  the  abdomen.  Furthermore,  the  temperature 
and  a  disturbance  of  bowel  function  will  aid  in 
arriving  at  the  correct  diagnosis.  Moreover,  anaemia 
is  not  present  except  in  cases  of  rupture  of  an 
extra-uterine  pregnancy. 

If  no  symptoms  of  internal  haemorrhage  are  present 
only  placenta  praevia  need  be  differentiated.  Unless 
the  cervix  is  closed,  a  placenta  praevia  is  easily 
palpated.  A  placenta  which  is  implanted  low,  how- 
ever, cannot  always  be  excluded  and  it  may  be  ne- 
cessary to  observe  the  changes  in  the  placenta  after 
its  delivery  to  make  the  correct  diagnosis.  Rupture 
of  the  sinus  circularis,  although  rare,  cannot  be  di- 
agnosed with  any  degree  of  certainty,  and  neither 
can  rupture  of  velamentously  inserted  cord  vessels. 

TREATMENT 

The  author  has  previously  called  attention  to  the 
rarity  with  which  cases  of  premature  separation  with 
symptoms  of  internal  haemorrhage  and  unprepared 
soft  parts  are  obtained  for  treatment  while  the  child  is 
still  alive  so  that  immediate,  either  vaginal  or  abdom- 
inal, cesarean  section  may  save  both  it  and  the 
mother.  It  is  evident  that  a  slight  haemorrhage 
during  the  later  stage  of  labor  is  of  considerable 
importance  and  the  heart  tones  should  be  watched 
most  carefully  in  order  that  an  immediate  extraction 
may  be  done.  Except  in  such  cases  the  child  need 
not  be  considered.  All  authors  are  agreed  that  cases 
terminating  spontaneously  are  fairly  common,  due  to 
the  fact  that  the  condition  is  being  recognized  also 
in  the  milder  cases.  Of  the  author's  62  cases  in  which 
symptoms  occurred  during  labor,  3 1  in  which  nothing 
was  done  terminated  spontaneously.  However,  when 
dealing  with  cases  in  which  the  symptoms  are  urgent, 
there  are  considerable  difTerences  of  opinion  regard- 
ing the  action  which  should  be  taken. 

Tamponade  is  one  of  the  oldest  methods  of  treat- 
ment. Coclough  of  the  Rotunda  treated  43  cases  with 
tamponade  and  in  42  the  haemorrhage  ceased.  Six 
of  the  82  patients  died  and  of  these  2  were  treated 
with  tamponade.  This  was  the  only  method  of  treat- 
ment when  the  membranes  were  intact.  In  addition, 
a  firm  binder  was  applied  above  the  fundus  to  press 
the  uterus  against  the  tampon.  De  Lee  uses  a  similar 
procedure.  After  rupturing  the  membranes  and 
introducing  a  colpeurynter  into  the  uterus,  ergot  and 
pituitrin  are  given,  and  when  the  dilatation  is  consid- 
ered sufficient,  manual  dilatation  or  cervical  incision 
is  followed  by  extraction.  The  principal  objection 
to  tamponade  is  of  course  infection,  and  for  the  same 
jeason  it  is  objected  to  in  other  conditions. 


Opinions  differ  also  in  regard  to  artificial  rupture 
of  the  membranes.  Most  authors  favor  it.  Rupture 
permits  the  uterus  to  contract  and  stimulates  pains 
which  are  desirable.  Meyer  advocates  rupture 
because  in  most  instances  bleeding  ceases.  In  51 
cases  Levy-Pinard  had  28  which  terminated  sponta- 
neously, and  of  the  23  in  which  interference  of  some 
kind  was  necessary,  rupture  of  the  membranes  was 
sufficient  in  16.  The  author  had  14  cases  in  which 
the  membranes  were  ruptured  artificially  and  in  1 1 
the  result  was  favorable.  In  3,  the  symptoms  were  not 
improved,  a  fact  which  showed  that  in  severe  cases 
rupture  alone  is  not  sufliicient. 

His  conclusions  are:  the  retention  of  the  bag  of 
waters  intact  does  not  check  or  prevent  a  haemorrhage 
due  to  separation.  No  ill  effect  due  to  the  rupture 
is  observed,  and  the  stimulation  of  labor  pains  by 
rupture  frequently  hastens  delivery.  In  severe  cases, 
however,  rupture  alone  is  not  sufl5cient.  When  the 
condition  of  the  mother  is  already  serious  and  de- 
mands immediate  evacuation  of  the  uterus,  rupture 
alone  should  not  be  employed.  In  milder  cases  rupture 
of  the  bag  of  waters  should  be  followed  by  an  injec- 
tion of  pituitrin,  and  if  this  is  not  sufficient,  more 
effective  means  must  be  employed.  In  a  minority 
of  cases  still  other  methods  must  be  used  and  as  a  rule 
immediate  evacuation  of  the  uterus  is  necessary.  The 
method  to  follow  depends  upon  the  condition  of  the 
mother,  the  seriousness  of  the  symptoms,  the  con- 
dition of  the  cervix,  and  the  resources  at  hand  for 
the  physician.  The  easiest  cases,  of  course,  are 
those  in  which  the  os  is  completely  effaced  and  di- 
lated or  nearly  so.  In  such  cases  immediate  forceps 
deUvery  or  version  and  extraction  is  done,  depend- 
ing on  whether  the  head  is  fixed  or  not.  A  rapid  de- 
livery mav  also  be  indicated  for  the  welfare  of  the 
child. 

If  the  cervix  is  effaced  and  thinned  out  but  not 
sufficiently  for  delivery,  it  may  be  incised  three  or 
four  times.  The  cases  in  which  the  cervix  is  neither 
effaced  or  dilated  and  the  symptoms  do  not  improve 
after  the  rupture  of  the  membranes  are  diflScult.  In 
such  instances  it  is  necessary  to  empty  the  uterus  as 
quickly  as  possible  with  the  least  amount  of  risk  for 
the  mother  and  in  this  way  control  the  haemorrhage. 
Metreurysis,  bimanual  dilatation,  or  dilatation  with 
the  Bossi  dilator  may  be  employed.  The  first  is  the 
safer  method  and  as  apalhative  measure  may  be  used 
until  a  vaginal  caesarean  or  cervical  incision  can  be 
done  later.  When  immediate  action  is  imperative, 
abdominal  section  offers  the  best  chance  to  save  the 
life  of  the  child.  At  the  same  time  it  affords  an 
opportunity  to  examine  the  uterus  and  to  determine 
whether  tears  are  present,  whether  it  possesses  con- 
tractility, etc.    If  necessary,  it  may  be  extirpated. 

The  author  believes  that  abdominal  oesarean 
section  is  the  method  of  choice  in  cases  of  severe 
or  rapidly  developing  anaemia  when  the  cervix  is  not 
prepared  or  not  sufficiently  prepared.  In  doubtful 
cases  the  indication  for  abdominal  section  may  be 
extended  somewhat,  rather  than  Umited,  especially 
in  the  cases  of  primiparae. 
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In  atonic  postpartum  haemorrhage,  uterine  tam- 
ponade has  proved  inefficient  in  many  instances, 
and  if  the  usual  methods  of  control — hot  irrigations, 
compression  of  the  aorta,  the  Momberg  bandage, 
ergot — fail,  extirpation  of  the  uterus  should  be  done 
as  the  uterine  muscle  undoubtedly  cannot  contract. 
After  cessation  of  the  ha;morrhage,  stimulants,  salt- 
solution  infusions,  direct  blood  infusions,  etc.,  are  of 
course  indicated  here  as  elsewhere. 

Former  statistics  show  a  mortality  of  50  to  6  2 . 5  per 
cent,  proof  that  only  the  severe  cases  of  internal 
haemorrhage  were  counted.  In  the  author's  cases  the 
mortality  was  6  per  cent  or,  if  only  the  severe  cases 
are  counted,  5  out  of  21  (24  per  cent).  The  prognosis 
for  the  child  is  poor.  Fifty-eight  (70  per  cent)  of  the 
babies  in  the  author's  cases  died;  of  these  30  weighed 
less  than  2,000  grammes.  Nine  children  were  alive 
at  delivery  but  not  viable — a  total  of  67  out  of  82 
(81  per  cent).  In  21  cases  of  internal  haemorrhage 
iQ  babies  were  born  dead.  Other  authors  report 
similar  high  mortalities.  L.  A.  Juhnke. 

Gonnet,  C:  A  Case  of  Extramembraneous  Preg- 
nancy (Un  cas  do  grossesse  extra-membraneuse) . 
Rev.  mens,  de  gynec,  d'obst.,  et  de  pidiat.,  1919, 
xl,  91. 

Gonnet  states  that  only  40  cases  of  extramem- 
braneous pregnancy  are  recorded  in  medical  liter- 
ature. He  reports  the  case  of  a  para-III,  aged  29 
years,  who  came  to  the  hospital  in  the  seventh 
month  of  pregnancy  with  the  diagnosis  of  placenta 
praevia.  The  foetus  was  presented  by  the  breech. 
Continuous  hydrorrhoea  or  hydrohaematorrhoea  made 
it  very  difficult  to  decide  between  a  diagnosis  of 
decidual  hydrorrhoea  with  endometritis  or  an  am- 
niotic hydrorrhoea  with  an  extramembraneous 
foetus.  The  woman  came  to  labor  within  a  few 
weeks,  a  foetus  of  1,450  grams  being  expelled  by 
the  breech.  The  child,  which  was  normally  formed, 
died  within  three  hours  of  birth.  The  placenta 
was  normal  and  inserted  marginally.  The  mem- 
braneous sac  was  quite  reduced  compared  to  the 
volume  of  the  foetus.  Near  its  orifice  it  was  rigid  and 
cicatricial  and  had  evidently  ruptured  many  weeks 
before.  The  two  membranes,  amniotic  and  chorion- 
ic, had  both  ruptured  at  the  same  time  and  the 
foetus  had  continued  to  live  outside  of  them. 

The  points  to  which  the  author  directs  attention 
are:  (i)  the  notable  volume  of  the  foetus,  1,450 
grams;  (2)  the  absence  of  any  malformation; 
and  (3)  the  confusion  of  the  condition  before 
labor  with  placenta  praevia. 

In  extramembraneous  pregnancy  the  diagnosis 
depends  upon  the  presence  of  both  hydrorrhoea  and 
haematorrhoea.  W.  A.  Brennan. 

Farmer,  G. :  A  Case  of  Myomectomy  during  Preg- 
nancy.  Med.  J.  Australia,  1919,  i,  384. 

Mrs.  I.,  a  primipara,  aged  31,  who  had  been  preg- 
nant for  three  months,  complained  of  intense  pain  in 
in  the  right  iliac  region  with  constipation  which 
had  continued  for  about  fourteen  months. 


On  external  palpation  there  was  felt  in  the  right 
iliac  region  an  elastic  tumor  the  definition  and 
characteristics  of  which  were  obscured  owing  to 
the  extreme  tenderness.  On  vaginal  examination 
the  fundus  uteri  could  be  felt  pushed  to  the  left 
and  well  above  the  pelvic  brim.  Through  the 
right  fornix  a  tumor  was  palpated  which  caused 
great  pain  on  manipulation. 

The  abdomen  was  opened.  The  tumor  was 
easily  delivered  through  the  wound  and  proved 
to  be  a  non-pedunculated  myoma  growing  from 
the  anterior  surface  of  the  right  cornu  of  the  uterus. 
There  were  no  adhesions.  The  condition  of  the 
uterus  showed  that  the  patient  had  been  pregnant 
fully  three  months.  The  peritoneum  was  incised 
around  the  tumor  3.75  centimeters  from  the  base, 
and  a  cuflf  carefully  stripped  away.  The  whole 
mass  was  then  easily  shelled  out  with  a  blunt 
dissector.  A  fairly  deep  crater  was  left,  but  the 
uterine  cavity  was  not  encroached  upon.  The 
muscular  walls  were  closed  by  mattress  sutures  and 
the  peritoneal  cuff  inverted.  The  growth  removed 
weighed  425  grams.  The  patient  made  a  perfect 
recovery  and  pregnancy  continued.  Labor  was 
induced  at  the  end  of  the  seventh  month.  The 
patient  was  delivered  of  a  healthy  boy  weighing 
3,300  grams.  The  puerperium  was  normal  and 
there  has  been  no  trouble  since.  F.  H.  Harms. 

LABOR  AND  ITS   COMPLICATIONS 

Schwaab:  The  Use  of  Pituitary  Extract  in  Obstet- 
rics (Emploi  de  I'extrait  d'hypophyse  en  obste- 
trique).   Presse  mid.,  Par.,  1919,  xxvii,  299. 

While  pituitary  extract  is  of  value  in  the  treat- 
ment of  uterine  inertia  in  the  course  of  labor,  its 
use  to  provoke  labor  is  absolutely  improper.  It  has 
no  effect  in  activating  an  abortion  in  progress  nor 
does  it  assist  in  the  expulsion  of  a  retained  placenta 
in  abortion.  In  all  of  these  cases  the  uterine  muscu- 
lature is  too  weak  to  be  influenced  by  the  extract. 

The  author  is  of  the  opinion  also  that  pituitary 
extract  should  not  be  employed  during  the  period 
of  delivery  at  term.  Generally  it  has  no  effect  when 
delivery  is  delayed  because  of  uterine  atony  without 
haemorrhage;  in  such  cases  it  even  tends  to  dis- 
turb normal  contractions  and  to  produce  instead 
contractions  of  Bandl's  ring  with  incarceration  of 
the  placenta.  When  there  is  haemorrhage  at  the 
time  of  delivery,  pituitary  medication  should  yield 
to  other  methods. 

In  the  csesarean  operation  Schwaab  believes  that 
ergot  is  preferable  to  pituitary  extract  to  stimulate 
uterine  contraction. 

In  postpartum  urinary  retention,  however,  the 
indication  for  the  use  of  pituitary  extract  is  clear. 
In  numerous  cases  the  contractions  of  the  bladder 
are  stimulated  and  catheterization  is  avoided. 

Schwaab  has  never  observed  any  inconvenience 
with  the  use  of  weak  subcutaneous  injections  of 
pituitary  extract,  but  heavy  doses  and  intravenous 
injections  are  apt  to  cause  nausea,  delirium,  cir- 
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culatory  lipothymia,  etc.,  in  the  patient  and  circula- 
tory disturbances  and  apncra  in  the  fcttus.  An- 
other effect  which  many  authors  ascribe  to  pituitary 
extract  is  tetanization  of  the  uterus  either  during 
labor  or  delivery.  In  Schwaab's  opinion,  however, 
this  complication  is  exceptional  when  the  doses 
given  are  weak.  W.  A.  Brennan. 

Ippolito,  A.:  Remarks  upon  the  Frequency  of 
Shoulder  Presentations  (Considerazionc  sulla 
frequenza  delle  presentazione  di  spalla).  Gazz.  d. 
osp.,  1919,  xl,  137. 

The  statistics  in  regard  to  the  frequency  of  shoul- 
der presentation  in  obstetrics  varies  in  different 
countries  as  shown  in  the  following  figures  compiled 
by  Cuzzi:  Italy,  1.40  per  cent;  Austria,  0.71  per 
cent;  France,  0.66  per  cent;  Belgium,  0.59  per  cent; 
Germany,  0.58  per  cent;  England,  0.36  per  cent; 
and  United  States,  0.35  per  cent. 

In  the  author's  twenty  years  of  professional  life 
in  Sicily  he  saw  a  shoulder  presentation  in  only  12 
of  a  total  of  10,000  labors  (0.12  per  cent). 

In  seeking  the  cause  of  the  variations  in  the 
frequency  of  shoulder  presentations  in  different 
countries  Ippolito  found  that  the  explanation 
must  be  sought  in  ethnical  and  anthropologic 
differences,  especially  in  the  dimensions  of  the 
xiphoid-pubic  space  in  the  different  races.  In  other 
words,  the  frequency  of  shoulder  presentations 
varies  inversely  as  the  mean  stature  of  the  race. 
The  Italian  mean  stature  is  162  centimeters,  while 
that  of  the  Anglo-Saxon  in  Britain  and  North 
America  is  about  1 73  centimeters.  Corresponding  dif- 
ferences are  observed  also  in  the  mean  xiphoid-pubic 
diameter  measured  from  the  base  of  the  ensiform 
to  the  upper  edge  of  the  symphysis  pubis. 

The  conclusions  reached  by  Ippolito  are: 

1.  The  frequency  of  shoulder  presentations 
among  different  peoples  varies  inversely  as  the  mean 
stature.  As  the  mean  stature  increases  the  fre- 
quency is  less. 

2.  The  great  frequency  of  shoulder  presentations 
among  Italians  as  compared  with  other  peoples  is 
explained  by  the  above  law. 

3.  The  very  marked  rarity  of  such  presentations 
noted  in  one  part  of  Sicily  (Barrafranca),  in  appar- 
ent contradiction  to  the  above  law,  is  explained 
by  ethnical  and  anatomical  factors.  In  these 
people,  who  on  the  average  are  of  low  stature,  the 
xiphoid-pubic  line  measures  more  than  in  races 
which  are  much  taller. 

4.  The  measurement  of  the  xiphoid-pubic  line  is 
very  important  and  in  obstetrics  ought  to  be  con- 
sidered nearly  as  important  as  the  pelvic  dimensions. 

5.  Obstetrics  ought  to  follow  the  general  tendency 
of  the  present  day  in  according  supreme  importance 
to  methods  of  prophylaxis.  Shortening  of  the 
xiphoid-pubic  line  is  evidence  of  pelvic  inclination 
which  may  be  the  cause  of  abnormal  presentation, 
and  timely  correction  of  such  inclination  may  obvi- 
ate danger  for  both  the  mother  and  the  child. 

W.  A.  Brennan. 


MISCELLANEOUS 

Oastler,  F.  R.:  Some  Recent  Developments  in  Ob- 
stetrics.  Am.  J.  Obst.,  1919,  Ixxix,  659. 

Today  obstetrics  is  a  surgical  procedure  taught 
under  the  general  principles  of  surgery,  belonging 
to  the  department  of  surgery,  and  enjoying  the 
careful  technique  given  the  surgical  operation. 
With  the  assumption  of  this  surgical  position  in 
obstetrics  has  come  about  the  antepartum  care  of 
obstetrical  patients  both  in  the  hospital  and  private 
practice. 

Modern  antepartum  care  may  be  summarized  as 
follows  :  (i)  the  care  of  the  mother,  (2)  a  thorough 
examination  of  the  pelvis,  (3)  a  printed  card  given 
each  patient  which  details  instructions  as  to  habits, 
exercise,  sleep,  abnormal  symptoms,  the  adjust- 
ment of  the  corset,  the  examination  of  the  urine, 
etc.,  (4)  accurate  bi-weekly  examination  of  the 
urine,  (5)  methods  for  ameliorating  the  vomiting 
of  pregnancy,  and  (6)  the  determination  of  the 
blood-pressure. 

The  author  mentions,  in  order  to  condemn,  so- 
called  appointment  obstetrics,  a  procedure  con- 
ceived more  for  the  convenience  of  the  accoucheur 
than  for  the  safety  of  the  patient.  When  once  a 
bag  is  introduced,  the  vaginal  route  is  exposed  to 
possible  infection,  and  if  other  measures  have  to  be 
taken  later,  caesarean  section,  forceps,  or  version, 
a  natural  labor  is  made  dangerous.  The  induction 
of  labor  by  bags  is  an  extremely  useful  procedure 
when  indicated,  but  only  when  indicated,  and  the 
convenience  of  the  mother  and  physician  is  not 
an  indication.  The  baby  has  some  right  in  the 
matter. 

Rectal  instead  of  vaginal  examinations  are 
rapidly  growing  in  popularity.  Experience  has 
shown  that  internes  readily  acquire  the  necessary 
sense  of  touch  to  determine  the  presentation,  and 
position  of  the  child  and  the  condition  of  the  cervix. 

In  order  to  avoid  severe  laceration  as  far  as 
possible,  the  operation  of  episiotomy  has  come  into 
favor  and  justly  so.  Caesarean  section  has  also 
taken  its  proper  place  among  the  common  surgical 
procedures  of  the  day.  It  has  supplanted  accouche- 
ment force  and  high  forceps  in  most  cases  and  the 
operation  of  version  in  many. 

That  the  obstetrical  patient  of  today  is  better 
cared  for  than  formerly  is  emphasized  particularly 
in  the  gynecological  clinics  where  it  is  a  matter  of 
common  knowledge  that  obstetrical  injuries  re- 
quiring repair  are  far  less  common  than  formerly 
and  that  the  after-care  of  the  patients  has  much 
to  do  with  this. 

Bearing  children  is  woman's  most  glorious  work, 
but  also  the  most  serious.  Consequently  it  is  her 
right  to  be  safeguarded.  With  obstetrics  considered 
to  be  a  surgical  procedure  and  with  the  introduction 
of  proper  care  before  and  after  childbirth,  mortality 
and  morbidity  will  be  lowered  and  physicians  will 
receive  better  compensation  for  better  work. 
Moreover,  when  the  laity  understands  the  benefits 
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derived,  the  physician's  compensation  will  be  given 
gladly  and  the  careless  physician  and  midwife  will 
be  in  far  less  demand,  possibly  even  cease  to  exist. 

Edward  L.  Cornell. 

Taylor,  R.:  The  Measurements  of  250  Full-Term 
New-Bom  Infants.  Am.  J.  Dis.  Child.,  1919,  xvii, 
353- 
Taylor  has  made  an  elaborate  series  of  measure- 
ments of  new-born  infants.  A  total  of  250  infants, 
125  of  each  sex,  were  measured  without  attempt 
at  selection  other  than  that  the  babies  were  normal 
and  born  at  term.  No  infant  was  measured  before 
the  second  day  nor  later  than  the  tenth,  the  pur- 
pose being  to  allow  birth  traumata  to  subside  and 
to  forestall  changes  due  to  extra-uterine  growth. 
The  following  measurements  were  taken:  (i) 
total  length  from  the  vertex  to  the  sole;  (2)  head 
and  neck  height  —  the  distance  from  the  plane  of 
the  vertex  to  that  of  the  shoulder;  (3)  distance 
between  the  plane  of  the  vertex  and  that  of  the 
navel;  (4)  sitting  height  —  the  distance  between 
the  plane  of  the  vertex  and  that  of  the  tuber  ischii; 
(5)  arm  length  from  the  acromion  to  the  tip  of  the 
second  finger;  (6)  hand  length,  from  the  fold  at 
the  base  of  the  hand  to  the  tip  of  the  second  finger; 

(7)  leg  length,  from  the  great  trochanter  to  the  heel; 

(8)  foot  length,  from  the  heel  to  the  tip  of  the  toes; 

(9)  intertrochanteric  diameter;  (10)  hip  breadth 
—  greatest  distance  between  iliac  crests;  (11) 
shoulder  breadth  —  distance  between  tissues  over- 
lying the  humeral  tuberosities;  (12)  chest  circum- 
ference at  nipples;  (13)  occipitofrontal  circumfer- 
ence; (14)  span  —  distance  from  finger  tip  to  finger 
tip  with  arms  spread;  (15)  trunk  length  —  the  dis- 
tance from  the  plane  of  the  vertex  to  the  plane  of 
the  tuber  ischii;  and  (16)  head  height — the  distance 
between  the  plane  of  the  vertex  and  the  plane  of 
the  foramen  magnum,  the  latter  being  determined 
by  extending  a  line  from  the  external  canthus 
through  the  middle  of  the  ear  to  the  occipital 
region. 

The  apparatus  used  consisted  of  a  rectangular 
baseboard  having  sideboards  at  two  edges  accurate- 
ly fitted  so  as  to  make  an  angle  of  90  degrees  with 
the  baseboard.  The  baseboard  was  covered  with 
ruled  millimeter  paper  over  which  was  tacked  a 
sheet  of  celluloid.  Distances  in  centimeters  from 
the  sideboards  were  marked  in  ink  on  the  milli- 
meter paper.  The  infant  was  laid  on  the  celluloid 
sheet  with  his  head  held  firmly  against  one  side- 
board while  his  left  shoulder  touched  the  other. 

As  regards  individual  variation,  the  spread  of  the 
arms  was  as  long  or  longer  than  the  body  length  in 
81  boys  and  82  girls,  65  per  cent  of  total.  The  head 
circumference  was  greater  than  that  of  the  chest  in 
119  boys  and  1 20  girls.  The  trunk  length  was  great- 
er than  the  arm  length  in  119  boys  and  123  girls, 
and  greater  than  the  leg  length  in  1 23  boys  and  1 24 
girls.    The  arm  length  exceeded  the  leg  length  in  1 1 1 


boys  and  107  girls.  In  the  boys  the  midpoint  of 
the  body  lay  at  or  above  the  navel  in  114,  and 
below  it  in  11,  the  extreme  figures  being  32  milli- 
meters above  and  10  millimeters  below.  It  was 
at  or  above  the  navel  in  100  girls  and  below  it  in 
25.  The  individual  measurements  which  form  the 
basis  of  this  paper  have  been  placed  on  file  in  the 
Wistar  Institute  of  Anatomy,  H.  K.  Gibson 

Smith,  T.:  A  Characteristic  Localization  of  the 
Bacillus  Abortus  in  the  Bovine  Foetal  Mem- 
branes.   /.  Exper.  M.,  1919,  xxix,  451. 

While  making  a  study  of  the  diseased  membranes 
in  cases  of  the  infectious  abortion  of  cattle,  the 
writer  came  upon  a  peculiar  and  characteristic 
habitat  of  bacillus  abortus  Bang,  i.  e.,  the  epithelial 
covering  of  the  chorion. 

This  layer  of  cells  which  faces  the  epithelial 
covering  of  the  uterine  mucosa  and  is  in  intimate 
contact  with  it  covers  the  intercotyledonous  areas 
of  the  chorion  and  is  continuous  with  the  epithelium 
of  the  villosities  of  the  cotyledons  which  dip  into 
the  depression  of  the  maternal  caruncles.  The  cells 
vary  somewhat  in  height.  The  vesicular  nucleus 
is  round  or  oval  in  outline  and  the  chromatin 
appears  as  minute  spheres  against  the  nuclear 
membrane,  i  m  in  size.  The  free  border  of  the 
cytoplasm  is  seen  frequently  in  the  form  of  blunt 
finger-like  or  conical  projections  which  give  the 
surface  a  fimbriated  appearance.  In  the  specific 
infectious  disease  of  the  foetal  membranes  these  cells, 
either  individually  or  in  series,  are  densely  filled 
with  minute  bacilli.  The  invasion  is  recognizable 
under  a  low-power  microscope  in  that  the  cytoplasm 
of  the  affected  cell  assumes  a  blue  color  when  the 
section  is  stained  in  eosin-methylene  blue.  High- 
power  magnifications  resolve  this  tint  into  fine, 
short,  rod-like  bodies.  The  bacilli  do  not  lie  on  the 
cell  or  in  the  ectoplasm,  but  fill  the  body  entirely. 
When  the  microscope  is  raised  or  lowered  the  cyto- 
plasm appears  filled  in  all  optical  sections. 

The  authors  believe  that  the  significance  of  this 
invasion  of  the  chorionic  epithelium  from  the  stand- 
point of  pathogenesis  cannot  be  properly  evaluated 
until  a  more  complete  history  of  the  successive 
localizations  of  bacillus  abortus  has  been  obtained. 
It  is  safe  to  assume  that  this  particular  cell  para- 
sitism is  but  one  of  a  series  of  localizations  and 
centers  of  multiplication  in  the  foetal  membranes 
although  evidence  points  to  it  as  perhaps  the  earliest 
stage  in  which  by  rapid,  unchecked  multiplication 
the  organism  gains  a  considerable  advantage  over 
the  host.  The  local  destruction  of  an  epithelial 
covering  by  an  infecting  agent  when  other  miscel- 
laneous infecting  agents  are  absent  may  or  may  not 
be  of  much  importance,  for  it  depends  upon  the 
regenerative  activity  of  the  epithelium,  the  tendency 
to  the  gathering  of  injurious  transudates,  and  the 
toxic  substances  associated  with  the  bacilli. 

G.  E.  Beilby. 
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ADRENAL,  KmNEY,  AND  URETER 

O'Gonnell,  A.  E.:    Roentgenography  of   the  Kid- 
neys. Boston  M.  &  S.  J.,  1919,  clxxx,  495. 

The  author  covers  the  subject  of  renal  calculus 
very  thoroughly.  He  believes  that  all  calculi,  except 
those  of  pure  uric  acid,  can  be  demonstrated  on  a 
plate  of  proper  quality. 

In  the  detailed  discussion  of  the  differential 
diagnosis  of  renal  calculus  special  stress  is  laid  on 
the  differentiation  from  gall-stones. 

Pyelography  should  be  used  when  renal  tumor  or 
hydronephrosis  is  suspected. 

The  roentgen  diagnosis  of  tuberculosis  of  the 
kidney  can  be  made  only  in  cases  which  show 
calcified  masses  in  the  kidney  shadow. 

W.  A.  Evans. 

Judd,  E.  S. :  Papillary  Tumors  of  the  Pelvis  of  the 
Kidney.  J. -Lancet,  1919,  xxxix,  247. 

The  author  reviews  the  literature  of  papillary 
tumors  of  the  kidney  and  renal  pelvis  and  reports 
three  very  interesting  cases. 

In  the  first  case  papillomata  were  found  in  the 
bladder  nine  months  after  a  nephrectomy.  Most 
of  them  bulged  from  the  left  ureteral  orifice  but 
there  was  one,  apparently  a  graft,  which  was  im- 
planted on  the  base  of  the  bladder  near  the  urethra. 
The  histology  of  the  papilloma  of  the  kidney  and 
those  in  the  bladder  was  identical. 

The  diagnosis  of  this  condition  cannot  be  made 
definitely  until  operation.  However,  the  possible 
presence  of  an  adenoma  of  papillary  type  should  be 
considered  when  there  is  pain  in  the  region  of  the 
kidney  extending  to  the  loin,  rapid  emaciation,  a 
palpable  tumor,  and  haematuria. 

The  treatment  is  nephrectomy  and  complete 
ureterectomy.  J.  S.  Eisenstaedt. 

BLADDER,  URETHRA,  AND  PENIS 

Lewis,  B. :   Some  Phases  of  Operative  Cystoscopy. 

Internal.  J.  Surg.,  1919,  xxxii,  129. 

The  author  summarizes  the  value  of  operative 
cystoscopy  and  the  use  of  radium,  intensive  X-ray 
treatment,  and  fulguration  in  cases  of  carcinom- 
atous growths  of  the  bladder. 

Conditions  requiring  such  instrumentation  in- 
clude chiefly  obstructive  processes  at  the  neck  of 
the  bladder,  vesical  growths  and  foreign  bodies, 
including  stone,  and  ureteral  constrictions  and 
calculi. 

Two  cases  of  carcinomatous  tumor  of  the  bladder 
treated  successfully  with  radium  and  fulguration 
are  reported: 

Case  I  was  that  of  a  woman  54  years  of  age  who 


complained  of  unduly  frequent  and  painful  urination 
associated  with  haematuria  which  had  continued 
for  three  years.  Cystoscopy  showed  the  presence 
of  a  villous  papilloma  on  the  left  wall  of  the  bladder 
including  the  left  ureteral  orifice.  The  patholog- 
ical examination  of  a  piece  of  tumor  tissue  showed 
it  to  be  a  well-defined  malignant  papilloma. 

The  growth  was  treated  with  electric  fulguration 
(bipolar  current)  and  a  week  later  with  twelve  hours 
of  50  milligrams  of  radium  element  which  was 
repeated  in  three  months. 

Shortly  after  the  last  radium  treatment  cysto- 
scopy showed  that  a  small  ulcerated  area  was  all 
there  was  left  of  the  former  growth.  At  this  time, 
however,  another  small  tumor  was  seen  anterior  to 
the  site  of  the  older  growth.  This  also  was  fulgu- 
rated and  about  a  month  later  the  vesical  mucosa 
was  found  to  be  absolutely  clear  of  all  evidence  of 
both  tumor  and  ulceration.  Apparently  there  had 
been  complete  restoration  of  health,  both  local  and 
general.  Subsequent  reports  received  after  two 
years  have  indicated  a  continuation  of  this  satis- 
factory outcome. 

Case  2  was  that  of  a  woman  who  weighed  only 
95  pounds  and  who  was  apparently  in  the  last 
stages  of  decline.  Lancinating  pain  demanded  the 
hypodermic  injection  of  i^  grains  of  morphine 
daily.  The  bladder  was  two-thirds  fuU  of  a  car- 
cinomatous growth.  Similar  treatment  to  that 
used  in  the  first  case  gradually  and  progressively 
reduced  the  tumor  to  a  mere  ulcerated  area  the 
size  of  the  finger  nail.  Coincidently  there  was  a 
general  improvement  in  the  patient's  health  and 
her  weight  increased  to  135  pounds. 

In  these  cases  50  milligrams  of  the  radium  element 
was  applied  in  a  capsule  enclosed  in  a  black  rubber 
cover  to  which  was  attached  an  ordinary  rubber 
catheter  for  introduction.  The  exposures  lasted 
from  eight  to  ten  hours  and  were  repeated  twice  or 
three  times  according  to  the  reaction  obtained. 

In  the  author's  opinion,  the  radium  and  X-rays 
weaken  the  resistance  of  the  growths  and  in  this 
way  make  them  more  amenable  to  the  direct 
assaults  of  fulguration. 

Prostatic  carcinoma  offers  distinctly  less  oppor- 
tunity for  cystoscopic  therapj'^  and  limits  the  sur- 
geon to  three  measures  which,  though  not  present- 
ing any  certainty  of  permanent  relief,  in  numerous 
instances  afford  a  surprising  and  extended  immunity 
from  suffering. 

By  suprapubic  prostatectomy  most  of  the  car- 
cinomatous tissues  and  obstructing  material  can 
be  removed,  leaving  a  good  channel  for  urination. 
During  and  after  convalescence  from  the  operation, 
prophylactic  measures  against  the  return  of  the 
growth  should  be  taken.     These  consist  of  the  ap- 
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plication  of  the  radium  clement  or  emanation 
through  the  suprapubic  wound  and  successive 
exposures  to  intensive  X-ray  treatment. 

Foreign  bodies  in  the  bladder,  such  as  hairpins, 
pieces  of  straw,  etc..  may  be  grasped  and  removed 
by  means  of  the  operating  cystoscope  and  appropri- 
ate accessories.  Success  in  removing  calculi  depends 
mainly  on  their  size  and  density.  When  they  arc 
small  or  of  such  soft  and  phosphatic  material  as  to 
make  them  fragile,  they  may  be  reduced  by  success- 
ive bites  with  the  bullet  forceps  to  a  size  which  per- 
mits their  removal  through  the  sheath  of  the  cysto- 
scope or  even  by  dragging  them  together  with  the 
sheath  telescope  and  forceps. 

In  cases  of  contracture  at  the  vesical  neck  an 
operative  measure  which  has  given  much  satisfac- 
tion is  the  use  of  the  electro-incisor.  This  is  of 
value,  however,  only  in  the  contracture  form  of 
prostatic  obstruction  and  is  not  supposed  to  supplant 
prostatectomy  which  is  demanded  in  cases  of  hyper- 
trophic obstruction.  Actuated  by  the  d'Arsonval 
(bipolar)  current,  it  is  capable  of  burning  a  deep 
groove  through  the  offending  ring  at  the  neck  of 
the  bladder  under  the  direct  vision  of  the  operator. 
The  following  case  reports  illustrate  its  use: 

Case  I.  The  patient  was  a  man  64  years  of  age. 
On  admission  for  treatment  it  was  found  that  the 
bladder  had  been  drained  by  means  of  a  catheter 
introduced  through  a  suprapubic  puncture  a  month 
previously.  The  low  specific  gravity  of  the  urine 
and  the  small  phthalein  output  indicated  that  the 
kidneys  were  involved  and  any  radical  measure 
would  be  dangerous. 

The  drainage  was  continued  by  the  author 
by  means  of  a  catheter  in  the  urethra  which  was 
well  borne.  When  sufficient  recuperation  had  been 
attained,  the  prostatic  incisor  was  used,  the  deep 
growth  being  burned  through  the  neck  of  the 
bladder  posteriorly.  There  was  no  haemorrhage, 
chill,  or  fever.  The  results  were  striking.  Three 
days  after  the  operation  the  patient  was  able  to 
pass  urine  in  a  fine  stream,  emptying  the  bladder. 
This  operation  was  performed  in  October,  191 7,  and 
prostatectomy  has  not  been  considered  since. 

Case  2  was  a  case  of  contracture  of  the  neck  of 
the  bladder  with  marked  infection  and.  symptoms 
of  uraemia.  The  patient  was  a  man  aged  60  who 
complained  of  excessive  frequency  of  efforts  at 
urination.  The  urine  was  decreased  in  quantity, 
highly  colored,  very  clouded  with  pus,  and  contained 
some  blood.  The  residual  urine  amounted  to  from 
7  to  12  ounces.  No  enlargement  of  the  prostate 
was  apparent  on  rectal  palpation  or  cystoscopic 
examination.  The  urinary  obstruction  and  resid- 
uum continued  in  spite  of  repeated  postureteral 
dilatation  and  irrigation.  Fulguration  with  the 
prostatic  incisor  was  then  resorted  to.  There  was 
no  reaction,  chill,  or  fever,  and  the  patient  has  had 
no  urinary  trouble  in  the  past  year. 

Case  3.  The  patient  was  a  man  aged  55  years. 
For  two  years  there  had  been  undue  frequency  of 
urination.    At  the  time  of  examination  the  bladder 


was  distended  and  contained  26  ounces  of  residual 
urine.  The  prostate  was  normal,  and  there  were 
no  signs  of  tabes  or  lues.  Cystoscopy  revealed 
that  there  was  a  contracture  at  the  neck  of  the 
bladder. 

The  fulguration  with  the  prostatic  incisor  was 
done  and  repeated  three  times  during  the  following 
month.  Since  then  the  patient  has  recovered  his 
good  health  and  urination  has  been  normal.  Repeated 
tests  have  shown  that  the  residual  urine  amounts 
to  only  from  ^  to  i  ounce. 

Case  4  was  that  of  a  man  aged  70  years  who 
complained  of  undue  frequency  of  urination  which 
had  continued  for  the  past  two  years.  Examination 
failed  to  show  hypertrophy  but  contracture  of  the 
vesical  neck  was  indicated.  There  was  residual 
urine  in  amounts  varying  from  3  to  5  ounces. 
Dilatation,  massage,  and  irrigation,  resulted  in  only 
temporary  improvement.  The  constricted  vesical 
neck  was  then  fulgurated  with  the  incisor,  this 
treatment  being  repeated  four  times.  Urination 
finally  became  free,  easy,  and  markedly  less  frequent. 
There  was  no  residual  urine.  The  favorable  con- 
dition has  continued. 

The  conclusion  from  these  cases  is  that  in  ap- 
propriate conditions,  particularly  contracture  with- 
out prostatic  hypertrophy,  electric  fulguration 
offers  a  safe  and  sane  method  of  enlarging  the 
cervical  urethral  outlet  for  better  urinary  drainage 
and  is  without  attendant  danger  from  bleeding, 
sepsis,  and  other  objectionable  consequences. 

General  anaesthesia  is  never  necessary.  Local 
anaesthesia  is  induced  by  sacral  injection  (caudal 
anaesthesia)  or  by  the  direct  application  of  a 
local  anaesthetic  through  the  author's  urethral  de- 
positor. 

Fulguration  to  obtain  a  deep  groove  that  widens 
the  outlet  may  be  repeated  when  necessary. 

The  author  reports  an  interesting  case  of  the 
use  of  cystoscopy  in  diverticulum  of  the  blad- 
der. The  patient  was  a  man  73  years  of  age  who 
for  ten  years  had  had  accumulating  "bladder 
troubles."  Previously  a  suprapubic  prostatectomy 
had  been  performed  but  without  a  preliminary 
cystoscopy.  Although  the  suprapubic  wound 
healed  satisfactorily,  there  was  no  relief  from  the 
"bladder  trouble." 

When  examined  by  the  author,  it  was  found  that 
8  ounces  of  residual  urine,  rank  and  decomposed, 
was  left  after  voluntary  urination.  Cystoscopy 
showed  the  orifice  of  a  large  diverticulum.  A  radio- 
gram made  after  the  injection  of  a  1 5  per  cent  sodium 
bromide  solution  showed  the  presence  of  an  adven- 
titious sac  with  a  cavity  fully  as  large  as  the  cavity 
of  the  bladder. 

Suprapubic  removal  of  this  sac  was  followed  by 
prompt  recovery  and  entire  relief  from  further 
symptoms. 

In  discussing  ureteral  stricture  the  author  cites 
two  cases  as  object  lessons  of  the  results  of  incorrect 
diagnosis.  In  the  first  case  the  postmortem  examin- 
ation showed  destruction  of  the  kidney  due  to  the 
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obstruction,  backward  pressure,  infection,  and  sup- 
puration which  had  been  induced  by  the  stricture 
of  the  ureteral  orifice.  The  second  case  was  that  of 
a  man  who  had  been  more  or  less  of  an  invalid  for 
fifteen  years,  subject  to  chills  and  fever  for  long 
periods,  and  treated  for  malaria,  tuberculosis,  and 
"latent  gonorrhoea"  without  success.  Cystoscopy 
showed  yellow  pus  oozing  through  the  wall  of  the 
bladder  at  a  point  where  the  left  ureteral  orifice 
ought  to  be.  No  urine  was  at  any  time  obtained 
from  that  side.  After  several  examinations  it  was 
proved  that  the  left  kidney,  instead  of  being  a  solid 
tumor,  was  an  enormous  pus  sac,  tense  and  rigid 
and  absolutely  beyond  any  functional  capability. 
On  nephrectomy  no  cause  for  the  destruction  could 
be  found  beside  the  pinpoint  constriction  at  the 
ureteral  orifice.  Removal  of  the  kidney  was  fol- 
lowed by  complete  recovery  of  the  general  health. 

The  author  then  discusses  cases  of  ureteral  stone. 
When  the  stone  is  blocked  higher  up  in  the  ureter 
the  first  endeavor  after  the  establishment  of  the 
diagnosis  should  be  to  dilate  the  ureter  below  the 
stone.  Before  this  is  thoroughly  accomplished,  it  is 
decidedly  bad  judgment  to  try  to  grasp  the  stone 
in  order  to  remove  it  directly. 

While  the  method  of  direct  removal  with  the 
forceps  may  seem  more  gratifying  to  the  patient, 
success  is  much  more  frequent  with  the  more 
gradual  and  less  spectacular  methods  of  repeated 
dilatation  of  the  ureter,  descent  of  the  stone,  and 
its  final  expulsion  into  the  bladder  from  which  it  is 
removed  either  by  voluntary  urination  or  by  the 
cystoscope. 

A  stone  of  very  large  size  is  recognized  as  being 
impossible  to  deliver  by  cystoscopic  measures  and 
therefore  falls  within  the  province  of  the  open 
surgical  operation.  It  should  be  borne  in  mind, 
however,  that  such  operations  are  attended  by 
serious  risks  and  therefore  should  be  avoided  if 
possible. 

Glycerine,  liquid  albolene,  papaverin  solution, 
and  other  agents  have  been  recommended  and  used 
in  connection  with  the  catheter  for  assisting  in  the 
removal  of  a  stone  but  experience  has  shown  that 
not  much  reliance  should  be  placed  upon  them 
except  as  adjuvants. 

To  differentiate  a  stone  from  a  phlebolith  the 
author  recently  discovered  another  method  which 
seems  useful.  A  radiogram  taken  with  an  ordinary 
X-ray  catheter  displayed  a  shadow  apparently  in 
contact  with  the  catheter.  As  a  further  test  another 
radiogram  was  taken,  this  time  with  metal  forceps 
passed  well  into  the  ureter.  The  forceps  being  more 
rigid  than  the  catheter  used  previously  straightened 
out  the  curve  and  plainly  showed  the  separation  of 
the  shadow  from  the  line  of  the  ureter. 

At  the  close  of  his  article  the  author  describes 
a  ureteral  syringe  devised  by  Moore  and  Lewis, 
which  consists  of  a  glass  tube  with  a  rubber  bulb. 
This  syringe  is  convenient  for  sterilizing  and  can  be 
easily  attached  to  a  ureteral  catheter  of  any  size. 
Theodore  Drozdowitz. 


Cahill,  G.  P.:    Bladder  Perforations  Seen  at  the 
Pront.    Internat.  J.  Surg.,  1919,  xxxii,  113. 

In  the  recent  war,  wounds  of  the  bladder  were  all 
classified  as  abdominal  perforations  and  in  the  evac- 
uation zones  constituted  between  3  and  7  per  cent 
of  the  total  number  of  the  latter  type  of  injury.  Un- 
doubtedly on  the  battle  field  this  percentage  was 
higher,  but  when  the  close  proximity  of  the  pelvic 
vessels  is  considered,  it  is  evident  that  extensive  lac- 
erated wounds  in  the  vicinity  of  the  bladder  were 
apt  to  be  followed  quickly  by  a  fatal  haemorrhage. 

The  causes  of  wounds  of  the  bladder  were  prac- 
tically the  same  as  those  of  all  other  war  traumata. 
The  largest  number  of  such  injuries  were  due  to 
fragments  of  high  explosive  shells,  and  the  second 
largest  group,  to  either  rifle  or  machine-gun  bullets. 
A  few  such  wounds  were  caused  by  shrapnel  balls  or 
fragments  of  grenades.  Bayonet  wounds  of  the 
bladder  were  an  extreme  rarity  in  the  hospitals. 

Perforations  of  the  bladder  occurred  from  any 
angle,  cases  having  been  observed  in  which  the  mis- 
sile had  traversed  the  chest  and  abdomen,  the  back, 
the  hips,  the  thighs,  and  the  perineum.  Since  a 
large  proportion  of  all  wounds  were  received  while 
the  men  were  in  the  prone  position,  a  large  number  of 
the  injuries  of  the  bladder  were  lateral  or  posterior 
perforations. 

All  vesical  wounds  were  either  intra-  or  extraperi- 
toneal. The  intraperitoneal  group  were  associated 
with  other  visceral  injuries,  the  most  frequent  being 
traumata  of  the  small  intestine  or  the  pelvic  colon. 
The  outstanding  feature  in  these  cases  was  the  in- 
jury to  the  intestinal  tract,  and  upon  this  the  imme- 
diate outcome  depended.  Intraperitoneal  wounds 
were  more  common  than  extraperitoneal  wounds. 

The  sooner  operation  is  performed  after  the  in- 
jury the  better  the  chances  for  success.  Statistics 
based  upon  large  numbers  of  cases  show  that  a 
patient  with  intestinal  perforation  rarely  recovers 
if  operated  upon  later  than  twenty-four  hours  after 
the  receipt  of  the  injury. 

If  operative  treatment  was  determined  upon  (and 
this  necessitated  good  judgment),  the  procedure 
adopted  was  that  mapped  out  by  those  whose  knowl- 
edge had  been  gained  from  long  experience  with  ab- 
dominal injuries. 

The  chief  features  of  the  procedure  were:  (i)  a 
large  incision,  (2)  free  exploration  of  the  peritoneal 
cavity,  (3)  thorough  systematic  and  rapid  inspec- 
tion of  all  viscera  before  any  repair,  (4)  rapid  and 
complete  repair  of  all  injuries  if  possible,  (5)  extra- 
peritoneal repair  of  the  bladder  wound  with  sep- 
arate closure  of  the  peritoneum,  (6)  removal  of  all 
foreign  material,  (7)  mopping  out  of  the  peritoneum, 
and  (8)  closure  of  the  abdominal  wound  with  drain- 
age. It  was  found  best  to  close  the  bladder  tight 
if  possible  and  drain  it  through  a  catheter,  either 
continuously  or  intermittently.  Wounds  of  the  base 
of  the  bladder  that  were  difficult  or  impossible  to 
close  were  drained  suprapubically. 

Extraperitoneal  wounds  of  the  bladder  were  less 
common  and  comparatively  easier  to  diagnose  and 
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treat.  When  seen  early,  the  men  having  this  type  of 
wound  were  unable  to  urinate  or  perhaps  passed 
only  small  amounts  of  bloody  urine.  In  some  cases 
urine  leaked  from  the  wound.  However,  there  was 
no  peritoneal  irritation.  When  seen  later,  they  pre- 
sented the  picture  of  extravasation  of  urine  with  a 
large  haematoma  or  the  beginning  of  a  urine-con- 
taining abscess. 

In  recent  cases,  repair  of  the  bladder  wound  after 
removal  of  foreign  material  and  contaminated  or 
devitalized  tissue  and  drainage  through  a  catheter 
either  continuously  or  intermittently  gave  good 
results. 

Wounds  of  the  bladder  and  rectum  were  all  treated 
by  suprapubic  drainage.  It  was  claimed  by  the 
French,  especially  Legueu,  reporting  from  a  French 
base  hospital,  that  it  was  better  not  to  repair  the 
rectovesical  opening  early  if  it  was  not  in  communi- 
cation with  the  peritoneum.  It  was  asserted  also 
that  these  wounds  did  better  if  well  drained;  that 
a  larger  number  of  rectovesical  fistulas  closed,  and 
if  they  did  not  close,  a  later  plastic  operation  was 
preferable.  If  the  bladder,  rectum,  or  pelvic  colon 
was  injured,  thus  involving  the  peritoneum,  the  case 
was  treated  as  an  intestinal  perforation  with  repair 
of  the  gut,  drainage  of  Douglas'  pouch,  and  supra- 
pubic drainage  of  the  bladder. 

In  summing  up,  the  fact  upon  which  particular 
emphasis  was  laid  was  that  in  all  vesical  wounds  the 
bladder  is  not  the  danger  point  but  that  the  mor- 
tality both  early  and  late  depends  upon  the  dam- 
age to  the  associated  structures. 

V.  D.  Lespinasse. 

Buerger,  L. :  The  Direct  Visual  Method  in  the  Treat- 
ment of  Filiform  Strictures  of  the  Urethra. 

N.  Y.  M.  J.,  1919,  cix,  798. 

The  author's  universal  urethroscope  consists  of 
a  straight  endoscopic  tube,  two  obturators,  a  light 
carrier,  a  telescope,  and  a  magnifying  window.  The 
straight  tube  is  longer  than  that  of  the  ordinary 
urethroscope  (7^^  inches)  so  as  to  be  available  for 
work  in  the  bladder  as  well  as  in  the  urethra.  Near 
the  ocular  end,  a  large  catheter  outlet  of  the  type 
used  in  the  author's  operating  cystoscope  is  fused 
into  the  tube.  Through  this,  special  operating 
devices,  such  as  rongeur  forceps,  fulguration  elec- 
trodes, filiform  and  larger  bougies,  catheters,  and 
applicators  may  be  passed.  The  endoscopic  tube 
is  reinforced  at  the  ocular  end  by  a  flange  and  admits 
the  light  carrier  with  a  watertight  joint.  Two 
faucets  also  fit  into  the  cuff.  These  give  entrance 
and  exit  to  fluid  for  the  distension  of  the  urethra 
which  improves  the  clarity  of  the  visual  field  and 
aids  in  the  manipulation  of  the  .instrument.  The 
two  sizes  of  endoscopic  tubes  which  have  been 
found  most  useful,  Nos.  24  and  25  French,  are  pro- 
vided. 

In  order  to  convert  the  telescopic  instrument 
into  an  air-inflating  instrument,  an  Elsner-Braasch 
cystoscope,  or  an  ordinary  straight  tube  urethro- 
scope, a  magnifying  window  is  provided  which  serves 


not  only  to  close  the  tube  for  air-inflation  or  water- 
distension,  but  also  to  magnify  the  direct  picture 
slightly  and  obviate  the  necessity  for  accommodation 
of  the  eye  at  so  close  a  distance. 

In  short,  the  instrument  is  universal  in  that  it 
combines  the  uses  of  the  following:  (i)  an  open-air 
anterior  and  posterior  urethroscope;  (2)  an  air- 
inflation  anterior  and  posterior  urethroscope;  (3)  a 
direct  telescopic  cystoscope  (to  replace  the  Brown); 
(4)  a  direct  telescopic  operating  cystoscone;  (5) 
an  operating,  irrigating,  anterior  and  posterior, 
non-prismatic  telescopic  urethroscope;  (6)  an 
Elsner-Braasch  urethroscope  and  cystoscope,  and 
(7)    a    Kelly   or  Luys  endoscope  and  cystoscope. 

This  universal  cysto-urethroscope  is  recommended 
chiefly  as  an  irrigating  telescopic  instrument  for  the 
bladder  and  the  posterior  and  anterior  urethra. 
The  technique  of  its  use  is  as  follows:  the  sheath 
fitted  with  the  curved  obturator  is  introduced  into 
the  bladder,  the  obturator  removed,  and  the  bladder 
irrigated  if  necessary.  The  light  carrier  and  the 
telescope  are  now  locked  in  place  and  the  irrigating 
fluid  allowed  to  flow  through  one  of  the  faucets,  a 
rubber  tip  or  cap  having  been  adjusted  at  the  cath- 
eter outlet.  The  trigone,  ureters,  bas-fond,  and 
posterior  wall  of  the  bladder  may  be  adequately 
illuminated  and  brought  into  view  and  the  examiner 
may  then  proceed  with  the  examination  of  the  neck 
of  the  bladder  and  urethra. 

For  those  who  employ  the  direct  cystoscopic 
method  by  preference,  both  ureters  may  be  cathe- 
terized  according  to  the  well-known  principles  of 
manipulating  non-prismatic  cystoscopes.  When 
the  neck  of  the  bladder  and  urethra  are  to  be  exam- 
ined with  the  water  flowing,  the  instrument  is  slowly 
withdrawn,  a  periscopic  view  of  the  urethra  being 
obtained.  As  soon  as  the  membranous  urethra  is 
brought  into  view,  it  is  well,  while  manipulating 
the  cysto-urethroscope  with  the  right  hand,  to 
grasp  the  penis  with  the  left  hand  in  order  to  prevent 
reflux  of  the  irrigating  fluid.  The  degree  of  dilatation 
of  the  urethra  is  controlled  by  both  the  height  of 
the  irrigator  and  the  patency  of  the  irrigating  faucet. 

In  the  treatment  of  filiform  stricture  the  obtur- 
ator designed  for  the  anterior  urethra  is  inserted 
with  the  patient  in  the  usual  cystoscopic  position, 
and  the  sheath  then  introduced  until  it  meets  the 
resistance  of  the  strictured  area.  The  obturator 
is  then  removed  and  the  telescope  with  the  filiform 
bougie  in  place  is  inserted.  While  the  assistant 
grasps  the  corpus  cavernosum  of  the  penis  to  pre- 
vent reflux,  the  irrigating  fluid  is  allowed  to  distend 
the  urethra.  The  orifice  of  the  stricture  is  now 
sought  and  can  often  be  clearly  demonstrated  as  a 
sharply  defined  black  hole,  centrally  or  excentri- 
cally  placed.  At  times  it  is  obscured  by  a  shelf  of 
scarred  mucous  membrane.  By  manipulating  the 
filiform  bougie  back  and  forth,  like  a  ureteral 
catheter,  and  by  movements  of  rotation,  it  can  be 
readily  made  to  enter  the  stricture  and  the  bladder. 
The  screw  end  of  the  bougie  is  now  held  or  pushed 
inward  and  the  telescope  withdrawn.     The  sheath 
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or  endoscopic  tube  is  then  removed,  care  being 
taken  not  to  dislodge  the  bougie.  Further  procedure 
is  according  to  the  well-known  principles  of  dilating 
strictures.  Thkodork  Drozdowitz. 

MISCELLANEOUS 

Stevens,  A.  R.:   Experiences  in  France  with  Sur- 
gery of  the  Geni to-Urinary  Tract.  J.  Am.  M. 

Ass.,  1919,  Ixxii,  1589. 

Stevens'  paper  deals  with  the  frequency  of  gun- 
shot wounds  of  the  urinary  tract  and  his  personal 
experiences  in  genito-urinary  surgery  during  the 
recent  war. 

The  author  was  impressed  with  two  facts  con- 
cerning war  wounds  of  the  urinary  tract:  first, 
the  relatively  small  number  of  cases  in  the  hos- 
pitals, and  second,  the  high  mortality.  With  ref- 
erence to  the  frequency  of  these  injuries,  he  states 
that  various  groups  of  statistics  show  that  the 
kidney  is  involved  in  from  4  to  9  per  cent  of  pene- 
trating abdominal  wounds,  and  the  bladder  in 
from  4  to  7  per  cent. 

In  the  recent  war  the  mortality  of  patients  with 
wounds  of  the  urinary  tract  was  very  high.  Accord- 
ing to  a  French  publication  giving  collected  statis- 
tics, non-complicated  bladder  wounds  resulted  in' 
a  mortality  of  56  per  cent.  Stevens'  experiences 
seem  to  corroborate  this  figure.  He  has  a  record  of 
eleven  patients  who  reached  a  base  hospital  with 
vesical  wounds  or  wounds  adjoining  the  bladder, 
of  whom,  to  his  knowledge,  at  least  six  died. 

The  high  mortality  of  vesical  injuries  is  due,  not 
only  to  the  intraperitoneal  and  pelvic  complications, 
but  also  to  wounds  in  other  parts  of  the  body  which 
handicap  the  patient  seriously  and  materially 
reduce  his  chances  for  recovery.  Of  four  patients 
wounded  through  the  perineum  who  came  under 
the  author's  observation  only  one  recovered. 

In  the  treatment  of  suprapubic  wounds,  it  is 
advisable  to  close  a  wound  of  the  bladder  which 
is  on  the  peritoneal  surface,  but  to  drain  an  extra- 
peritoneal opening.  Attention  is  called  to  the 
necessity  for  removing  all  loose  bits  of  bone  in 
complicating  fractures  of  the  pelvis. 

The  author  has  seen  eighteen  or  twenty  cases  of 
bladder  complications  of  gunshot  wounds  of  the 
spine.  The  treatment  resorted  to  consisted  of 
infrequent  catheterization,  suprapubic  drainage, 
and  the  "do  nothing"  plan.  He  is  convinced  that 
the  last  method  is  not  of  universal  application.  The 
harm  done  to  the  kidneys  by  a  continuously  large 
amount  of  residual  urine  in  the  bladder  probably 
represents  a  smaller  risk  than  that  of  urinary  in- 
fection from  repeated  catheterization. 

The  article  contains  several  interesting  case 
reports.  H.  L.  Kretschmer. 

Luys,   G.:    War  Wounds  of  the  Geni  to-Urinary 
Organs.  Med.  Rec,  1919,  xcv,  734. 

In  summarizing  his  experience  in  the  urological 
service  of  the  military  hospital  Dominique  Larrey, 


Versailles,  the  author  treats  the  genito-urinary  or- 
gans individually,  giving  full  case  reports. 

WOUNDS   OF  THE   URETHRA 

When  the  patient  arrives  with  extensive  damage 
to  the  urethra  and  there  is  difficulty  of  urination,  the 
first  thing  to  be  done  is  to  deviate  the  urine  by 
hypogastric  section.  This  prevents  the  urine  from 
reaching  the  infected  focus,  thus  permitting  a  more 
rapid  cicatrization  of  the  wound,  and  protects  the 
patient  against  continued  suflfering  at  the  time  of 
micturition.  In  consequence  of  such  deviation  of 
the  urine,  plastic  operations  performed  on  the  ure- 
thra are  more  apt  to  be  successful  than  if  a  perma- 
nent catheter  is  used. 

Regarding  the  operative  procedures  for  the  radical 
cure  of  pubic  or  scrotal  fistulae  following  war  wounds, 
the  author  has  found  that  the  method  of  Duplay 
undoubtedly  offers  the  best  security. 

Another  method  which  has  been  advocated  for 
urethral  fistulae  is  cutaneous  inversion.  This,  how- 
ever, seems  to  yield  favorable  results  only  in  cases 
of  small  fistulae.  Still  other  procedures  in  the  form 
of  autoplastic  operations  with  flaps  or  transplanta- 
tion of  the  mucosa  may  be  employed  in  suitable 
cases.  In  the  course  of  such  procedures  great  care 
should  be  observed  in  the  matter  of  intra-urethral 
manipulations.  Unless  a  hypogastric  section  has 
been  performed  for  the  deviation  of  the  urine,  the 
catheter  should  not  be  left  in  situ  but  intermittent 
vesical  catheterization  (four  or  five  times  in  twenty- 
four  hours)  should  be  done. 

Under  all  circumstances,  and  when  the  operative 
procedures  have  led  to  closure  of  the  urethra,  it 
will  be  necessary  later  on  to  restore  the  caliber  of 
the  canal  by  means  of  gradual  systematic  dilatation 
with  sounds. 

Wounds  of  the  deep  urethra  are  more  difficult  to 
cure  and  require  multiple  interventions.  In  such 
cases  a  deviation  of  the  urine  should  be  effected  b^' 
the  suprapubic  route  in  order  that  the  urethrorectal 
fistula  may  be  treated  under  more  favorable  con- 
ditions. 

Various  procedures  have  been  advocated  for  the 
cure  of  urethrorectal  fistulae.  The  most  simple  con- 
sists in  liberating  the  rectum  from  the  deep  urethra 
through  a  long  perineal  incision  and  then  suturing 
the  urethral  and  rectal  gaps  separately. 

Another  method  consists  in  lowering  the  rectum 
so  as  to  make  possible  a  complete  separation  of  the 
fistulous  rectal  segment,  then  shifting  the  rectal 
wall  as  a  whole  in  such  a  way  that  only  a  per- 
fectly healthy  portion  of  the  rectum  lies  opposite 
the  urethral  gap. 

A  most  interesting  operation  proposed  by  Ro- 
chet of  Lyons  is  the  ischopubic  separation  of  the 
insertion  of  the  middle  perineal  aponeurosis  to  gain 
access  to  the  wound. 

WOUNDS   OF  THE  BLADDER 

Most  frequent  among  wounds  of  the  genito- 
urinary tract  are  injuries  of  the  bladder  and  urethra. 
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Vesical  wounds  may  be  uncomplicated  or  associated 
with  lesions  of  the  neighboring  organs. 

Almost  invariably  bladder  wounds  are  combined 
with  fractures  of  the  bony  pelvic  girdle,  particularly 
fractures  of  the  pubis,  or  with  perforations  of  the 
intestines.  In  such  cases  the  wound  in  the  bladder 
is  secondary  and  is  relegated  to  the  background  by 
the  symptoms  of  peritonitis  which  accompany  the 
intestinal  injuries.  Adhesions  develop  and  the 
patient  may  void  urine  from  points  at  a  great  dis- 
tance from  the  bladder.  Of  three  patients  under 
the  author's  observation,  one  passed  urine  through 
an  opening  in  the  upper  part  of  the  right  thigh 
while  in  the  other  two  cases  it  was  passed  from  an 
orifice  on  the  posterior  aspect  of  the  buttock. 

Wounds  of  the  bladder  may  sometimes  remain 
undetected  and  therefore  a  very  careful  search 
should  be  made  for  them.  The  most  important 
consideration  in  the  treatment  is  the  establishment 
of  adequate  urinary  drainage.  The  diagnosis  of  the 
condition  having  been  established,  it  is  necessary 
first  to  locate  the  opening  into  the  bladder  in  order 
to  introduce  a  drainage  tube. 

On  account  of  the  associated  lesions  in  war  in- 
juries of  the  bladder,  primary  suture  of  the  wound 
rarely  seems  practicable.  Drainage  is  the  only  al- 
ternative, and  for  this  the  anterior  median  route  is 
best. 

Among  the  complications  which  may  arise  is  the 
presence  of  bony  splinters  due  to  fracture  of  the 
pelvis  which  enter  the  bladder  and  after  the  closure 
of  the  wound  may  form  the  nuclei  of  vesical  calculi. 

The  arrest  of  projectiles  in  the  interior  of  the 
bladder  is  relatively  rare.  Only  a  combination  of 
exceptional  circumstances  permits  the  observation 
of  such  cases  for  as  a  rule  projectiles  pass  directly 
through  the  bladder,  perforating  its  wall  and  fre- 
quently also  the  rectum.  However,  since  simple 
penetration  of  a  bullet  into  the  bladder  undoubtedly 
occurred  in  one  case,  it  is  permissible  to  assume 
that  there  are  other  cases  of  the  same  kind.  The 
dangers  threatened  by  foreign  bodies  left  in  the 
bladder  are  well  known  for  they  invariably  become 
incrusted  with  lime  salts  and  serve  as  nuclei  of 
vesical  stones.  The  presence  of  foreign  bodies  in 
the  bladder  must  therefore  be  ascertained.  This 
can  be  done  with  an  ordinary  explorer  or  metal 
sound  or  still  better,  with  the  cystoscope.  The 
author's  "direct-vision"  cystoscope  makes  it  pos- 
sible to  see  and  localize  a  foreign  body  accurately, 
to  seize  it  under  the  control  of  the  eye,  and  ex- 
tract it  rapidly. 

WOUNDS   OF   THE   KIDNEY 

Gunshot  wounds  of  the  kidney  are  relatively 
few  and  may  be  simple  or  associated  with  lesions  of 
other  organs.  When  the  kidney  is  only  incidentally 
damaged  by  a  projectile  which  injures  other 
abdominal  organs,  laparotomy  becomes  imperative. 

When  the  wound  is  limited  to  the  kidney,  a 
distinction  must  be  made  between  several  varieties. 
In  some  cases  the  projectile  has  passed  through  with- 


out causing  any  appreciable  permanent  lesions., 
Hence,  when  there  is  reason  to  suspect  a  renal  wound 
expectant  measures  are  in  order  before  surgical 
interference.  In  favorable  cases  the  originally 
profuse  haimaturia  will  subside  progressively. 
However,  when  there  is  severe  perineal  ha:maturia, 
indicated  by  thickening  in  the  lumbar  region,  a 
radiograph  should  be  taken.  If  the  presence  of  a 
foreign  body  is  discovered,  intervention  is  necessary. 
Operative  indications  in  the  course  of  war  wounds 
of  the  kidney  are  positive  also  when  the  renal, 
haemorrhage,  instead  of  stopping,  becomes  aggra- 
vated or  when  the  kidney  presents  a  well-marked 
pyonephrosis.  In  cases  of  secondary  pyonephrosis, 
the  treatment  is  the  same  as  in  pyonephrosis  due 
to  any  cause,  interference  with  the  diseased  kid- 
ney being  permissible  only  when  its  fellow  has 
been  found,  by  segregation  of  the  urine,  to  be 
perfectly  healthy  and  able  to  care  for  the  entire 
excretion  of  urine. 

WOUNDS   OF  THE  TESTICLE 

Gunshot  wounds  of  the  testicle  are  not  uncommon. 
As  a  rule,  they  are  associated  with  other  lesions  of 
the  urethra  or  the  bony  walls  of  the  pelvis,  and 
frequently  are  accompanied  by  wounds  of  the 
thighs.  In  exceptional  cases  the  injury  is  limited 
to  the  testicles  alone.  The  treatment  to  be  adopted 
in  this  class  of  injuries  must  be  pre-eminently 
conservative  unless  the  organ  has  been  completely 
destroyed  and  its  preservation  is  absolutely  im- 
possible. 

The  utmost  care  should  always  be  exercised  to 
preserve,  if  not  the  entire  organ,  at  least  the  larger 
portion  of  it.  In  other  words,  castration  should  be 
performed  rarely  and  only  as  a  last  resort.  In  this 
connection,  the  author  cites  the  case  of  a  young 
soldier,  23  years  of  age,  who  was  wounded  by  a 
bullet  which  passed  through  both  testicles  in  such 
a  way  that  after  the  wound  had  healed  only  two 
small  stumps  were  left,  evidently  without  any 
testicular  secretion.  In  consequence  of  this  injury, 
the  patient  sank  into  a  state  of  extremely  pro- 
nounced neurasthenia,  with  mental,  moral,  and 
physical  depression  of  a  very  marked  type.  No 
internal  treatment  proved  successful  in  restoring 
his  previous  state  of  health. 

Theodore  Drozdowitz. 

Timitie,  W. :  A  New  Pluriglandular  Gompensatory 
Syndrome.   Med.  Clin.  N.  Am.,  1919,  ii,  959. 

The  author  describes  a  syndrome  which  he 
attributes  to  disproportionate  function  of  the 
thymus,  the  adrenals,  and  the  pituitary  glands. 
The  condition  begins  some  years  before  puberty  and 
presents  largely  the  characteristics  of  the  so-called 
status  thymicus-lymphaticus.  In  the  author's 
opinion  this  is  due  mainly  to  hypofunction  of  the 
pituitary  and  other  endocrine  glands,  but  a  hyper- 
function  of  the  thymus. 

During  the  second  stage,  which  is  ushered  in  at 
puberty    or    some    time    after    puberty    normally 
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occurs,  the  symptoms  and  signs  become  more 
marked  and  the  growth  of  the  body  is  very  rapid. 
This  increased  growth,  Timme  believes,  can  be 
explained  by  the  assumption  of  Tandlcr  and  Gross 
that  there  is  either  a  deficiency  of  the  gonadal 
inhibition  to  growth  or  "thymic  giantism."  The 
great  fatigability,  the  low  blood-sugar  content, 
the  low  blood-pressure,  and  the  white  line  of 
Sergent  he  credits  to  a  deficient  adrenal  chromaflfin 
system. 

With  the  third  stage,  at  about  the  twentieth 
year  of  life,  a  compensatory  change  begins  and  is 
completed  at  the  fourth  stage  from  three  to  ten 
years  later.  The  compensation  is  then  complete  or 
the  untreated  case  takes  on  the  attributes  of  the 
condition  due  to  enlargement  of  the  pituitary  body 
following  the  earlier  manifestations  of  the  thymic 
state.  In  the  former  condition  the  acromegalic 
features  are  retained,  but  the  blood-pressure  and 
blood-sugar  have  returned  to  normal  and  the 
headaches  and  fatigue  have  disappeared;  in  the 
latter,  the  headaches,  the  fatigue,  and  other  symp- 
toms gradually  become  more  severe.  These  changes 
are  due  presumably  to  hypertrophy  of  the  pituitary 
gland,  an  assumption  which  the  author  substantiates 
by  X-ray  findings. 

Timme  has  found  that  adrenalin  is  valuable  to 
tide  the  patient  over  exceptionally  bad  days  of 
fatigue  and  exhaustion,  but  the  prime  agent,  which 
is  almost  a  specific,  is  pituitary  gland  extract  in 
one  of  its  varied  forms.  This  is  valuable  not  only 
in  the  third  stage,  but  also  when  there  is  no  com- 
pensation by  hypertrophy  of  the  pituitary  body. 

Case  histories,  photographs,  and  X-ray  plates 
illustrating  the  various  stages  of  the  syndrome  are 
given.  C.  M.  Gruber. 

Hintnan,  F.:  The  Cystoscopic  Study  of  Urologic 
Conditions  in  Children.  Am.  J.  Dis.  Child.,  1919, 
xvii,  305. 

Abnormalities  of  the  urinary  tract  in  children 
apparently  are  not  prevalent,  and  accurate  methods 
of  diagnosis  are  almost  universally  neglected. 

In  recent  years  the  perfection  of  small-caliber 
instruments  has  made  possible  the  direct  applica- 
tion to  the  field  of  urology  in  children  all  of  the  knowl- 
edge and  experience  gained  in  the  development 
of  general  urology  during  the  last  twenty  or  twenty- 


five  years.  It  is  a  simple  procedure  to  cystoscope 
the  bladder  and  catheterize  the  ureters  of  girls  of 
any  age,  and  of  boys  over  4  or  5  years  old.  For 
little  fellows  under  4  an  external  urethrotomy,  which 
is  not  mutilating  or  dangerous,  permits  the  exami- 
nation. 

The  author  emphasizes  the  value  of  the  simple 
X-ray  examination  in  children  to  show  the  size 
and  shape  of  the  kidney. 

Of  twenty-six  children  in  whose  cases  a  cystoscopic 
examination  was  made,  the  youngest  boy  was  3 
years  old  and  the  youngest  girl  1 1  months.  Of  twelve 
girls  with  pyuria  examined  cystoscopically,  the 
youngest  was  1 1  months  and  the  oldest  14  years  of 
age.  Six  of  these  cases  were  acute  or  subacute  infec- 
tions and  six  chronic.  In  three  of  the  acute  and 
three  of  the  chronic  cases  the  infection  was  limited 
to  the  bladder;  microscopic  and  cultural  studies  of 
the  catheterized  kidney  urines  were  negative.  In  all 
twelve  cases  there  was  cystoscopic  evidence  of  bladder 
inflammation.  In  the  six  cases  of  pyelitis  the  infec- 
tion was  confined  to  the  left  side  in  two  and  was 
bilateral  in  four.  The  total  of  the  phenolsulphone- 
phthalein  was  normal  in  all.  In  other  words,  of 
twelve  cases  of  clinical  pyelocystitis,  simple  cystitis 
was  present  in  50  per  cent,  bilateral  pyelitis  and 
cystitis  in  7,2,  per  cent,  and  unilateral  pyelitis  with 
cystitis  in  16  per  cent.  Bacillus  coli  communis  was 
cultivated  from  the  urine  in  all  but  one  case  in  which 
a  pure  culture  of  staphylococcus  was  obtained. 
In  all  of  the  ureteral  catheterizations  silver  nitrate 
in  strengths  of  from  ^  to  2  per  cent  was  used  as  a 
pelvic  lavage  before  the  withdrawal  of  the  catheters. 

The  quick  and  remarkable  benefit  following  silver 
nitrate  lavage  of  infected  kidneys  is  worthy  of  atten- 
tion. The  procedure  takes  from  five  to  ten  minutes, 
and  as  it  is  done  under  primary  gas  and  oxygen 
anaesthesia,  without  trauma  or  other  bad  effects 
afterward,  no  hesitancy  is  felt  in  strongly  advising 
this  logical  method  in  cases  resisting  ordinary 
methods  of  treatment. 

The  author  has  diagnosed  also  renal  tuberculosis, 
nephrolithiasis,  congenital  posterior  ureteral  valve, 
bladder  stone,  and  urethral  stone  in  children  under 
5  years  of  age. 

In  conclusion  he  states  that  it  is  technically  possi- 
ble to  apply  modern  cystoscopic  methods  to  a  child 
of  any  age.  V.  D.  LESPrwASSE. 


SURGERY  OF  THE  EYE  AND  EAR 


EYE 

Tbrok,  E. :  Tuberculin  in  the  Diagnosis  and  Treat- 
ment of  Eye  Diseases.   Arch.  Ophih.,  1919,  xlviii, 

242. 

This  paper  is  well  summarized  in  the  following 
conclusions: 

I.  An  eye  condition  should  be  considered  tuber- 
culous only  when  a  positive  focal  reaction  has  been 
observed. 

9..  When  a  positive  focal  reaction  cannot  be  ob- 
tained, but  the  patient  shows  a  positive  general  and 
local  reaction,  and  other  possible  causes  for  the  eye 
condition  are  excluded,  the  case  may  be  considered 
as  probably  of  tuberculous  origin. 

3.  For  diagnostic  and  therapeutic  purposes 
tuberculin  should  always  be  used  in  fresh  solution. 

4.  For  diagnosis  in  eye  conditions  only  the  sub- 
cutaneous injection  is  of  value. 

5.  Tuberculin  is  a  valuable  remedy  in  ophthalmic 
therapeutics  provided  it  is  used  in  eye  affections  in 
which  a  positive  focal  reaction  has  been  obtained. 

6.  The  treatment  should  be  continued  for  a  long 
time. 

7.  Scleritis,  deep  and  interstitial  keratitis,  and 
iridocyclitis  are  closely  related  to  each  other  and 
are  not  eparate  entities.  That  they  may  change 
from  one  to  -the  other  is  a  clinical  observation 
borne  out  by  the  pathologic  findings  of  Treacher 
Collins. 

8.  Exudative  choroiditis  is  seldom  of  tuberculous 
origin,  the  source  of  infection  being  usually  the 
teeth.  S.  S.  Howe. 

Grout,  G.  H.:  Experiences  in  Reparative  Surgery 
after  War  Injuries  of  the  Eyes.  Arch.  Ophth., 
1919,  xlviii,  227. 

The  problem  of  late  restorative  work  on  the  eye 
is  fully  as,  if  not  more  difficult  to  solve  than,  that 
of  an  operation  performed  early,  as  the  original 
operation  must  be  repeated  after  the  formation  of 
scar  tissue.  For  operations  of  this  kind  the  an- 
aesthetic recommended  is  novocaine-adrenalin  solu- 
tion as  most  of  the  work  is  for  cosmetic  purposes 
and  the  patients  stand  the  pain  better  than  the 
after-effects  of  ether. 

In  coloboma  of  the  lids  the  procedure  of  Blask- 
ovics  was  generally  followed. 

In  severe  laceration  of  the  eye-ball  it  sometimes 
happened  that  scleral  tags  were  driven  into  the 
orbital  fat  and  not  removed  when  enucleation  was 
done  without  due  care.  These  afterward  caused 
pain  and  necessitated  a  secondary  operation. 

In  300  enucleations  no  cases  of  sympathetic 
ophthalmia  were  seen. 

In  cases  Of  retracted  ectropionized  lower  lids  the 


epithelial  inlay  of  Esser  was  used.  This  consists 
in  implanting  a  dental  plaster  mold  covered  with 
egg  albumin  and  a  Thiersch  graft  into  the  cavity 
formed  by  excising  the  scar  tissue,  suturing  the  skin 
over  it,  and  in  ten  days,  when  the  mold  is  removed 
through  an  incision  from  the  conjunctiva,  immediate- 
ly inserting  a  prosthesis  to  maintain  the  cavity. 

Gilles  of  London  uses  what  is  called  an  "epithelial 
outlay"  in  cicatricial  ectropion  of  the  upper  lid.  The 
mold  covered  with  a  Thiersch  graft  is  sutured  in  the 
cavity  formed  by  excising  the  scar  tissue  as  in  the 
Esser  procedure  and  removed  through  the  original 
skin  incision  ten  days  later,  the  epidermized  cavity 
being  allowed  to  flatten  out  and  the  lid  consequently 
to  drop.  S.  S.  Howe. 

Schweinitz,  G.  E.  de. :  Concerning  Concussion  and 
Contusion   Injuries   of   the  Eye  iti  Warfare. 

Am.  J.  Ophth.,  1919,  ii,  313. 

Routine  examination  of  the  eyes  of  wounded 
soldiers  has  often  revealed  elaborate  retinochoroidal 
and  vitreous  changes  when  there  were  no  external 
manifestations  of  injury.  Bonnet  is  quoted  as  ex- 
plaining such  a  condition  by  the  statement  that  the 
driving  of  the  blood  column  into  the  small  vessels 
of  the  eye  may  rupture  them  and  cause  varying 
degrees  of  injury. 

It  is  interesting  that  in  severe  concussion  resulting 
in  commotio  retinas  vision  may  be  completely  lost 
for  several  days. 

Prolonged  hypotony  sometimes  occurs  after 
contusion,  but  marked  reduction  in  intra-ocular 
tension  does  not  necessarily  mean  perforation  of  the 
globe. 

Concussion  sent  through  the  maxillofacial  area 
of  one  side  and  causing  ipsolateral  ocular  lesions  is 
probably  prevented  from  affecting  the  other  eye 
by  the  accessory  sinuses  which  do  not  transmit  the 
shock  to  the  other  globe. 

The  difference  between  concussion  changes  of  the 
fundus  in  civil  and  in  military  practice  is  due  in 
great  measure  to  the  fact  that  under  ordinary  cir- 
cumstances the  blow  is  delivered  by  an  object 
which  is  moving  comparatively  slowly  while  in 
warfare  the  object  moves  rapidly. 

There  is  a  striking  analogy  between  the  mechan- 
ism of  concussion  injuries  of  the  eye  and  those  of  the 
brain.  S.  S.  Howe. 

Vail,  D.  T. :  Types  of  Orbital  Abscess  and  Exoph- 
thalmos Due  to  Intranasal  Suppurative  Pro- 
cesses. Laryngoscope,  1919,  xxix,  263. 

In  the  cases  of  orbital  abscess  seen  by  the  author 
the  condition  was  due  to  direct  extension  of  the  sup- 
purative process  from  an  empyema  of  one  of  the 
accessory  nasal  sinuses  through  an  actual  gross  de- 
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feet  in  the  orbital  wall  adjoining  the  involved  sinus. 
He  contrasts  this  finding  with  the  old  conceptions  of 
metastatic  abscess  due  to  a  septic  embolus,  and  of 
"septic  thrombosis." 

A  sinus  empyema  may  discharge  its  contents  by 
any  one  of  three  routes:  (i)  through  its  blocked 
nasal  ostium,  the  most  usual  occurrence;  (2)  through 
the  wall  of  the  cerebral  fossa,  producing  an  extra- 
dural abscess;  and  (3)  through  the  wall  of  the  orbit, 
producing  an  orbital  abscess.  As  the  pus  under 
pressure  in  the  sinus  breaks  through  the  orbital 
wall,  it  first  elevates  and  later  bursts  through  the 
periosteum  into  the  orbital  tissues. 

The  condition  described  produces  a  striking 
clinical  picture  the  essential  features  of  which  are 
a  deep  boring  pain,  chill,  prostration,  high  tem- 
perature, and  exophthalmos  with  oedema  of  the 
eyelids.  The  position  of  the  proptosed  eyeball 
usually  indicates  which  sinus  was  the  seat  of  the 
primary  abscess. 

The  author  reports  four  cases  in  which  the  orbital 
abscess  was  produced  respectively  by  empyema  of 
the  sphenoid  sinus,  the  posterior  ethmoid  cells,  the 
anterior  ethmoid  cells,  and  the  frontal  sinus.  The 
autopsy  findings  in  two  fatal  cases  are  given  and  the 
operative  findings  in  all  four.      W.  F.  Moncreiff. 

Gougeltnann,  P.:  From  the  Standpoint  of  the 
Artificial  Eye  Maker.  Arch.  Ophlh.,  1919,  xlviii, 
268. 

Before  inserting  a  permanent  prosthesis,  a  tem- 
porary eye  should  be  worn  for  a  fortnight  before  the 
fitting  is  made.  It  should  be  remembered  that  a 
small  eye  is  less  disfiguring  than  an  eye  that  is  too 
large. 

Ordinarily  an  eye  can  be  worn  comfortably  for 
one  year,  but  instances  are  known  in  which  one  has 
been  worn  for  twenty  years  without  removal. 

Acid  conditions  of  the  system  cause  a  crystalline 
deposit  that  makes  the  eye  as  rough  as  a  file  or 
causes  a  discoloration  of  the  sclera.  The  latter, 
however,  can  be  removed  by  a  peroxide  bath. 

A  mold  of  the  socket  such  as  is  often  suggested  is 
not  practical  because  the  eye  is  made  by  hand  and 
the  contour  of  the  mold  cannot  be  identically  re- 
produced. 

The  disadvantage  of  the  gold  or  glass  ball  im- 
plantation is  that  it  sets  too  far  forward  and  requires 
too  thin  a  prosthesis.  Fat  implantation  seems  to  be 
the  best  solution  of  the  problem  of  furnishing  a 
movable  stump  as  in  one  case  of  ten  years'  standing 
it  was  found  that  the  fat  was  not  absorbed. 

S.  S.  Howe. 

Ailing,  A.  N.:  Fat  Transplantation  into  Tenon's 
Capsule  after  EnucleatiOti.  Arch.  Ophth.,  1919, 
xlviii,  263. 

Although  fat  is  of  relatively  low  vitality,  it  is 
almost  invariably  retained  and  becomes  organized 
when  implanted  into  Tenon's  capsule  after  enuclea- 
tion.   It  shrinks  to  a  certain  degree  but  never  to 


less  than  one  half  its  original  size,  and  a  sufficiently 
large  stump  remains  permanently  so  that  the 
artificial  eye  is  not  sunken  and  has  considerable 
motility.  When  too  much  fat  is  used  the  con- 
junctival sutures  may  give  way.  In  a  short  time, 
however,  the  exposed  tissue  becomes  granulated 
over.  S.  S.  Howe, 

Howard,  H.  J. :  Implantation  of  a  Glass  Ball  within 
Tenon's  Capsule  by  Verhoeff's  Method.  Arch. 
Ophlh.,  1919,  xlviii,  265. 

Because  it  was  found  that  glass  balls  implanted 
in  Tenon's  capsule  with  suturing  of  the  muscles 
in  front  of  them  either  came  out  or  became  dis- 
placed into  a  quadrant  space  between  two  of  the 
muscles,  Verhoeflf  developed  the  technique  of  cutting 
the  muscles  at  their  insertions  and  allowing  them 
to  retract.  An  18  mm.  glass  ball  is  then  inserted 
within  Tenon's  capsule  and  the  capsule  closed  by 
means  of  a  double  armed  silk  suture  the  two  ends  of 
which  are  tied  over  a  pearl  button. 

As  the  pressure  of  Tenon's  capsule  is  uniform  over 
its  surface,  it  is  impossible  for  the  ball  to  become 
displaced  and  the  motility  of  the  artificial  eye  is 
said  to  be  as  good  when  the  muscles  are  allowed  to 
slip  back  as  when  they  are  sutured  in  front  of  the  ball. 

S.  S.  Howe. 

Sweet,  W.  M.:  Implantation  of  a  Metal  Ball  in 
Tenon's  Capsule.    Arch.  Ophth.,  1919,  xlviii,  257. 

Since  1Q04,  the  author  has  done  146  enucleations 
with  implantation  of  a  metal  ball  in  Tenon's 
capsule.  Later  extrusion  of  the  ball  occurred  in 
only  4  cases.  The  conclusions  drawn  are  as  fol- 
lows : 

1.  In  practically  every  case  the  stump  gives  a 
more  movable  artificial  eye  than  ordinarily  follows 
simple  excision.  In  some  cases  of  enucleation  in 
which  the  muscles  have  been  sutured  to  the  con- 
junctiva and  care  is  taken  to  preserve  all  conjunc- 
tival tissue,  an  excellent  movable  prosthesis  is 
secured,  but  this  result  is  uncertain. 

2.  With  this  method  the  depression  of  the  tis- 
sues immediately  beneath  the  brow  and  the  ten- 
dency to  exophthalmos  of  the  artificial  eye  are  less 
marked. 

3.  The  floor  of  the  orbit  after  healing  is  flat,  with 
occasionally  a  slightly  raised  portion  in  the  center 
where  the  implanted  ball  projects  forward,  a  con- 
dition which  is  better  than  the  deep,  furrowed,  and 
often  irregular  socket  that  so  often  follows  simple 
enucleation. 

Contra-indications  are  malignant  growths  and 
purulent  inflammation. 

In  the  operation  described  there  is  no  greater 
danger  of  sympathetic  ophthalmia  than  if  ordinar)-^ 
excision  were  performed  without  implantation  of 
the  gold  baU.  When  it  does  occur,  the  author  be- 
lieves it  would  have  developed  no  matter  what 
operative  procedure  had  been  followed. 

S.  S.  Howe. 
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Van  der  Heydt,  R.:  Fundus  Pathology  with  the 
Red-Free  Light  of  Vogt.  Am.  J.  Ophlh.,  1919, 
ii,  334- 

The  examination  of  the  fundus  by  means  of  red- 
free  light  discloses  many  details  not  observable  by 
ordinary  illumination,  e.  g.,  the  yellow  coloring 
of  the  macula,  the  yellow  discoloration  in  the  lens  in 
age,  and  the  nerve  striations  of  the  retina  in  optic 
atrophy.  While  with  ordinary  illumination  no 
changes  are  observed  in  the  atrophic  eye  except 
those  of  atrophy  at  the  nerve  head  and  its  vessels, 
with  the  red-free  light  we  find  a  total  absence  of 
the  retinal  striations  and  a  thin  whitish  line,  ordin- 
arily invisible,  on  either  side  of  the  vessels. 

Vogt  has  described  honeycomb-like  changes  in 
the  macula  which  are  visible  only  in  the  red-free 
light.  These  vacuole  formations  he  believes  are 
due  to  cystic  degeneration  of  the  macula.  The 
bursting  of  some  of  their  thin  anterior  walls  accounts 
for  the  conditi6n  which  is  known  as  "hole  in  the 
macula. " 

As  many  conditions  can  be  seen  better  with 
ordinary  light  than  the  red-free  light,  it  is  not  ex- 
pected that  the  former  will  be  superseded.  Rather 
wiU  the  red-free  be  regarded  merely  as  a  valuable  and 
helpful  aid  in  the  diagnosis.  S.  S.  Howe. 

EAR 

Goeckennan,  W.  H.,  Barlow,  R.  A.,  and  Stokes, 
J.  H.:  The  Diagnostic  Value  of  Lowered  Bone 
Conduction  in  Syphilis.  Am.  J.  Syphilis,  1919, 
iii,  240. 

The  following  conclusions  are  presented  relative 
to  the  diagnostic  value  of  lowered  bone  conduction 
in  syphilis: 

1.  The  so-called  lowered  bone-conduction  test 
(reduction  in  conduction  of  sound  by  bone  as  com- 
pared with  otherwise  normal  hearing)  was  positive 
in  78  per  cent  of  known  syphilitics  in  the  series 
studied. 

2.  From  the  otologic  standpoint  the  test  is  of 
value  only  if  a  complete  hearing  test  is  made. 

3.  The  efficiency  of  the  test  varied  greatly  in 
different  types  of  syphilis,  being  at  its  best  in  late 
cutaneous  syphilis  (100  per  cent),  latent  syphilis 
(80  per  cent) ,  and  syphilis  of  the  central  nervous  sys- 
tem (80  per  cent).  It  had  almost  no  value  in 
osseous  lues,  and  the  results  in  early  syphilis  were 
inconclusive  (too  few  cases).  A  negative  Wasser- 
mann  test  combined  with  a  negative  bone  conduc- 
tion test  is  strong  evidence  of  the  absence  of 
syphilis. 

4.  The  test  agreed  with  the  positive  or  negative 
diagnosis  of  syphilis  in  67  per  cent,  and  disagreed 
in  ^^  per  cent. 

5.  i?he  test  was  positive  also  in  48.7  per  cent  of 
patients  in  whom  syphilis  could  apparently  be 
excluded. 

6.  On  the  whole,  therefore,  the  test  has  only  a 
restricted  value  as  a  diagnostic  aid  owing  to  its 
high  factor  of  error.  O.  M.  Rott. 


Fraser,  J.  S.,  and  Garretson,  W.  T.:  The  Radical 
and  Modified  Mastoid  Operations;  Their  In- 
dications, Technique,  and  Results,  with  Notes 
on  Labyrinthine  and  Intracranial  Complica- 
tions of  iChronic  Middle-Ear  Suppuration. 
Proc.  Roy.  Soc.  Med.,  Lond.,  1919,  xii,  Sect.  Otol.,  29. 

The  conclusions  reached  are  based  on  an  analysis 
of  306  cases  of  chronic  middle-ear  suppuration  as 
follows:  cases  treated  by  a  radical  mastoid  opera- 
tion, 238;  cases  in  which  a  modified  radical  mastoid 
operation  was  performed,  17;  labyrinthitis,  26; 
intracranial  complications,   25. 

The  indications  for  the  radical  operation  were: 
(i)  chronic  suppurative  otitis  media  and  failure  of 
conservative  treatment,  ^t,  cases;  (2)  chronic  sup- 
purative otitis  media  with  polypi  or  granulations, 
93  cases;  (3)  chronic  suppurative  otitis  media  with 
pain,   mastoid   tenderness,    and   polypi,    57    cases; 

(4)  chronic  suppurative  otitis  media,  acute  ex- 
acerbation   and    subperiosteal    abscess,    10    cases; 

(5)  chronic  suppurative  otitis  media,  posterior 
perforation,  with  or  without  cholesteatoma,  10 
cases;  (6)  chronic  suppurative  otitis  media,  attic 
perforation,  with  or  without  cholesteatoma,  24 
cases;  (7)  chronic  suppurative  otitis  media  with  a 
sinus  over  the  mastoid,  4  cases;  and  (8)  failure  of 
previous  mastoid  operation,  17  cases. 

.The  authors  prefer  to  try  the  modified  radical  op- 
peration instead  of  the  radical  (i)  when  good  hearing 
remains  in  the  diseased  ear,  and  (2)  when  there  is 
moderate  hearing  in  the  diseased  ear  and  the  other 
ear  is  distinctly  deaf. 

In  the  matter  of  technique  the  method  of  skin 
grafting  described  by  Marriage  was  used  in  all 
except  13  cases  for  the  following  reasons:  (i)  the 
presence  of  symptoms  of  fistula;  (2)  erosion  of  the 
canal;  (3)  exposure  of  the  dura  of  the  middle  fossa; 
(4)  exposure  of  the  middle  fossa,  giddiness,  and 
abnormality  of  the  canal  prominence;  and  (5)  ex- 
posure of  the  sigmoid  sinus  by  disease  and  erosion 
of  the  lateral  canal. 

In  discussing  the  results  of  the  radical  operation 
when  skin  grafting  was  not  done,  the  authors  state 
that  of  171  patients,  107  presented  themselves  for 
inspection  at  periods  of  from  three  months  to  five 
years  afterward.  Three  of  these  107  were  patients 
who  had  had  both  ears  operated  upon,  so  that  no 
of  the  178  ears  treated  were  seen.  Of  these,  37 
appeared  to  be  cured,  while  10  others  were  very 
satisfactory  except  that  they  showed  want  of  care 
(an  accumulation  of  wax  and  desquamated  epithe- 
lium) .  This  gives  43  per  cent  of  cures.  In  24  cases 
the  inner  wall  of  the  cavity  was  moist  but  there  was 
no  pus.  In  27  cases  there  was  still  some  purulent 
discharge.  In  i  case  the  cavity  was  filled  with 
cholesteatoma.  In  3  cases  a  false  membrane  had 
formed,  almost  shutting  off  the  deeper  part  of  the 
cavity.  In  4  cases  there  were  granulations  in  the 
cavity.  One  showed  a  keloid  in  the  mastoid  scar 
and  a  large  amount  of  debris  in  the  cavity.  In  35 
cases  the  hearing  was  improved,  in  36  there  was 
no  change,  and  in  22  it  was  worse. 
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Of  the  63  patients  upon  whom  skin  grafting  was 
done,  44  presented  themselves  for  inspection  at 
periods  of  from  three  months  to  two  and  a  half  years 
after  operation.  Two  of  these  were  patients  who 
had  had  both  ears  operated  upon,  so  that  46  of  the 
70  ears  treated  were  seen.  Of  these,  20  appeared  to 
be  cured  and  1 2  others  were  quite  satisfactory  except 
that  they  showed  want  of  care.  In  7  cases  the  inner 
wall  was  red  and  moist.  In  4  cases  a  slight  purulent 
discharge  persisted,  and  in  i  case  there  was  a  foul- 
smelling  profuse  discharge.  Two  cases  showed  a 
membrane-formation  with  a  narrow  opening  into 
it  through  which  pus  drained  when  the  patient  per- 
formed Valsalva's  experiment.  In  1 2  cases  the  hearing 
was  improved,  in  16  there  was  no  change,  and  in  6  it 
was  worse. 

Twelve  of  the  1 7  patients  upon  whom  a  modified 
radical  operation  was  performed  reported  after 
operation.  Of  these  the  condition  of  9  was  quite 
satisfactory.  In  3  cases  the  cavity  was  still  moist. 
In  10  cases  the  hearing  was  improved,  in  i  it  was 
unchanged,  and  in  i  it  was  worse.        O.  M.  Rott. 

Tod,  H.:  Septic  Infection  of  the  Lateral  Sinus 
Accidentally  Injured  During  the  Operation  of 
Mastoidectomy.  Proc.  Roy.  Soc.  Med.,  Lond., 
1919,  xii,  Sect.  Otol.,  62. 

Tod  reports  six  cases  of  septic  infection  of  the 
lateral  sinus  accidentally  injured  during  the  mastoid 
operation.  On  the  basis  of  these  he  draws  the  follow- 
ing conclusions: 

1.  Whenever  the  lateral  sinus  is  exposed  during 
the  mastoid  operation,  it  should  be  carefully  in- 
spected at  the  end  of  the  operation  to  see  if  it  has 
been  injured  in  the  slightest  degree. 

2.  If  the  sinus-wall  has  been  injured  the  wisest 
procedure  is  to  expose  it  freely  on  each  side  and 
obliterate  its  lumen  completely  by  means  of  gauze 
packing  well  beyond  the  affected  area.  This  pro- 
cedure is  suggested  by  the  fact  that  septic  infection 
of  the  lateral  sinus  does  not  occur  when  the  sinus- 
wall  has  been  cut  clean  through  and  its  lumen  at 
once  obliterated  by  pressure  to  arrest  the  haemor- 
rhage. 

3.  There  may  be  no  evidence  of  infection  of  the 
lateral  sinus  until  about  the  tenth  day  after  the 
mastoid  operation,  when  a  sudden  rigor  may  be  the 
first  symptom.  As  a  rule,  however,  there  is  pyrexia 
with  increased  pulse-rate  for  one  or  two  days  pre- 
vious to  this.  These  symptoms  should  be  looked 
upon  as  danger  signals,  and  if  there  be  no  other 
cause  for  them  the  mastoid  wound  should  be  re- 
opened, the  sinus  wall  explored,  and  if  necessary 
incised. 

4.  If  haemorrhage  occurs  from  the  mastoid 
wound  a  few  days  after  the  operation,  it  is  not 
sufficient  to  arrest  it  by  applying  pressure  to  the 
bleeding  spot.  The  bone  should  be  removed  from 
the  sinus  wall  above  and  below  the  affected  area 
and  gauze  plugging  inserted  between  the  bone  and 


the  outer  wall  of  the  sinus,  the  sinus  then  being 
slit  up  and  explored.  Further  surgical  treatment 
depends  upon  what  is  found.  Haemorrhage  from  the 
sinus  after  the  mastoid  operation  means  that  the 
wall  has  been  injured  or  that  it  was  already  infected 
at  the  time  of  the  operation.  Haemorrhage  associat- 
ed with  pyrexia  or  a  rigor  always  means  septic  in- 
fection of  the  lateral  sinus  and  indicates  an  im- 
mediate and  thorough  operation. 

5.  The  internal  jugular  vein  should  always  be 
ligated  in  cases  of  septic  infection  of  the  sinus  in 
which  haemorrhage  has  occurred,  as  in  these  cases 
the  thrombus  is  probably  diffuse  and  the  walls  of 
the  sinus  already  infected  even  to  a  greater  extent 
than  is  evident  to  the  naked  eye. 

6.  Intermittent  pyrexia  of  a  septic  type  without 
rigors,  beginning  after  an  interval  of  about  ten 
days  after  the  mastoid  operation,  should  always 
suggest  blood  infection  through  the  lateral  sinus  and 
warrants  exposure  of  the  sinus  and  probably  its 
obliteration  after  exploration.  This  condition  must 
not  be  confused  with  the  intermittent  pyrexia  which 
may  occur  for  some  days  after  an  operation  for 
acute  inflammation  of  the  mastoid,  the  result  of 
scarlet  fever  or  streptococcal  infection,  which  is 
probably  due  to  toxic  absorption  from  the  affected 
wound  surface  itself  and  usually  subsides  without 
further  surgical  interference.  O.  M.  Rott. 

Eagleton,  W.  P. :  The  Reconstruction  of  the  Mas- 
toid Wound  Cavity  by  the  Use  of  Bone  Grafts 
and  Chips.  Laryngoscope,  1919,  xxix,  272. 

Eagleton  discusses  reconstruction  of  the  mastoid 
wound  cavity  by  the  use  of  bone  grafts  and  chipS; 
reporting  his  experience  in  two  cases.  In  one  the 
transplantation  was  done  at  the  time  of  the  mastoid 
operation,  and  in  the  other,  with  better  results,  at 
a  secondary  operation  following  the  sterilization 
of  the  wound  cavity  by  the  Carrell-Dakin  method. 
In  both  cases,  however,  the  ultimate  result  was 
ideal,  a  smooth,  flat  surface  covering  the  former 
mastoid  cavity. 

The  advantages  cited  for  this  method  of  closure 
are  that:  (i)  it  does  away  with  the  painful  dressings; 
(2)  decreases  the  possibility  of  secondary  infections, 
and  (3)  decreases  the  possibility  of  a  recurrence  of 
the  original  infection. 

The  prerequisites  to  this  method  of  closure  are: 
(i)  the  eradication  of  the  infection  by  a  complete 
operation  with  a  perfect  aseptic  technique  at  the 
time  of  operation;  (2)  the  filling  in  of  the  cavity  of 
the  mastoid  so  that  no  extensive  vacant  spaces  will 
remain  for  the  accumulation  of  blood  in  which  the 
remaining  bacteria  and  those  in  the  neighboring 
middle  ear  may  propagate;  (3)  the  erection  of  a 
barrier  posterior  to  the  iter  tyinpanni  et  antri,  in 
order  that,  though  a  cavity  is  left  into  which  the 
mucous  membrane  of  the  middle  ear  can  proliferate, 
this  cavity  is  small — an  antrum — and  thus  imitates 
nature's  process  of  repair.  O.  M.  Rott. 


SURGERY  OF  THE  NOSE,  THROAT,  AND  MOUTH 


NOSE 

Laurens,  G. :  Local  Anaesthesia  in  Otorhinolaryn- 
gology  (De  I'anesth^sie  locale  en  oto-rhino-laryn- 
gologie).   Presse  mid.,  Par.,  1919,  xxvi,  300. 

Local  anaesthesia  may  be  employed  for  all  oper- 
ations on  the  face,  ears,  and  upper  respiratory  tract, 
and  is  better  than  general  anaesthesia.  If  analgesia 
is  incomplete  the  fault  is  generally  the  surgeon's 
and  due  to  faulty  technique,  haste  during  the  oper- 
ation, or  rough  manipulation.  Either  the  infiltration 
or  regional  methods  of  inducing  local  ana-sthesia  may 
be  used  and  at  times  both  may  be  combined.  The 
advantages  to  the  surgeon  and  patient  are:  simplic- 
ity, minimum  toxicity,  and,  in  laryngeal  operations, 
diminution  in  the  shock  and  asphyxia. 

The  surgeon  must  inspire  absolute  confidence  in 
the  patient  and  assure  him  that  the  pain  will  be  re- 
duced to  a  minimum.  The  psychic,  suggestive,  and 
moral  effect  must  not  be  overlooked.  The  technique 
ought  to  be  above  reproach,  the  anatomical  points 
known  exactly,  and  the  instrumentarium  correct. 
Gentleness  is  essential  in  dealing  with  the  tissues, 
and  in  opening  the  cranium  and  sinuses  an  electric 
motor  should  be  used  instead  of  the  gouge  and 
mallet.  The  anaesthetic  should  consist  of  a  2  per 
cent  novocaine  solution  with  the  addition  of  25 
drops  of  adrenalin  for  each  100  cubic  centimeters. 
A  larger  amount  of  adrenalin  makes  possible  the 
occurrence  of  postoperative  haemorrhage,  haemato- 
mata,  and  abscesses. 

To  anaesthetize  the  laryngeal  cavities  in  the  course 
of  thyrotomy  and  laryngectomy  the  author  recom- 
mends injecting  a  solution  of  cocaine  through  the 
cricothyroid  membrane.  W.  A.  Brennan. 

Lannois :  Radium  Therapy  of  Tumors  in  Otorhino- 
laryngology  (La  radium  therapie  des  tumeurs  en 
cto-rhino-laryngologie).  Bull.  Acad,  de  med.,  Par., 
1919,  Ixxxi,  638. 

Lannois  gives  a  short  historical  review  of  the 
radium  treatment  of  tumors  of  the  upper  respiratory 
tract  and  reports  43  cases  treated  in  this  way  by  him- 
self. These  included  16  amygdaloid  tumors,  6  tumors 
of  the  nose  and  sinuses,  4  tumors  of  the  naso- 
pharynx, 3  tumors  of  the  ear,  and  14  laryngeal 
tumors. 

Tubes  containing  radium  bromide  in  amounts  of 
28, 30,  48,  and  60  milligrams  were  used.  The  strong- 
est dose  possible  was  employed  and  the  tube  left  in 
place  for  at  least  twenty-four,  and  often  for  as  long  as 
thirty-six  or  forty-eight  hours.  Although  in  some 
cases  a  second  application  was  necessary,  it  was  de- 
ferred as  long  as  possible  owing  to  the  risk  of 
burns,  etc.  There  was  only  i  severe  complication 
of  this  kind. 


In  the  16  cases  of  amygdaloid  tumors  there  were 
6  recoveries.  These  tumors  were  lympadenomata  or 
sarcomata.  Many  of  the  others  cases  have  been 
improved.  Of  the  6  cases  of  nasal  tumors  the  majority 
were  cured.  In  the  4  cases  of  nasopharyngeal  tumors 
the  results  were  good.  Most  of  the  growths  in  the  lat- 
ter group  were  sarcomata.  In  the  1 4  cases  of  laryngeal 
tumors  there  were  3  recoveries  but  these  were  not 
definite.  The  laryngeal  tumors  were  mostly  epithe- 
liomata. 

In  general ,  the  condition  of  patients  with  malignant 
tumors  which  are  not  epitheliomata  has  been  im- 
proved and  often  completely  cured  by  the  use  of 
radium,  but  in  cases  of  epitheliomata,  especially  soft 
ulcerous  epitheliomata,  the  results  are  not  so  good. 
Ectodermic  epitheliomata  as  a  rule  do  not  yield  to 
radium  or  at  least  the  result  is  doubtful. 

While  the  general  results  of  radium  treatment  are 
therefore  encouraging,  the  clinical  and  histological 
data  establishing  the  indications  and  contra- 
indications for  its  use  require  further  investigation. 

W.  A.  Brennan. 

Keman,  J.  D.,  Jr.:  A  Case  of  Tuberculosis  of  the 
Sphenoid.  Laryngoscope,  1919,  xxix,  276. 

Kernan  reports  a  case  of  tuberculosis  of  the  sphe- 
noid sinuses  in  a  colored  woman  aged  31  who  com- 
plained of  prostration,  chills,  and  fever,  and  pains 
radiating  from  the  occipital  region  to  the  mastoids 
and  later  extending  to  the  orbital  regions.  The 
patient  had  lost  20  pounds  in  six  months. 

Examination  of  the  nose  revealed  disease  of  the 
right  sphenoid.  At  operation  friable  granulation 
tissue  was  removed  which  proved  to  be  tuberculous. 
Radical  removal  through  the  antrum  relieved  the 
symptoms.  O.  M.  Rott. 

THROAT 

Cheatham,  T.  A.,  Jr.:  Tonsillectomy — Indications 
and  Contraindications.  South.  M.  J.,  1919,  xii, 
267. 

Cheatham  discusses  the  indications  and  contra- 
indications for  tonsillectomy.  The  indications  are: 
(i)  chronic  hypertrophy  of  the  tonsils  which 
interferes  with  phonation,  deglutition,  respiration, 
or  audition;  (2)  repeated  attacks  of  acute  tonsillitis; 
(3)  persistent  glandular  involvement  following 
tonsillitis;  (4)  chronic  caseous  degeneration  of  the 
crypts;  (5)  recurring  peritonsillar  abscess;  (6)  chronic 
inflammation  of  adjacent  tissues;  (7)  tuberculosis 
in  which  no  contra-indi cation  is  present;  (8)  tuftiors; 
(9)  focal  infection;  and  (10)  subnormality. 

The  contra-indications  are:  (i)  normal  tonsils; 
(2)  haemophilia;  (3)  the  presence  of  epidemics,  par- 
ticularly those  gaining  entrance  through  the  upper 
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respiratory  tract;  (4)  ana;mia;  (5)  acute  purulent 
processes  of  the  mouth,  throat,  nares,  or  accessory 
sinuses;  (6)  acute  pulmonary  tuberculosis;  (7) 
acute  febrile  diseases;  (8) 'acute  surgical  conflitions; 
(q)  infancy  and  old  age,  especially  when  less  radical 
measures  have  not  been  tried;  and  (10)  syphilis. 

O.   M.    ROTT. 

Lewis,  F.  O.:  Removal  of  Tonsils  and  Adenoids 
under  Local  Anaesthesia.  Thcrap.  Gaz.,  iQig, 
xliii,  328. 

Lewis  states  the  advantages  of  local  an;eslhesia 
as  compared  with  general  anaesthesia  as  follows: 

1.  With  local  anaesthesia  there  is  less  danger  of 
starling  up  an  old  tuberculous  lesion  of  the  lungs 
which  occurs  so  frequently  when  general  anaesthesia 
is  universally  employed. 

2.  General  anaesthetics  have  been  known  to 
produce  nephritis,  cardiac  and  respiratory  failure, 
and  insufflation  pneumonia. 

3.  No  cases  of  abscess  of  the  lung  have  been  re- 
ported following  tonsillectomy  under  local  an- 
aesthesia. 

4.  It  is  available  when  general  anaesthesia  is 
contra-indicated  as  in  chronic  nephritis,  respiratory 
disorders,  pulmonary  tuberculosis,  etc. 

5.  Local  anaesthesia  has  an  advantage  in  the 
rapidity  with  which  the  operation  may  be  done 
without  the  shock  which  follows  a  general  an- 
aesthetic. 

6.  When  the  case  is  uncomplicated,  local  an- 
aesthesia is  a  time-saver  and  requires  fewer  as- 
sistants. 

Local  anaesthesia  is  contra-indicated  in  children 
under  10  years  of  age,  in  secondary  operations,  when 
there  have  been  repeated  attacks  of  peritonsillar 
abscess,  and  in  highly  neurotic  adults  or  those  with 
extremely  sensitive  throats. 

One-half  per  cent  novocain  with  i  drop  of  i-iooo 
adrenalin  to  each  dram  of  the  anaesthetic  is  pre- 
ferred, one  dram  of  the  mixture  being  injected 
between  ■  the  capsule  and  muscle  of  each  tonsil. 
The  same  solution  is  used  for  adenoids. 

O.  M.  RoTT. 

Gatewood,  L.:  A  Simple,  Safe,  and  Rapid  Tonsil 
Enucleation  Technique  for  Local  or  General 
Anaesthesia.  Laryngoscope,  1919,  xxix,  285. 

Through  the  loop  of  the  snare  the  tonsil  is  grasped 
with  an  8-inch  curved  mouse-tooth  forceps  the  blades 
of  which  are  about  1^2  inches  long.  As  much  of  the 
tonsil  as  can  be  grasped  is  included  in  the  bite. 
The  upper  blade  is  fixed  by  firm  pressure  into  the 
capsule,  just  below  the  superior  angle  of  the  con- 
verging pillars,  and  the  lower  jaw  of  the  forceps  is 
then  pressed  to  the  same  depth,  seizing  the  inferior 
reflexion  of  the  capsule.  The  handles  are  then  locked, 
sufflcient  pressure  being  used  to  prevent  the  dis- 
lodgment  of  the  blades.  The  forceps  are  then  drawn 
inward  and  rotated  so  that  the  convexity  is  inferior 
and  serves  for  the  tongue  depressor  which  is  now- 


discarded.  A  curved  tonsil  elevator  is  used  to  lift 
the  anterior  pillar  from  the  tonsil.  The  elevator  is 
introduced  with  the  concavity  facing  the  operator 
at  the  upper  loose  attachment  of  the  pillar  by  gentle 
pressure.  The  mucous  surface  of  the  anterior  pillar 
is  undisturbed  because  the  tonsil  is  dislodged  from 
behind  the  anterior  pillar  by  sliding  the  latter  and 
its  covering  membrane  away  from  the  tonsil.  The 
anterior  margin  of  the  capsule  is  now  brought  into 
view.  The  operation  is  completed  with  a  snare 
shaped  to  cut  from  before  backward.  This  is 
accomplished  by  using  heavy  No.  10  piano  wire  in 
an  ordinary  snare  handle  bent  into  a  semi-diamond 
shape.  O.  M.  Rott. 

Irish,  H.  £.:  Retropharyngeal  Abscess  in  Chil- 
dren; Diagnosis  and  Case  Reports.  Illinois 
M.  J.,  1919,  XXXV,  227. 

Irish  discusses,  with  case  reports,  the  diagnostic 
problems  of  retropharyngeal  abscesses.  In  the  first 
place,  the  attention  is  drawn  to  the  position  of 
the  lymph  glands  back  of  the  pharynx.  Some  are 
placed  at  the  juncture  of  the  posterior  and  lateral 
surfaces  of  the  pharynx  and  at  the  apex  of  the  lateral 
masses  of  the  atlas.  Usually  they  are  two  in  number. 
In  front  they  are  in  relation  with  the  posterior  wall 
of  the  pharynx;  behind,  with  the  rectus  capitis 
anticus  major  which  separates  them  from  the  lateral 
masses  of  the  atlas;  externally,  with  the  constric- 
tors of  the  pharynx  and  through  the  latter  with 
the  internal  carotid  artery;  and  internally,  nearly 
2  centimeters  distant  from  the  middle  line. 

The  parapharyngeal  glands  are  the  superior 
glands  of  the  internal  jugular  chain  into  which 
the  vessels  from  the  retropharyngeal  glands  empty. 

To  abscesses  of  the  first  group  the  term  "retro- 
pharyngeal abscess"  is  applied  and  to  those  of  the 
second  group  the  term  "parapharyngeal  abscess." 

The  salient  points  in  the  diagnosis  are: 

1.  An  antecedent  history  of  an  inflammation  in 
a  tissue  tributary  to  these  glands. 

2.  The  age  of  the  patient  is  under  3  years  as 
these  glands  usually  atrophy  at  that  age. 

3.  There  may  be  an  interval  of  apparent  improve- 
ment after  which  the  patient  becomes  progressively 
worse. 

4.  There  is  fever  and  leucocytosis. 

5.  The  cry  suggests  the  cry  of  a  duck. 

6.  Dysphagia  evidenced  by  aversion  to  swallow- 
ing food  or  drink. 

7.  Noisy  mouth  breathing  and  dyspnoea  which 
is  increased  on  lying  down. 

8.  Hacking  dry  cough,  also  increased  on  lying 
down. 

9.    Head  is  held  backward  and  erect. 
10.    The   discovery    of  a  swelHng  on  inspection 
and  palpation. 

Emphasis  is  given  to  a  proper  technique  in  in- 

'  spection  and  palpation.  The  technique  advised  is  as 

foUows:     The  child  is  seated  on  the  nurse's  knee 

with  the  arm  nearest  the  nurse  passed  to  her  back. 

The  nurse  holds  the  child  closely  to  her  with  one  arm 


SURGERY  OF  THE  NOSE,  THROAT,  AND   MOUTH 


229 


with  its  face  to  the  light,  and  with  the  other  holds 
the  child's  free  hand.  The  physician  stands  directly 
behind  the  child  and  grasps  its  occiput  firmly  in  one 
hand  to  rotate  or  extend  the  head  so  as  to  bring  it 
into  the  best  line  of  vision  or  light.  The  other  hand 
inserts  the  tongue  depressor  to  the  base  of  the  tongue 
and  makes  a  slight  forward  traction.  The  physician's 
gaze  is  directed  from  above  and  just  under  the 
upper  incisor  teeth  to  the  pharynx.      ().  M.  Rott. 

Ramos,  A.:  The  Treatment  of  Laryngeal  Tumors 
with  Radium  (Las  aplicaciones  de  radium  en  los 
tumors  de  laringe).   Med.  Ibera,  1919,  vii,  20. 

For  the  treatment  of  laryngeal  tumors  the  author 
uses  12  milligrams  of  radium  bromide  salt  enclosed 
in  a  silver  tube  i/io  millimeter  thick  with  a 
lead  filter  i  millimeter  thick,  the  whole  covered 
with  rubber.  The  radium  is  introduced  by  the 
natural  routes. 

The  region  is  anaesthetized  with  a  10  per  cent  co- 
caine solution.  If  the  nasal  fossse  are  healthy  and  the 
tumor  is  lateral,  the  application  is  made  by  the 
fossa  on  the  side  of  the  larynx  on  which  the  tumor 
is  situated.  Otherwise,  the  other  fossa  is  anaesthe- 
tized. The  stylet,  around  which  a  piece  of  cotton 
soaked  in  the  cocaine  has  been  rolled,  is  pushed  by 
the  root  of  the  naris  as  far  as  the  posterior  part  of 
the  pharynx.  The  palatal  velum,  the  base  of  the 
tongue,  and  the  laryngeal  surface  of  the  epiglottis 
are  also  anesthetized. 

By  a  series  of  manoeuvres  based  on  the  technique 
of  Jiminez  Encima  the  radium  tube  is  put  into  posi- 
tion and  fixed  through  the  mouth  and  naris.  The 
author's  custom  is  to  place  it  at  the  level  of  the 
upper  surface  of  the  tongue  when  the  lesion  is 
endolaryngeal,  and  at  the  height  of  the  palatal 
velum  for  pharyngeal  tumors. 

The  transition  from  anesthesia  to  sensibility 
under  the  action  of  cocaine  is  so  slow  in  this  region 
that  the  presence  of  a  foreign  body  is  well  borne 
and  the  radium  tube  can  be  left  in  place  for  from  four 
to  eight  hours.    Treatment  may  consist  of  as  much 


as  nine  hours  ot  radiation  each  day  for  five  or  six 
days.  After  an  interval  of  twenty  days  another 
treatment  is  given  if  an  examination  shows  it  to  be 
necessary.  W.  A,  Bhennan. 


MOUTH 


HartzeH,  T.  B. :  Discussion  of  the  Factors  to  be 
Considered  in  Determining  Whether  to  Extract 
or  Conserve  Diseased  Teeth.  Am.  J.  Surg.,  igig, 
xxxiii,  97. 

It  is  conceded  by  most  pathologists  that  the 
majority  of  heart,  joint,  and  kidney  infections  have 
their  origin  in  the  mouth.  The  streptococcus 
viridans  has  been  isolated  by  numerous  observers 
from  the  heart's  blood  and  ulcerating  surfaces  of 
the  hearts  of  persons  who  have  died  from  endo- 
carditis. 

The  author  submits  figures  from  the  United 
States  Bureau  of  Vital  Statistics  showing  that  the 
death  rate  from  heart  disease  is  far  greater  than 
that  from  tuberculosis.  Heart  disease  is  therefore  a 
greater  menace  than  tuberculosis,  but  to  a  very 
great  extent  is  preventable  by  proper  mouth 
sanitation. 

The  principal  source  of  infection  is  the  enormous 
growth  of  streptococcus  viridans  in  the  oral  cavity 
and  on  tooth  surfaces,  whence  it  enters  the  cir- 
culation through  pyorrha-a  pockets,  chronic  dental 
abscesses,  and  tonsil  crypts.  Hartzell  reports  an 
interesting  case  proving  these  facts. 

Recently  there  has  sprung  into  being  a  great 
group  of  medical  men  and  a  few  dentists  who,  to 
control  the  death  rate  from  mouth  infection, 
vigorously  assail  the  conservationist  and  ruthlessly 
sacrifice  many  valuable  teeth.  The  problem  that 
confronts  every  man  practicing  medicine  and 
dentistry  is  what  to  do  with  diseased  teeth  and 
under  what  conditions  is  the  removal  of  necessary 
teeth  justified  in  order  to  prevent  greater  ills  than 
those  which  arise  from  the  improper  mastication  of 
food.  M.  N.  Federspiei,. 
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Keeler.   N.  York  M.  J,,  1919,  cix,  944. 
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indications,  technique,  and  results,  with  notes  on  the 
labyrinthine  and  intracranial  complications  of  chronic 
middle-car  suppurations.  J.  S.  Kraskr  and  W.  T.  CJar- 
RETSON.  Proc.  Roy.  Soc.  Med.,  Ix)nd.,  1919,  xii,  Sect. 
Otol.,  39.  (2251 

Posterior  mastoiditis.  Fiocre.  Presse  m^..  Par.,  1919, 
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The  reconstruction  of  the  mastoid  wound  cavity  by  the 
use  of  lx)ne  grafts  and  chips.  W.  P.  Eacleton.  Laryn- 
goscope, 1919,  xxix,  272.  (226) 

Septic  infection  of  the  lateral  sinus  accidentally  injured 
during  the  operation  of  mastoidectomy.  H.  Tod.  Proc. 
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Local  anaesthesia  in  otorhinolaryngology.  G.  Laurens. 
Presse  m6d.,  Par.,  1919,  xxvi,  300.  [227] 

Radium  therapy  of  tumors  in  otorhinolaryngology. 
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Discussion  on  the  etiology,  prevention,  and  nonoperative 
treatment  of  adenoids.  H.  Campbell.  Proc.  Roy.  Soc. 
Med.,  Lond.,  1919,  xii.  Sect.  Dis.  Child.,  26. 
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treatment  of  adenoids.  E.  Cautley.  Proc.  Roy.  Soc. 
Med.,  Lond.,  1919,  xii.  Sect.  Dis.  Child.,  57. 

A  case  of  tuberculosis  of  the  sphenoid.  J.  D.  Kernan, 
Jr.  Laryngoscope,  1919,  xxix,  276.  [227] 

Intranasal  dacryocystostomy:  intranasal  drainage  of 
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nasal  route.  BotTRGUET.  Presse  med..  Par.,  1919,  xxvii,  301. 

Throat 

A  hospital  epidemic  of  streptococcic  sore  throat  with 
surgical  complications.  J.  J.  Keegan.  J.  Am.  M.  Ass., 
1919,  Ixxii,  1434. 
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xviii,  85. 
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A  further  report  on  the  treatment  of  non-malignant 
laryngeal  vegetations  by  the  roentgen  rays.  A.  L.  Gray. 
Virginia  M.  Month.,  1919,  xlvi,  41. 

The  treatment  of  laryngeal  tumors  with  radium.  A. 
Ramos.  Med.  Ibera,  1919,  vii,  20.  [229] 

Mouth 

Surgical  lesions  of  the  oral  cavity.  R.  E.  Covey.  Inter- 
nal. J.  Orthodontia  &  Oral  Surg.,  1919,  v,  200. 

Report  of  styloid  processes  appearing  in  the  throat  with 
symptoms.  W.  O.  LaMotte.  Laryngoscope,  1919,  xxix, 
288. 

Oral  tumors  of  dental  interest.  W.  J.  Lederer  and 
R.  H.  Riethmueller.    J.  Dental  Research,  1919,  i,  67. 

Two  unusual  cases  of  foreign  body  lodged  in  the  upper 
respiratory  tract.  J.  F.  Culp.  Laryngoscope,  1919,  xxix, 
292. 

Stereoscopic  roentgenology  stereographs.  C.  E.  Keixs. 
Internal.  J.  Orthodontia  &  Oral  Surg.,  1919,  v,  175. 

Discussion  of  the  factors  to  be  considered  in  determining 
whether  to  extract  or  conserve  diseased  teeth.  T.  B. 
Hartzell.  Am.  J.  Surg..  1919,  xxxiii,  97.  [229] 

The  use  of  hypochlorites  and  chloramins  in  dentistry. 
R.  F.  HoREL.   Dental  Cosmos,  1919,  Ixi,  373. 

The  etiological  importance  of  dental  infections.  B. 
Marco.  Am.  Med.,  1919,  xiv,  286. 

On  the  bacteriolog>'  of  apical  abscesses.  J.  Head  and 
C.  Roos.   J.  Dental  Research,  1919,  i^  13. 

On  the  bacteriology  of  apical  abscesses.  I.  J.  Kliger. 
J.  Dental  Research,  1919,  i,  21. 

On  the  bacteriology  of  apical  abscesses  (comment  on 
the  criticism  in  the  paper  by  Kliger).  J.  Head  and  C.  Roos. 
J.  Dental  Research,  1919,  i,  21. 

The  bacteriology  of  initial  dental  caries,  the  dental, 
mucin  plaque,  and  a  proposal  to  encourage  research  along 
these  lines.    J.  L.  Williams.    J.  Dental  Research,  1919, 

i.  23- 

On  the  bacteriology  of  initial  dental  caries  (a  reply  to 
J.  L.  Williams) .  W.  J.  Gies.  J.  Dental  Research,  1919,  i,  27. 


INTERNATIONAL     ABSTRACT 

OF    SURGERY 

OCTOBER,   1919 


ABSTRACTS  OF  CURRENT  LITERATURE 

GENERAL  SURGERY— SURGICAL  TECHNIQUE 


OPERATIVE  SURGERY  AND  TECHNIQUE 

Kennedy,    J.    W.:     Standardization    of    Surgery. 

Am.  J.  Obst.,  1919,  Ixxix,  759. 

In  the  last  i  ,000  re-operations  in  abdominal  sur- 
gery at  the  Joseph  Price  Hospital  much  that  is 
reprehensible  was  discovered.  In  over  99  per  cent 
of  the  cases  there  were  adhesions  to  the  scar  or 
to  the  abdominal  wall  in  the  region  of  the  scar.  Ad- 
hesions in  the  region  of  the  scar  rather  than  to  the 
scar  itself,  if  not  the  result  of  stitch  infection,  must 
be  due  to  the  inclusion  of  some  of  the  viscera  by 
the  terraced  method  of  suture.  Adhesions  even 
more  remote  from  the  scar  must  be  due,  in  large 
measure,  to  the  traumatic  use  of  the  retractors. 

In  practically  all  of  these  outside  cases  the  opera- 
tions were  performed  by  men  who  use  gloves,  catgut, 
the  terraced  method  of  suturing,  and  abdominal 
retractors.  Not  over  7  per  cent  of  the  author's 
patients  who  return  for  re-operation  have  had  any 
adhesions  to  the  scar  or  in  the  region  of  the  scar. 
Gloves,  catgut,  the  terraced  method  of  suturing, 
and  retractors  are  not  used.  The  i  ,000  re-operations 
in  abdominal  surgery  included  also  the  usual  num- 
ber of  other  procedures.  The  group  of  cases  which 
showed  the  greatest  percentage  of  operative  failures 
and  returned  for  re-operation  were  those  in  which 
plastic  surgery  had  been  performed.  Over  85  per 
cent  of  the  patients  who  had  perineal  and  cervical 
repairs  had  had  previous  repairs  which  were  failures. 
The  terraced  method  of  suturing  with  catgut  had 
been  done  in  nearly  all  cases  by  practically  all  the 
more  recent  methods.  The  author  never  uses  catgut 
in  surgery  and  never  repairs  the  perineum  by  any 
of  the  more  modern  methods  of  terraced  suturing. 

The  percentage  of  permanent  successes  should  be 
larger  in  repair  work  than  in  any  other  branch  of 
surgery.  The  catgut  suture  and  terraced  method  of 
suturing  by  the  overcurved  needle  which  includes 
insufficient  tissue  are  responsible  for  practically  all 
the  failures.  The  straight  needle,  which  includes 
nearly  100  per  cent  of  the  tissues  when  inserted  at 


right  angles  to  the  surface,  is  the  secret  of  success, 
and  when  threaded  with  silkworm  gut  gives  no 
chance  for  failure.  That  plastic  surgery  is  a  lost  art 
is  indicated  by  the  great  number  of  operations  which 
have  been  devised  and  their  failure.  Emmet  and 
Haeger  remain  supreme.  The  only  failures  which 
are  possible  in  the  procedures  recommended  arise 
from  misunderstanding  or  inability  to  perform  the 
operations. 

Another  large  group  of  patients  returned  for  re- 
operation because  of  incomplete  surgical  procedure 
for  the  removal  of  tubal  and  ovarian  infections.  In 
all  of  these  the  operation  could  and  should  have  been 
completed  in  the  first  instance.  Cases  in  which 
there  is  vaginal  puncture  constitute  some  of  the 
most  difficult  of  surgery.  The  author  knows  of  no 
legitimate  place  in  surgery  for  vaginal  puncture. 
In  the  re-operations  following  gastro-enterostomy 
during  the  last  two  years  he  has  undone  more 
gastro-enterostomies  than  he  has  done. 

Kennedy  finds  himself  less  able  to  cope  with 
those  cases  in  which  there  are  symptoms  following 
the  removal  of  the  gall-bladder.  These  are  improved 
little,  if  any,  by  re-operation. 

In  the  author's  opinion  too  many  gall-bladders  are 
removed.  When  surgeons  learn  the  superior  use  of 
gauze  as  a  pack  in  draining  the  gall-bladder  they 
will  remove  gall-bladders  less  frequently  and  will 
learn  also  that  after  this  more  thorough  method  of 
drainage  the  gall-bladder  will  often  function. 

The  large  group  of  patients  who  come  for  re- 
operation following  ventral  fixation  or  suspension 
often  have  the  most  severe  pathologic  conditions 
of  which  the  author  has  knowledge. 

In  an  attempt  to  standardize  the  procedures  for 
which  multiple  operations  are  being  done — such  as 
twenty  or  more  methods  of  shortening  the  round 
ligaments  and  thirty  or  more  operations  for  repair 
of  the  perineum — their  multiplicity  may  be  con- 
demned for  two  reasons,  i.  e.,  the  operation  is  either 
not  indicated  at  all  or  is  based  upon  a  doubtful 
surgical  foundation.  Edward  L.  Corenll. 
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Le  Maitre,  F. :  The  Conception  of  Regional  Surgery 
as  Filling  in  the  Gap  Between  General  and 
Special  Surgery.  (Conception  d'une  chirurgie 
rdgionale  destin6e  k  prendre  place  entrc  la  chirurgie 
g6n6rale  et  la  chirurgie  speciale).  Rev.  maxillo- 
factjle,  1919,  iii,  305. 

Between  the  surgery  of  the  specialties,  which  is 
too  limited  to  deal  with  all  lesions,  and  general 
surgery,  which  is  too  broad  to  deal  with  the  refine- 
ments of  the  special  branches,  there  is  a  field  which 
should  be  recognized  as  that  of  regional  surgery. 
This  regional  surgery  is  related  to  special  surgery 
in  that  it  recognizes  its  particular  methods  and  its 
special  technique.  On  the  other  hand  it  adopts  the 
broader  principles  of  general  surgery  and  applies 
them  not  to  one  or  two  organs  alone  but  to  the  entire 
region. 

There  are  many  points  in  which  general  surgical 
principles  must  be  modified  when  applied  to  the 
head  and  neck.  Le  Maitre,  however,  desires  to  refer 
only  to  three  fundamental  principles  which  are  based 
on  the  special  anatomy  of  the  face:  (i)  illumination; 
(2)  the  use  of  the  natural  passages  as  avenues  of 
surgical  attack  as  well  as  for  drainage;  and  (3)  the 
question  of  local  anaesthesia. 

A  regional  head  surgeon  should  be  well  trained  in 
the  use  of  the  electric  head  mirror. 

There  are  certain  deep-seated  localities  such  as  the 
pterygomaxillary  fossa,  zygomatic  region,  etc., 
which  can  be  approached  by  the  natural  passages. 
A  surgeon  who  uses  the  cutaneous  route  when  he 
should  make  use  of  a  natural  passage  is  not  a  true 
head  surgeon. 

There  are  special  methods  of  inducing  regional 
anaesthesia  such  as  that  of  laryngotomy  between  the 
cricoid  and  thyroid  cartilages.  This  method  also 
has  indications  in  facial  surgery.  However,  while 
it  is  easy  and  safe,  it  should  be  reserved  for  only  the 
most  serious  cases.  W.  A.  Brennan. 

Farr,  R.  E. :  The  Transrectus  Incision  in  the  Upper 
Abdomen.    Minnesota  Med.,  1919,  ii,  176. 

The  proper  performance  of  an  intra-abdominal 
operation  demands  an  incision  through  the  ab- 
dominal wall  of  sufficient  length  to  allow  the 
surgeon  to  do  his  work  insofar  as  possible  un- 
hampered by  the  interference  of  the  abdominal 
parietes.  During  recent  years  long  incisions  have 
been  made  with  less  hesitancy  and  with  a  correspond- 
ing improvement  in  surgical  therapy.  Nevertheless, 
every  effort  should  be  made  to  conserve  the  ab- 
dominal parietes  to  an  extent  commensurate  with 
the  handling  of  the  intra-abdominal  problem. 

Regarding  the  direction  of  incisions,  structures 
to  be  conserved,  etc.,  certain  usages  have  become 
established.  The  points  for  consideration  are: 
(i)  the  appearance  of  the  resultant  scar;  (2)  the 
relative  importance  of  the  division  of  muscular  as 
cgmpared  with  aponeurotic  tissue;  (3)  conservation 
of  the  blood-supply;  (4)  conservation  of  the  nerve 
supply;  (5)  anticipated  pathology;  (6)  the  facility 
with  which  the  incision  may  be  made  and  closed; 


and  (7)  the  relaxation  afforded  during  operation 
and  after  operation. 

While  the  appearance  of  an  abdominal  scar  is 
relatively  unimportant,  it  does  make  a  difference 
and  it  is  desirable  that  an  incision  be  placed  so 
that  the  scar  will  be  as  sightly  as  possible.  The  most 
sightly  scars  are  those  of  incisions  along  Langer's 
lines. 

Two  main  objections  are  made  to  the  division 
of  the  rectus  muscle:  (i)  it  is  said  that  it  retracts 
between  the  anterior  and  posterior  sheaths  and 
cannot  be  re-united  unless  some  method  is  used  to 
prevent  this  retraction,  and  (2)  the  haemorrhage  is 
troublesome  and  is  somewhat  hard  to  control  as  it 
comes  directly  from  the  cut  surfaces  of  the  muscle. 
Many  surgeons  suture  the  rectus  muscle  to  its 
sheath  for  the  purpose  of  preventing  retraction, 
but  the  author  believes  this  is  unnecessary  though 
for  the  purpose  of  haemostasis  it  may  be  desirable. 
He  has  found  that  when  the  incision  strikes  a  linea 
transversa  there  is  no  retraction.  If  the  incision 
goes  through  the  red  muscle,  however,  there  is  some 
retraction,  the  degree  depending  upon  its  distance 
from  a  linea  transversa.  A  proper  closure  of  the 
sheaths  of  the  rectus  (aponeurosis)  has  always 
resulted  in  an  intimate  contact  of  the  divided  ends 
of  the  muscle. 

In  the  presence  of  a  suflliciently  free  anastomosis, 
the  division  of  the  blood-vessels  is  relatively  un- 
important. Even  with  division  of  the  main  blood- 
supply,  incisions  through  extremely  vascular  areas 
heal  with  great  rapidity. 

Unless  made  with  extreme  care  the  pararectal 
incision  must  destroy  one  or  more  of  the  nerves 
which  are  regarded  by  many  authorities  as  the  most 
important  structures  in  the  abdominal  wall.  Atrophy 
then  unquestionably  results.  Quain  shows  that 
visceroparietal  adhesions  are  more  prone  to  develop 
when  the  nerves  of  the  abdominal  wall  have  been 
divided. 

Above  the  navel  the  transverse  incision  offers  the 
most  adequate  exposure  of  the  various  pathologic 
conditions,  and  by  supplementing  this  incision  with 
the  near-midline  vertical  incision  when  necessary, 
one  is  afforded  perhaps  the  most  ideal  exposure  it  is 
possible  to  obtain.  In  the  matter  of  choosing 
incisions  a  great  deal  can  be  done  by  varying  the 
size  and  direction  according  to  the  pathologj' 
anticipated. 

All  authorities  agree  that  it  requires  more  time 
to  enter  the  abdomen  by  the  transverse  route. 
In  closing,  however,  the  relaxation  afforded  by  the 
proper  posture  of  the  patient  makes  it  possible  to 
unite  the  edges  of  the  transverse  cut  in  a  relatively 
short  time.  When  the  vertical  cut  is  added,  the  strong 
lateral  pull  is  at  once  encountered  and  the  problem 
becomes  more  difficult.  The  transverse  incision 
always  comes  together  more  easily  than  the  ver- 
tical. 

Greater  accessibility  may  be  obtained  through 
the  transverse  incision  than  through  a  vertical 
incision  of  equal  length,  and  there  is  less  postopera- 
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live  discomfort.  This  is  probably  due  to  two 
factors:  (i)  the  better  exposure  afforded  by  the 
transverse  incision  which  allows  the  surgeon  to  do 
his  work,  with  less  trauma;  and  (2)  the  fact  that  the 
line  of  incision  may  be  relieved  of  tension  to  some 
extent  by  having  the  patient  assume  a  proper  pos- 
ture. 

Generally  speaking,  the  gall-bladder  is  exposed 
by  a  division  of  the  right  rectus  muscle  above  the 
navel.  The  stomach  is  exposed  by  a  division  of  the 
left  rectus.  With  either  of  these  incisions  we  go 
across  the  linea  alba.  If  the  disease  lies  high,  the 
incision  may  be  supplemented  by  a  vertical  limb 
which  may  be  extended  to  the  ensiform  if  need  be. 
In  making  the  latter,  the  linea  alba  is  avoided  as  a 
matter  of  preference  the  anterior  sheath  of  the 
rectus  being  divided  first  and  then  the  posterior 
sheath  from  }4  to  i  inch  from  the  linea  alba. 

P.  H.  Kreuscher. 

Arce,  J.:  The  Star  Incision  in  Operations  on  the 
Upper  Abdomen  (La  incision  estrellada  en  las 
intervenciones  del  abdomen  superior).  An.  d. 
Inst.  mod.  de  din.  med.,  Buenos  Aires,  1918,  iii,  221. 

The  McBurney  incision  has  an  unquestionable 
advantage  in  the  fact  that  after  the  skin  and  cellular 
tissues  are  incised  the  muscle  planes  are  traversed 
by  separation  of  their  fibers  rather  than  cutting. 

In  operations  on  the  upper  abdomen  the  author 
uses  an  incision  similar  to  the  McBurney  incision 
which  he  calls  a  "star"  laparotomy.  The  technique 
of  this  operation  is  as  follows: 

1.  A  transverse  skin  incision  is  made  from  a 
point  the  width  of  two  fingers  outside  the  median 
line  to  the  axillary  Line,  a  little  beneath  the  costal 
border,  and  running  approximately  2  inches  above 
the  umbilicus. 

2.  When  the  skin  and  cellular  tissues  are  incised, 
the  fibers  of  the  obliquus  major  are  separated  as 
widely  as  the  wound  will  allow  and  down  to  the 
external  edge  of  the  abdominal  rectus.  The  fibers 
of  the  obliquus  minor  seen  through  the  lower  border 
of  the  aperture  of  the  obliquus  major  are  also 
separated  in  all  their  visible  extent  until  the  external 
border  of  the  rectus  is  reached  where  the  separation 
of  the  obliquus  major  terminates. 

3.  The  anterior  part  of  the  rectus  is  sectioned 
transversely  and  the  rectus  muscle  pulled  back 
with  a  Faraboeuf  separator. 

4.  The  transverse  muscle  and  the  posterior  part 
of  the  rectus,  together  with  the  peritoneum,  are 
then   sectioned. 

According  to  Arce  this  technique  with  the  free 
use  of  retractors  permits  the  surgeon  to  see  the 
duodenum,  the  hepatic  angle  of  the  colon,  the 
kidney,  gall-bladder,  and  bile  ducts.  It  also  allows 
operation  upon  these  organs  as  well  as  those  for 
cysts  and  abscesses  of  the  upper  and  lower  surfaces 
of  the  liver. 

To  close  the  wound,  the  posterior  part  of  the 
sheath  of  the  abdominal  rectus  and  peritoneum  are 
sutured  in  one  plane  of  the  transverse  muscle.   This 


suture  is  simple  when  compared  with  that  of  the  deep 
planes  in  vertical  incisions.  The  rectus  muscle  is 
replaced  in  its  position  and  the  obilq'nis  minor 
sutured  as  far  as  the  external  edge  ol  the  sheath  of 
the  rectus.  The  anterior  part  of  the  rectus  is  then 
closed,  the  suture  being  continued  into  the  obliquus 
major. 

The  author  has  performed  24  laparotomies  with 
this  technique  and  has  been  fully  satisfied  with  the 
results.  W.  A.  Brennan. 

Sistrunk,  W.  E.:  Practical  Considerations  with 
Regard  to  Permanent  Colostomies.  Surg.,  Gynec. 
6*  Obst.,  1919,  xxviii,  436. 

Nearly  every  type  of  colostomy  that  has  been 
suggested  and  seemed  practical  has  been  used  in 
the  Mayo  Clinic  but  up  to  the  present  time  opera- 
tions or  procedures  undertaken  wilh  the  idea  of 
giving  the  patient  control  of  the  bowel  have  al- 
most always  proved  d'sappointing. 

Many  of  the  colostomies  were  entirely  satisfac- 
tory; in  a  tew  there  was  a  tendency  toward  the  de- 
velopment of  a  ventral  hernia  about  the  colostomy. 
More  frequently,  however,  the  tendency  has  been 
toward  retraction  of  the  loop  of  bowel  in  which  the 
colostomy  was  made,  which  in  some  instances  al- 
lowed the  proximal  end  to  discharge  a  part  of  its 
contents  into  the  distal  end.  Also  when  the  bowel 
was  cut  off  at  or  near  the  level  of  the  skin,  the 
skin  tended  to  contract  around  the  opening  of  the 
bowel  and  thus  interfere  with  the  discharge  of 
faeces. 

The  author  describes  the  colostomy  he  is  now 
making,  which  is  similar  to  the  operation  described 
by  Mixter.  The  incision  is  a  low  left  rectus  incision 
of  sufficient  size  for  abdominal  exploration.  The 
colostomy  is  made  in  a  loop  of  the  sigmoid  flexure, 
this  portion  of  the  bowel  being  chosen  because  of  its 
mobility  and  length  of  mesentery.  After  the  loop 
has  been  lifted  out  of  the  abdominal  cavity,  an 
incision  i^^  to  2  inches  in  length  is  made  through  its 
mesentery  parallel  with  the  vessels  and  extending 
upward  nearly  to  the  bowel.  A  second  incision, 
about  I  inch  long,  is  then  made  across  the  end  of  the 
first  incision  near  the  mesenteric  attachment  of  the 
bowel,  forming  a  good  sized  opening  in  the  mesentery 
through  which  the  two  sides  of  the  abdominal  wall 
near  the  center  of  the  incision  are  sutured  beneath 
the  loop.  The  remaining  portions  of  the  wound  are 
then  closed. 

To  relieve  gas  distention,  a  small  opening  may 
be  made  in  the  bowel  if  necessary  any  time  after 
twenty-four  to  forty-eight  hours,  and  in  from  five  to 
six  days  the  bowel  is  cut  completely  across  with  the 
cautery.  After  the  loop  has  been  cut  across  it  wiU 
be  found  that  the  two  ends  of  the  bowel  are  separated 
by  the  entire  abdominal  wall  for  a  distance  of  from 
I  to  i^  inches,  and  the  cut  ends  of  the  bowel  pro- 
trude an  inch  or  more  above  the  skin. 

The  operation  described  has  obviated  some  of  the 
difficulties  which  have  often  followed  other  types  of 
colostomies.  V.  C.  Hunt. 
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Gross,  G.:  Primary  Suture  of  War  Wounds.  Surg., 
Gynec.  6*  Obst.,  1919,  xxviii,  603. 

Early  in  the  war  expectant  treatment  of  wounds 
was  the  rule.  This  gave  way  later  to  the  use  of  large 
open  incisions  with  adequate  drainage,  and  from  the 
disadvantages  of  this  grew  the  practice  of  complete 
excision  with  primary  closure. 

In  deciding  upon  primary  suture  three  points  were 
considered:  (i)  the  length  of  time  since  the 
receipt  of  the  injury,  (2)  the  anatomical  possibility 
of  completely  excising  the  wound,  and  (3)  the  favor- 
able or  unfavorable  general  aspect  of  the  wound  as 
regards  primary  re-union.  When  primary  closure  was 
not  advisable  careful  antiseptic  management  controll- 
ed bacteriologically  for  from  fifteen  to  twenty  days 
was  followed  by  secondary  suture. 

War  wounds  may  be  infected  by  purulent  organ- 
isms alone,  such  as  the  staphylococcus  or  the  strepto- 
coccus, or  both,  or  by  saprophytic  anaerobes  which 
thrive  in  the  presence  of  bruised  or  bloodless  tissue 
and  whose  activity  depends  largely  on  the  types  of 
aerobic  organisms  associated  with  them. 

In  order  to  arrive  at  a  prognosis  and  determine  the 
operative  course,  the  nature  of  the  infection  must  be 
established.  In  general,  primary  suture  should  be 
tried  as  a  matter  of  course  if  complete  debridement 
has  been  done.  If  the  staphylococcus  is  present  in  the 
primary  dischargelocal  drainage  should  be  instituted 
when  necessary.  If  the  streptococcus  develops,  the 
wound  should  be  opened  widely.  If  anaerobes 
appear  (usually  not  before  thirty  hours),  all  recesses 
should  be  freely  exposed. 

When  primary  suture  has  not  been  done,  the  sur- 
geon should  effect  a  secondary  closure  as  soon  as  pos- 
sible, being  guided  only  by  the  nature  of  the  aerobic 
organisms.  The  streptococcus  alone  contra-indicates 
primary  suture. 

The  following  points  should  be  observed  in  order  to 
understand  the  technique  of  primary  suture: 

I .  The  progress  of  sutured  wounds.  A  large  per- 
centage of  sutured  wounds  heal  by  primary  intention. 
The  stitches  are  removed  after  ten  days  and  the 
patients  evacuated  as  cured  on  the  fifteenth  or  twen- 
tieth day.  There  is  a  reasonable  absence  of  pain  and 
general  reaction  in  this  group  of  wounds  when  pri- 
marily closed,  even  when  they  are  very  extensive  in 
size.  In  a  certain  group  of  cases,  however,  there  is 
slight  fever,  a  slight  redness  and  tension  about  the 
stitches,  and  often  a  few  drops  of  pus.  This  condi- 
tion subsides  and  healing  is  delayed  only  a  little.  In  a 
small  group  (5  per  cent  of  cases)  the  temperature 
rises  2  or  3  degrees  for  several  days,  the  entire 
wound  is  swollen  and  painful,  and  when  a  small  open- 
ing is  made  with  the  forceps  between  the  stitches  a 
little  bloody  fluid  containing  a  few  gas  bubbles  es- 
capes. Further  progress  is  uneventful.  In  still 
other  cases  the  entire  vicinity  of  the  wound  is 
swollen  and  tense,  and  a  cherry-red  color  extends 
upward  and  downward.  Often  with  evidence  of  gas 
beneath  the  suture  an  unpleasant  odor  is  detected. 
This  angry  condition  subsides  as  a  rule  without  pro- 
ducing general  symptoms  providing  the  streptococ- 


cus is  not  present.  Sometimes  there  is  a  little  sup- 
puration and  the  formation  of  a  gas  abscess  which 
must  be  opened.  When  a  streptococcus  infection  is 
present,  however,  the  picture  is  quite  different.  The 
expression  is  drawn,  the  temperature  high,  the  pulse 
rapid,  the  pain  severe,  and  the  region  of  the  wound 
a  deep  red  in  color  and  mottled.  These  wounds 
must  be  opened  at  once  as  widely  as  possible.  All 
such  cases  should  be  isolated. 

2.  How  to  determine  the  presence  of  the  strepto- 
coccus. Primary  suture  is  done  under  bacteriologi- 
cal control.  Smears  are  taken  by  pipettes  from  all 
recesses  of  the  wound  between  the  tenth  and  eight- 
eenth hour  after  injury.  Inoculations  are  made 
in  broth,  on  slanted  agar  with  litmus  and  lactose, 
and  into  deep  agar  of  Veillon.  Egg  albumen  with 
soda  or  ascitic  fluid  when  added  to  the  broth  facili- 
tates the  growth.  Within  four  to  six  hours  the 
streptococci  may  be  identified.  In  very  recent 
wounds  only  10  to  15  per  cent  show  the  streptococcus 
alone,  while  in  only  6  to  8  per  cent  are  the  anaerobes 
seen  in  association  with  it. 

3 .  The  technique  to  be  followed  to  obtain  constant 
results.  First,  excise  the  entire  wounds  of  entrance 
and  exit.  Do  not  explore  the  track  with  the  fingers 
or  a  probe.  Practise  wide  excision,  layer  by  layer, 
until  all  remaining  tissues  bleed,  are  contractile, 
and  have  a  healthy  color.  In  cases  of  fracture  be  sat- 
isfied with  the  removal  of  all  free  splinters  which  are 
not  adherent  and  foreign  bodies.  If  the  projectile  is 
embedded  in  a  diaphysis  or  an  epiphysis,  the  area 
should  be  hollowed  out,  laid  flat,  and  touched  with 
iodoform  ether.  It  may  then  be  filled  in  different 
ways.  In  cases  of  injured  joints,  primary  resection, 
typical  or  atypical  as  needed  (after  the  manner  of 
Loubat)  should  be  done.  As  antiseptics  ether  is 
best  for  the  soft  parts,  and  bmbredanne  and  iodo- 
form-ether  for  bone  injuries.  In  closing  the  wound 
haemostasis  should  be  complete  and  the  formation  of 
spaces  avoided. 

4.  The  time  for  suturing.  Primary  suture  should 
be  done  if  no  streptococcus  is  found  and  there  is 
no  anatomical  or  pathological  contra-indication. 
Close  practically  every  wound  upon  the  patient's 
arrival,  re-opening  those  in  which  the  streptococcus 
has  been  found.  Suture  is  contra-indicated  in:  (i) 
multiple  wounds,  when  shock  prevents  extensive 
operation;  (2)  deep  wounds  which  are  infected  and 
cannot  be  completely  excised;  (3)  wounds  containing 
large  projectiles;  (4)  wounds  producing  extensive  in- 
jury to  the  skin;  and  (5)  wounds  not  requiring  su- 
ture (enucleation  of  the  eye). 

The  advantages  of  primary  suture  are  unquestion- 
able. The  period  of  suffering  is  shortened.  The  danger 
of  secondary  infection  is  obviated.  Functional  res- 
toration is  obtained  more  quickly.  A  flexible,  non- 
adherent scar  is  not  likely  to  become  malignant. 
Fewer  attendants  are  necessary.  The  time  of  dis- 
ability, even  with  extensive  wounds,  is  much  short- 
ened. 

The  requisites  for  constant  results  are:  a  com- 
petent surgeon,  a  competent  bacteriologist,  and  con- 
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trol  of  the  wounded  at  least  fifteen  days  to  allow 
primary  healing. 

The  work  of  Tossier,  on  which  all  wound  closures 
are  now  based,  permitted  the  greatest  progress  in 
surgery  realized  during  the  war.         E.  M.  Miller. 

Le  Fur,  R.:  Eighty-Two  Cases  of  Primary  Suture 

(Sur  82  cas  de  sutures  primitives)  Ten  Cases  of 
Primary  Suture  of  the  Joints  (Dix  cas  de  sutures 
primitives  articulaires).  Paris  chirurg.,  1918,  x, 
400,  455- 

In  the  82  cases  of  primary  suture  of  war  wounds 
reported  by  Le  Fur  the  indications  for  this  proced- 
ure were  given  by  the  nature  of  the  wound,  its 
cUnical  aspect,  its  recent  date,  and  the  results  of 
bacteriological  examination. 

Total  suture  was  done  in  14  cases;  in  62  filiform 
drainage  was  necessary. 

A  successful  result  was  obtained  in  70  cases.  The 
14  total  primary  sutures  all  resulted  successfully; 
of  the  62  wounds  which  were  drained  the  results 
were  successful  in  52. 

Thirty-one  of  the  wounds  were  bullet  wounds  and 
51  shell  wounds  The  results  of  primary  suture  were 
successful  in  six-sevenths  of  the  bullet  wounds  and 
four-fifths  of  the  shell  wounds.  Twelve  wounds  were 
wounds  of  the  head  and  neck,  30  of  the  upper  limb, 
29  of  the  lower  limb,  and  the  balance  multiple 
wounds.  The  12  face  and  neck  cases  gave  11  suc- 
cesses and  I  failure;  in  the  30  wounds  of  the  upper 
limbs  there  were  28  successes  and  2  failures;  and  in 
the  29  wounds  of  the  lower  limbs,  25  successes  and 
4  failures. 

The  wounds  which  were  sutured  within  the  first 
twenty-four  hours  after  the  injury  gave  90  per  cent 
successful  results;  those  sutured  within  thirty  hours, 
88  per  cent  successful  results,  and  those  sutured 
within  forty-eight  hours,  85  per  cent  successful 
results.  Suture  after  forty-eight  hours  gave  71 
per  cent  successful  results. 

In  the  whole  series  of  82  wounds,  many  of  which 
were  very  extensive  and  13  of  which  were  compli- 
cated by  fracture,  there  was  not  a  single  fatality. 
In  only  1 2  cases  was  re-opening  necessary  owing  to 
infection.  The  author  points  out  also  the  superiority 
of  primary  suture  from  the  point  of  view  of  function. 
The  cicatrices  are  soft  and  supple  and  there  is  no 
stiffness  of  the  joints  nor  any  complication  in  the 
muscles  or  tendons.  In  addition,  recovery  is  far 
more  rapid  than  following  other  methods  of  closure. 

In  his  special  report  regarding  primary  articular 
sutures  Le  Fur  treats  of  3  elbow,  i  shoulder,  and  6 
knee-joint  cases.  Four  were  complicated  by  frac- 
tures. From  the  results  in  this  series  he  draws  the 
following  conclusions : 

1.  In  cases  of  joint  wounds  it  is  always  more 
prudent  and  often  necessary  to  open  the  articulation 
by  a  wide  arthrotomy  and  to  disinfect  it  thoroughly. 

2.  The  disinfection  and  cleansing  of  the  joint 
should  be  carefully  done  and  complete.  The  ar- 
throtomy should  be  large  enough  to  expose  the  whole 
wound  track,  the  synovia,  the  cartilage,  and  the 


bone  regions,  and  to  permit  the  removal  of  every 
particle  of  debris.  The  interior  of  the  joint  should  be 
washed  with  ether. 

3.  Unless  contra-indicated,  the  suture  of  the 
joint  should  be  complete  and  a  drain  should  not  be 
used.  The  harm  of  drainage  in  joint  wounds  has 
been  fully  demonstrated.  Drains  favor  infection 
and  cause  ankylosis.  When  drainage  is  necessary 
(as  in  purulent  arthritis),  however,  the  small  Dakin 
drains  should  be  used  with  continuous  or  inter- 
rupted irrigation  with  the  Dakin  fluid.  These 
drains  should  be  changed  every  day  or  every  other 
day. 

Le  Fur  believes  that  as  a  rule  physiotherapy  is 
delayed  too  long  in  articular  injuries.  In  the  cases 
in  which  he  did  a  primary  suture  it  was  generally 
begun  by  the  t.elfth  or  thirteenth  day. 

W.  A.  Brennan. 

Stoney,    R.    A.:     Secondary   Suture   of   Wounds. 

Lancet,  1919,  cxcvi,  978. 

The  author  outlines  his  method  for  secondary 
suture  of  wounds  as  foliows:  After  thoroughly 
cleansing  the  wound  with  ether  and  iodine,  the 
granulation  tissue  is  removed  with  a  sharp  curet, 
the  skin  edges  are  separated  by  blunt  dissection 
around  the  wound  for  a  considerable  distance,  and 
this  loose  skin  edge  is  removed.  This  having  been 
done,  the  whole  wound  is  thoroughly  dried  and  the 
bleeding  points  securely  tied.  The  wound  is  next 
swabbed  with  ether,  packed  for  a  few  moments  with 
gauze  wrung  out  of  ether,  and  then  completely 
covered  with  a  modified  "bipp"  composed  of  two 
parts  of  iodoform,  one  part  of  bismuth,  twelve 
parts  of  vaseline,  and  enough  hard  paraffin  to  give 
the  preparation  the  consistency  of  butter. 

The  tissues  are  sutured  in  layers  with  catgut,  all 
dead  space  being  obliterated,  and  finally  the  skin 
is  united  by  thick  silk  impregnated  with  the  paste 
described. 

If  there  is  no  continued  rise  of  temperature  or  pain 
after  the  operation  the  wound  need  not  be  dressed 
until  the  seventh  or  eight  day.  In  the  majority  of 
cases,  however,  there  is  considerable  tension,  and 
dressing  is  done  on  the  fourth  day.  The  author  has 
found  it  advisable  to  keep  the  edges  approximated 
by  strapping  for  a  period  of  a  week  or  ten  days  after 
the  removal  of  sutures. 

The  article  contains  a  tabulation  of  cases  treated 
by  this  method.  D.  C.  Balfour. 

Butchel,  F.  C. :   The  Use  of  the  Cautery.    Colorado 
Med.,  1919,  xvi,  144. 

The  uses  of  the  hot  iron  in  surgery  are  reviewed 
briefly.  There  are  three  groups  of  indications, 
malignancy,  the  prevention  of  infection,  and  the 
prevention  of  haemorrhage. 

In  cases  of  malignancy  the  cautery  has  been  found 
especially  useful  in  the  treatment  of  tumors  of  the 
jaws  and  uterine  cervical,  breast,  and  vesical  carcin- 
omata. 
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In  the  prevention  of  infection  it  is  used  for  the 
destruction  of  gastric  ulcers,  the  sterilization  of 
appendiceal  and  cholecystectomy  stumps,  the  steril- 
ization of  the  cervical  canal  in  supravaginal  hyster- 
ectomy, gonorrhtt'al  endocervicitis,  and  cervical 
ulceration,  the  treatment  of  noma,  and,  in  the  war 
zone,  the  treatment  of  recent  wounds.  Pancreatic 
fistula;,  corneal  ulcers,  and  tonsillar  infections  have 
also  been  attacked  successfully  in  this  manner. 

In  the  prevention  and  arrest  of  haemorrhage  the 
cautery  has  been  employed  in  prostatectomy  and 
the  removal  of  navi.  K.  L.  Vehe. 

Madero,  G.:  Some  Psychic  Cases  Improved  by 
Surgical  Operation  (Sobre  algunos  casos  de 
psiosis  mejorados  con  la  intervenci6n  quirfirgica). 
Rev.  Asoc.  mid.  argent.,  1919,  xxx,  276. 

Madero  reports  the  cases  of  three  women,  inmates 
of  a  hospital  for  the  insane,  who  showed  distinct 
improvement  after  surgical  operation.  The  first 
was  a  case  of  acute  appendicitis  and  uterine  lesions. 
The  appendix  was  removed.  The  second  patient 
had  an  abdominal  tumor  and  was  subjected  to  a 
cholecystectomy.  In  the  third  case  the  operation 
consisted  in  opening  and  draining  an  abscess  in  the 
region  of  the  thigh.  Following  the  operations  there 
was  a  decided  improvement  in  the  patients'  mental 
state  as  well  as  in  their  general  condition.  This 
mental  improvement  was  observed  shortly  after 
operation  when  the  disturbance  due  to  the  operative 
traumatism  had  subsided.  The  patients  became 
tranquil,  delirium  ceased,  and  there  was  co-ordina- 
tion of  thought.  The  psychosis  in  these  cases  was 
the  result  of  chronic  infectious  processes  of  slow 
evolution  which  had  periods  of  acute  exacerbation 
and  had  left  a  permanent  effect  on  the  mind. 

True  infectious  delirium  is  manifested  in  the 
septicaemias,  typhoid,  etc.  and  is  secondary  to  a 
general  infection,  disappearing  with  it.  Other 
types  of  delirium  may  be  more  permanent  and 
maintained  as  permanent  psychoses  after  the 
acute  infectious  stage  has  passed  until  the  organic 
disease  disappears  and  the  general  health  is  restored. 

W.  A.  Brennan. 

Pringle,  J.  H,,  and  Teacher,  J.  H.:  The  Digestion 
of  the  CEsophagus  as  a  Cause  of  Postoperative 
Haematemesis.  Brit.  J.  Surg.,  1919,  vi,  523. 

Postmortem  digestion  of  the  oesophagus  is 
recognized  as  an  extremely  common  condition 
but  oesophageal  digestion  during  life  has  been  con- 
sidered extremely  rare. 

The  authors'  first  case  was  that  of  a  well-built, 
well-nourished  youth  who  died  about  ten  hours  after 
an  appendicectomy.  The  abdomen  showed  no 
lethal  pathology,  but  destruction  of  the  lower  part 
of  the  oesophagus,  the  presence  of  slate-colored  fluid 
in  the  pleural  sacs,  congestion  and  haemorrhage  of 
the  lungs  in  the  neighborhood  of  the  oesophagus,  and 
interstitial  emphysema  were  found. 

Fifteen  cases  which  came  to  autopsy  and  in 
which  it  seemed  very  probable  that  digestion  of  the 


oesophagus  had  occurred  during  life  are  reported. 

The  pathology  in  these  cases  varied  from  dilatation 
of  the  oesophagus  just  above  the  diaphragm  by  a 
thin  black  fluid  associated  with  superficial  ulcera- 
tions and  haemorrhages  into  the  oesophageal  wall,  to 
deep  and  widespread  ulceration  with  perforation  and 
reaction  in  the  adjacent  pleura  and  lungs.  In  every 
instance  there  was  a  sharply  defined  ulceration  of 
the  mucous  membrane  at  the  very  termination  of 
the  oesophagus,  and  when  perforation  had  occurred, 
it  was  always  found  low  down  in  the  tube. 

The  haemorrhages  in  this  condition  are  of  varying 
extent,  submucous  and  intramural.  Over  these  the 
membrane  may  be  intact,  or  it  may  show  superficial 
disintegration  with  widespread  erosions  or  deep 
ulceration.  The  authors  believe  that  the  haemateme- 
sis  is  explained  by  the  erosions  over  and  around  the 
haemorrhages.  The  digestion  of  the  devitalized 
coats  they  ascribe  to  the  escape  of  the  gastric 
juice  into  the  oesophagus  during  the  course  of  a 
toxic  disease. 

In  cases  of  haematemesis  there  is  often  a  state  of 
profound  toxaemia  and  the  mortality  is  very  high. 
The  amount  of  blood  vomited  is  usually  small  but 
in  some  instances  is  large.  As  a  rule  the  fluid  ejected 
is  extremely  acid  and  in  many  cases  it  has  a  scalding 
effect  on  the  throat  and  lips.  Often  also  there  is  a 
boring  retrosternal  pain.  Usually  the  haematemesis 
begins  soon  after  operation. 

The  authors  conclude:  (i)  that  digestion  of  the 
oesophagus  may  occur  during  life  and  cause  haema- 
temesis; (2)  that  this  digestion  may  occur  in  the 
course  of  any  disease  which  greatly  lowers  the 
vitality;  and  (3)  that  antemortem  digestion  of  the 
oesophagus  is  one  cause  of  postoperative  haema- 
temesis. K.  L.  Vehe. 

ASEPTIC  AND  ANTISEPTIC  SURGERY 

Henderson,  J.  M.:  The  Carrel- Dakin  Treatment 
in  Empj'enia  at  Camp  Custer,  Michigan.  North- 
west Med.,  1919,  xviii,  101. 

The  author  summarizes  his  article  as  follows: 

The  Carrel-Dakin  treatment  of  wounds  may  be 
successfully  employed  in  empyema  and  is  a  most 
valuable  method. 

The  best  results  were  obtained  in  acute  cases  in 
which  costectomy  was  performed  and  a  limiting 
membrane  had  formed.  In  such  cases  an  opening 
was  made  sufficiently  large  to  aUow  the  introduction 
of  from  four  to  eight  Carrel  tubes. 

The  average  acute  cases  can  be  sterilized  in  from 
six  to  ten  days  and  the  wound  successfully  closed 
by  sutures  or  allowed  to  close  spontaneously. 

From  the  beginning  there  is  complete  absence  of 
odor,  the  pus  disappears  very  rapidly,  and  the  pa- 
tient's general  condition  shows  marked  improve- 
ment. 

The  treatment  of  the  delayed  cases  consisted  of 
opening  the  pockets  when  possible  or  enlarging  the 
sinus  sufficiently  to  introduce  the  tubes,  complete 
or  partial  sterilization  of  the  cavity  or  old  sinus  with 
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Dakin's  solution,  and  the  introduction  of  Beck's 
paste. 

The  treatment  of  the  cases  of  large  pneumothorax 
consisted  in  sterilization  of  the  cavities  with  Dakin's 
solution  and  the  subsequent  sealing  of  the  wounds. 
The  author  believes  that  the  first  end  to  be 
attained  is  the  sterilization  of  the  cavity  as  he  con- 
siders that  there  is  more  to  be  feared  from  the 
toxaemia  than  from  the  pneumothorax.  It  is  im- 
possible, however,  to  lay  down  any  fixed  rule  that 
is  applicable  to  all  cases.  Each  must  be  cons'dcred 
a  problem  by  itself  and  the  treatment  modified 
accordingly.  E.  C.  Robitshek. 

ANiESTHETICS 

Vitrac:  General  Ether  Anaesthesia  by  the  Rectal 
Route  (Anesthesia  g^nerale  par  I'dther  administrfi 
par  la  voie  rectale).  Bull,  et  mem.  Soc.  dc  chir.  de  Par., 
1919,  xiv,  934. 

Vitrac's  report  is  based  upon  the  observation  of 
67  cases  of  general  ether  anasthesia  induced  by  the 
rectal  route  with  ether-oil.  The  results  obtained 
seemed  to  demonstrate  that  the  injection  of  ether- 
oil  has  only  a  weak  anaesthetic  value.  Sleep  was 
perfect  in  only  four-tenths  of  the  cases,  imperfect  in 
five-tenths,  and  quite  insufficient  in  the  remainder. 
In  the  cases  in  which  the  anasthesia  had  to  be  com- 
pleted by  inhalations,  the  quality  of  the  narcosis 
was  much  better  than  when  the  anaesthesia  was 
produced  by  inhalations  alone.  Only  in  favorable 
cases  was  the  anaesthesia  quite  sufficient  for  all 
operations. 

This  form  of  narcosis  is  followed  in  a  few  hours  or 
days  by  vomiting  or  abdominal  pain.  While  these 
are  not  of  great  importance,  the  abdominal  pain  may 
continue  for  from  one  to  twenty-four  hours.  In 
very  rare  instances  pulmonary  or  haemorrhagic  com- 
plications develop. 

Pulmonary  complications  in  the  form  of  pneumo- 
nia occurred  in  the  cases  of  two  men  who  were  suf- 
fering from  old  pleurisy.  In  these  instances  the 
pneumonia  was  not  serious  and  the  author  believes  it 
may  have  been  due  to  the  operation  rather  than  the 
narcosis.  The  most  severe  complication  noted  by 
Vitrac  was  haemorrhage  of  the  digestive  tract  which 
also  occurred  in  two  instances.  One  of  these  pa- 
tients died. 

Fifteen  of  the  operations  performed  were  on  the 
thorax.  Of  these,  5  were  for  the  extraction  of  foreign 
bodies  and  10  were  extensive  thoracectomies.  There 
were  10  excellent  results,  2  cases  of  pneumonia,  i 
case  of  excessive  vomiting,  i  case  of  sharp  pain,  and 
I  death.  Four  of  the  operations  were  performed  on 
the  head  and  neck.  In  3,  good  results  were  obtained 
but  in  I  there  was  pulmonary  haemorrhage.  Two 
operations  were  upon  the  abdomen.  The  anaesthesia 
was  perfect  but  the  operation  was  interrupted  by 
haematemesis.  Two  pelvic  operations  gave  good 
results.  In  addition,  there  were  11  operations  on 
the  upper  limbs  and  22  on  the  lower  limbs. 

In  the  whole  series  of  67  cases  there  were  2  severe 


complications  in  cases  in  which  it  seemed  there  were 
the  most  definite  indications  for  the  operation. 

In  commenting  on  Vitrac's  report  VViart  pointed 
out  that  in  ^oo  operations  performed  in  the  United 
States  by  this  method  there  was  only  i  death;  in 
Russia  where  it  was  used  extensively  the  statistics 
of  1,500  cases  showed  6  deaths  and  7  severe  compli- 
cations, but  it  is  by  no  means  certain  that  the  ma- 
jority of  the  deaths  were  due  to  the  anaesthetic. 

The  complications  may  be  divided  into  two 
classes:  (i)  those  due  to  heart  failure,  and  (2)  those 
due  to  intestinal  haemorrhage.  The  first  appear  to 
follow  the  use  of  too  much  anaesthetic,- especially  in 
the  cases  of  very  susceptible  patients.  While 
Gwathmey  and  Sutton  in  the  United  States  do  not 
consider  the  objections  raised  against  ether-oil 
anaesthesia  of  much  account,  they  tacitly  admit  the 
dangers  of  an  overdosage  of  ether  since  they  tell  how 
the  quantity  of  the  dose  may  be  diminished. 

The  impression  gained  from  the  facts  reported  is 
decidedly  unfavorable  to  the  method.  It  is  not 
superior  to  others  and  seems  much  more  dangerous. 
No  other  method  has  given  the  proportion  of  8 
deaths  and  8  cases  of  severe  complications  in  less 
than  2.500  cases.  Until  these  complications  have 
been  fully  explained  as  due  to  negligence  or  some 
technical  error  which  is  avoidable,  rectal  anaesthesia 
as  practiced  now  must  be  classed  as  unquestionably 
dangerous  and  its  use  should  be  discontinued. 

W.  A.  Bbennan. 

Compaii,  V. :  Anaesthesia  in  Surgery  of  the  Urinary 
Tract  (La  anesthesia  en  cirugia  urinaria).  Rev. 
espan.  de  drug.,  1919,  i,  222. 

Compan's  paper  was  presented  to  the  National 
Congress  of  Medicine,  Madrid,  April,  1919.  His 
conclusions  are: 

1.  Patients  with  urinary  conditions  are  in  a 
special  class  as  regards  physiological  resistance  and 
in  surgical  operations  upon  them  the  dangers  of  an- 
aesthesia should  be  reduced  to  a  minimum. 

2.  The  number  of  cases  in  which  general  anaes- 
thesia is  used  should  be  reduced  to  the  lowest  lim- 
its. Among  the  various  general  anaesthetics,  ether 
is  the  best.  The  ansesthesia  should  be  begun  with  a 
mixture  of  ether  and  chloroform.  Ethyl  chloride  is 
preferred  for  short  operations. 

3.  High  epidural  anaesthesia,  although  Uttle  em- 
ployed up  to  the  present  time,  merits  attention  as  it 
easily  and  sufficiently  anaesthetizes  the  pelvic  organs 
so  as  to  permit  any  kind  of  operation  on  the  urinary 
tract.  The  Gil-Vernet  method  is  the  method  of 
choice. 

4.  Local  anaesthesia  —  either  the  method  of 
Hackenbruch  or  the  infiltration  method  of  Reclus- 
Schleich-Braun — is  the  method  of  choice  in  urolog- 
ic  conditions.  This  has  the  least  danger  for  the 
patient  and  is  followed  by  an  uneventful  postopera- 
tive course  whereas  when  other  methods  are  used 
complications  and  even  death  may  occur. 

5.  In  operations  upon  the  kidney  and  ureter  the 
method  of  Schellheim-Kappis  is  of  value  in  simple 
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cases;  general  anxsthcsia  is  preferable  in  the  ma- 
jority. 

6.  Operations  upon  the  urethra,  prostate,  and 
bladder  should  be  performed  as  a  rule  with  the  aid 
of  local  ana;sthesia  induced  by  nerve  blocking 
around  the  operative  region  or  infiltration.  In  pros- 
tatectomy the  author  prefers  Legueu's  technique. 

7.  Novocaine  with  adrenalin  is  the  anaesthetic 
of  choice  for  local  anaesthesia.         W.  A.  Brennan. 

Miller,  J.  A.:  Secondaty  Suture  and  Skin  Graft 
under  Local  Anaesthesia.  A''.  York  M.  J.,  1919, 
cix,  770. 

The  chief  advantages  of  early  secondary  sutures 
in  the  treatment  of  war  wounds  were,  first,  that 
the  patient  was  made  fit  months  sooner;  second, 
that  the  dressings  were  done  away  with  almost 
entirely  for  in  absolutely  successful  cases  only  two 
dressings  were  necessary;  and  third,  that  the  beds 
were  ready  for  new  patients  in  a  shorter  period. 
It  therefore,  preserved  man  power,  reduced  labor, 
and  saved  money. 

Three  of  the  author's  chief  reasons  for  doing 
secondary  suturing  of  wounds  under  local  anaes- 
thesia were:  (i)  that  while  the  wound  was  often 
ready  for  resuture,  the  patient,  owing  to  gas  poison- 
ing, bronchitis,  cardiac  trouble,  or  poor  general 
condition,  was  not  able  to  take  a  general  anaes- 
thetic without  risk  to  his  impaired  health;  (2)  that 
most  of  the  men  operated  upon  under  local  anaes- 


thesia preferred  it;  and  (3)  that  in  the  average  base 
hospital  there  was  a  shortage  of  medical  officers 
and  local  ana:sthesia  disposed  of  the  necessity  for 
an  anaesthetist. 

Excessively  large  and  deep  wounds  could  not  be 
treated  by  this  method,  but  these  types  of  injuries 
were  comparatively  few  among  the  cases  coming 
under  the  author's  care.  When  it  was  impossible 
to  attempt  secondary  suture  because  of  a  great  loss 
of  skin,  Miller  resorted  to  skin  grafting,  using  the 
same  principles  and  performing  the  operation  under 
local  ansesthesia  with  excellent  results. 

Two  days  prior  to  the  operation,  the  wound  was 
dressed  with  gauze  moistened  with  a  25  per  cent 
solution  of  magnesium  sulphate.  At  the  time  of 
the  operation  care  was  taken  to  wash  all  of  the 
magnesium  sulphate  away  from  the  wound  with 
sterile  saline  solution  before  proceeding  with  the 
sterilization  and  anaesthetizatiop  of  the  part.  Mil- 
ler used  chiefly  2  per  cent  novocaine  or  2  per  cent 
eucaine  to  which  were  added  about  15  minims  of 
adrenalin  to  the  4  ounces  at  the  time  of  using.  He 
infiltrated  the  entire  circumference  of  the  wound 
superficially  and  deeply  and  under  the  granulation 
tissue  covering  the  wound.  The  needle  penetrated 
from  the  surrounding  edges  which  had  already  been 
anaesthetized. 

In  the  cases  of  skin  grafting,  the  entire  area  of 
skin  was  anaethetized  intradermally  instead  of 
subcutaneously.  E.  C.  Robitshek. 
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Bamhill,  J.  F.:    Surgery  of  the  Trifacial  Nerve. 

Laryngoscope,  1919,  xxix,  342. 

Since  the  gratitude  of  the  patient  is  often  modified 
by  the  amount  of  scar  left  by  an  operation,  it  is  essen- 
tial to  adopt  a  method  that  will  insure  a  minimum 
amount  of  deformity. 

Failure  to  diagnose  the  seat  of  the  lesion 
in  neuralgia  accurately  accounts  for  failure  to  cure  by 
surgical  methods.  Undoubtedly  it  is  a  fact  that  a 
portion  of  a  nerve  trunk  may  remain  intact  and  its 
branches  continue  to  be  actively  neuralgic  after 
apparently  extensive  operations  in  which  the  resection 
has  not  been  carried  to  a  sufficient  depth.  The 
branches  of  adjacent  trunks  of  the  trifacial  overlap 
like  the  terminal  branches  of  the  infra-orbital,  nasal, 
and  infratrochlear  nerves,  making  diagnosis  of  the 
exact  branch  very  difficult. 

The  author  favors  surgery  of  the  ophthalmic  branch 
and  its  divisions  earlier  than  operation  upon  the  two 
others  because  of  the  probability  that  injection  meth- 
ods will  fail  to  cure  or  relieve  and  the  facts  that  the 
operation  causes  almost  no  scar  and  this  branch  is 
comparatively  easy  to  deal  with. 

As  the  continuance  of  an  unbearable  neuralgia  of 
the  ala  of  the  nose  and  the  upper  lip  in  recurring  cases 


indicates  that  the  nasal  nerve  has  not  been  extracted, 
the  writer  devised  a  procedure  according  to  which  an 
incision  is  made  from  the  juncture  of  the  outer  and 
middle  thirds  of  the  supra-orbital  margin  well  down  on 
the  bridge  of  the  nose  through  the  periosteum.  The 
latter  is  detached  cautiously  toward  the  apex  of  the 
orbit  until  the  anterior  ethmoidal  foramen  is  reached 
when  the  nerve  is  twisted  out  deeply  enough  to  include 
the  infratrochlear  branch. 

To  effect  a  cure  the  infra-orbital  nerve  must  be  sev- 
ered at  the  foramen  rotundum.  To  accomplish  this 
the  author  uses  the  transorbital  route,  chiseling  away 
the  osseous  roof  of  the  canal  and  avulsing  the  nerve 
at  the  round  foramen,  the  orbital  contents  being  held 
out  of  the  way. 

The  transorbital  operation  has  an  advantage  in 
that  it  does  not  open  the  antrum.  A  darkened  room, 
good  reflected  light,  and  trained  assistance  are 
essential. 

Experiments  on  the  cadaver  show  that  without 
chiseling  into  the  canal  and  loosening  the  nerve  the 
latter  invariably  snaps  at  the  entrance  owing  to  the 
large  amount  of  connective  tissue  which  binds  it  just 
within  the  foramen. 

Return  of  neuralgia  due  to  re-union  after  resection 
of  25  millimeters  of  the  infra-orbital  and  infradental 
nerves  has  been  reported  and  it  is  therefore  believed 
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Fig.  I.  Fig.  2. 

Fig.  I.  The  first  step  in  the  operation  consists  in  the 
removal  of  the  two  wedge-shaped  pieces  from  the  floor  of 
the  nostrils  to  permit  correction  of  the  nasal  deformity. 

by  many  that  the  gasserian  ganglion  should  always 
be  attacked.  The  best  procedure  is  stated  to  be 
section  of  the  sensory  root  as  advocated  by  Spiller 
as  this  gives  permanent  relief.  No  attempt  being 
made  to  remove  all  or  a  greater  part  of  the  ganglion, 
the  danger  of  injury  to  the  cavernous  sinus  is 
decreased.  S.  S.  Howe. 
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Brophy,  T.  W.: 

iii,  265. 


Harelip.   Surg.  Clin.  Chicago,  1919, 


The  case  demonstrated  by  Brophy  is  that  of  a 
so-called  partial  double  harelip.  There  is  a  separa- 
tion of  the  lip  in  two  places,  extending  about  half- 
way between  what  should  be  the  vermilion  border 
and  the  nose.  There  is  also  a  complete  cleft  of  the 
palate  and  a  separation  of  the  alveolar  process  on  the 
left  side.  The  right  side  is  intact.  This  particular 
condition  is  comparatively  rare. . 

The  operation  for  the  repair  is  performed  under 
ether  anaesthesia.  As  the  nostrils,  especially  the  left 
one,  are  wider  than  normal,  a  wedge-shaped  piece 
of  tissue  is  removed  at  the  lower  gap  so  as  to  con- 
tract them.  The  lip  is  picked  up  and  a  flap  made 
by  passing  the  knife  obliquely  upward  through  its 
entire  substance  as  far  as  the  incision  just  made. 
In  this  way  the  abnormally  dilated  nostril  is  reduced. 
The  procedure  is  the  same  on  the  opposite  side  ex- 
cept that  the  piece  of  tissue  removed  need  not  be 
so  wide. 

The  first  consideration  is  to  get  the  nostrils  right, 
and  the  second  to  close  the  fissure  in  the  lip.  In 
order  to  avoid  a  depression  in  the  lip  its  tissues  are 
split  so  as  to  roll  out  the  skin  and  make  it  thicker  at 
the  border.  Any  superfluous  mucous  membrane 
is  then  taken  off  so  that  the  mucous  membrane  will 
not  overlap  the  skin  or  the  skin  overlap  the  mucous 
membrane.  Skin  is  now  carefully  sutured  to  skin 
and  mucous  membrane  to  mucous  membrane  with 
horsehair.  One  or  two  stay  sutures  all  the  way  across 
are  then  inserted  to  hold  the  parts  together. 

Before  making  the  first  incision,  the  nose  is  closed 
to  exclude  blood  from  the  nasal  passages.  However, 
as  it  is  extremely  difficult  to  prevent  the  escape  of 
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Fig.  3- 

Harelip). 


Fig.  3- 
First  suture. 
Tension  sutures  of  silkworm  gut.     (Brophy: 


some  blood  into  the  passages  above  the  tampon, 
Brophy  advises  washing  out  the  stomach  at  the 
completion  of  the  operation  in  order  to  get  rid  of  all 
that  has  been  swallowed.  In  this  way  an  increase 
in  temperature  from  the  absorption  of  blood  in  the 
stomach  is  avoided. 

The  dressing  consists  of  strips  of  adhesive  plaster 
placed  on  the  face  in  such  a  way  as  to  leave  the 
wound  open  as  much  as  possible.  Cuffs  of  card- 
board are  put  on  the  child's  arms  to  prevent  it 
from  sticking  its  fists  into  its  mouth.  A  piece  of 
iodoform  gauze  is  placed  in  the  nose  for  two  or 
three  days  to  exclude  excretion  from  the  stitches. 
After  the  gauze  is  removed,  the  nose  is  kept  clean 
with  an  applicator. 

McCauley,  D.  H.,  and  Worthley,  B.  L.:  The  Treat- 
ment of  Ununited  Fractures  of  the  Jaws. 
Resume  of  Work  Done  by  the  Dental  Depart- 
ment, U.  S.  A.  General  Hospital  No.  11,  Cape 
May,  N.  J.    Dental  Cosmos,  1919,  Ixi,  455. 

In  this  article,  which  is  a  continuation,  the  authors 
report  the  following  conclusions  regarding  the  treat- 
ment of  ununited  fractures  associated  with  a  large 
loss  of  bony  substance. 

1.  Wiring  teeth  is  contra-indicated  except  as  a 
temporary  measure. 

2.  An  interdental  splint  should  always  be  used  in 
fractures  of  the  mandible  when  there  is  a  large  loss 
of  bony  substance  and  especially  when  only  the 
molars  can  be  used  as  points  of  fixation  and  when  the 
injury  is  posterior  to  the  last  tooth. 

3.  The  pin-and-tube  type  of  interdental  splint 
has  advantages  far  superior  to  any  used  heretofore. 

4.  The  jaws  should  be  placed  in  the  position  of 
rest  when  the  fracture  is  anterior  to  the  angle. 

5.  When  there  is  destruction  of  at  least  half  the 
ramus,  only  fibrous  union  can  be  secured. 

6.  In  the  great  majority  of  mandibular  fractures 
associated  with  loss  of  substance  the  posterior  frag- 
ment should  be  drawn  forward. 

7.  When  a  compound  comminuted  fracture  is 
present  at  the  median  line,  springiness  will  often 


250 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


occur  even  after  primary  union  has  taken  place  and 
an  apparently  perfect  result  has  been  obtained. 
This  springiness  permits  the  two  bodies  of  the 
mandible  to  swing  inward,  causing  mal-occlusion. 
In  these  cases  permanent  support  should  be  given 
by  fixed  bridge  work. 


8.  Immobilization  of  the  jaws  alone  will  not  pro- 
duce trismus. 

9.  Good  food,  fresh  air,  congenial  surroundings, 
and  employment  of  both  mind  and  body  are  of 
great  benefit  in  obtaining  successful  results. 

M.  N.  Federspiel. 


SURGERY  OF  THE  CHEST 


CHEST  WALL  AND  BREAST 

Lilienthal,  H.:  The  Surgical  Treatment  of  Empy- 
ema of  the  Thorax.  Mil.  Surgeon,  1919,  xliv,  582. 

Empyema  is  not  as  a  rule  unilocular;  therefore 
drainage  by  simple  incision  and  insertion  of  a  tube 
or  by  rib  resection  will  be  sufficient  in  only  about  33 
per  cent  of  cases.  Instead  of  breaking  into  the 
main  cavity,  secondary  collections  may  invade  other 
structures,  such  as  a  bronchus.  Moreover,  the  lung 
is  often  markedly  contracted  by  an  inflammatory 
exudate  which  forms  early  and  at  the  end  of  ten  days 
is  tough  and  unyielding  though  it  may  be  readily 
stripped  from  the  lung.  Two  problems  are  thus 
presented,  first,  the  problem  of  saving  life,  aad 
second,  the  problem  of  preventing  deformity.  The 
procedure  varies  with  the  type  of  case  as  follows : 

Group  A,  acute  cases  in  which  the  chest  is  full  of 
pus  and  there  is  immediate  danger  to  Ufe:  Cyanosis, 
dyspnoea,  and  sepsis  are  present.  A  radiograph 
should  be  made  if  time  permits  and  a  minor  thora- 
cotomy performed.  If  the  patient  is  not  improved 
within  six  days,  a  further  fluoroscopic  examination 
should  be  made  while  he  is  in  the  erect  position,  and 
this  should  be  followed  by  a  major  thoracotomy. 

Group  B,  subacute  and  chronic  cases,  often  long 
unrecognized:  Radiographs  and  a  fluoroscopic  ex- 
amination should  be  made  with  the  patient  in  the 
erect  position.  If  the  empyema  is  small  and 
encapsulated,  treatment  may  consist  in  the  resection 
of  one  or  two  ribs.  Otherwise,  a  major  thoracotomy 
should  be  performed. 

Group  C,  chronic  cases  in  which  there  are  sinuses 
and  undrained  cavities  following  operation:  These 
should  be  carefully  studied  with  the  X-ray.  The 
chest  should  then  be  prepared  for  operation  by  dis- 
infection for  from  four  to  six  days  by  Carrel's 
method.  The  operation  should  consist  of  thoraco- 
plasty with  lung  mobilization.  No  operations  to 
collapse  the  chest  wall  should  be  done. 

The  author  describes  the  operations  recommended 
briefly  as  follows: 

Minor  thoracotomy:  Local  anaesthesia,  short  in- 
cision between  the  ribs,  and  insertion  of  a  small 
thick-walled  tube. 

Major  thoracotomy:  General  anaesthesia,  prefer- 
ably by  the  intrapharyngeal  method.  The  incision 
is  made  in  the  seventh  interspace,  the  pleura  are 
opened,  and  the  pus  is  withdrawn  by  suction.  The 
wound  edges  are  then  separated  with  rib  spreaders 
and  all  fluid  and  coagula  removed.     Soft  adhesions 


are  broken  down  and  the  lobes  of  the  lung  separated . 
If  a  tough  confining  membrane  is  present  it  is 
incised  longitudinally  and  laterally  until  the  lung 
expands  with  coughing  or  straining.  The  wound  is 
closed  by  layers,  with  drainage  at  the  angles. 

Thoracoplasty  with  lung  mobilization:  PreUmi- 
nary  disinfection  is  efifected  by  the  Carrel-Dakin 
method,  a  watch  being  kept  for  bronchial  fistulae. 
Intrapharyngeal  insufflation  anaesthesia  is  used.  The 
incision  is  made  as  in  a  major  thoracotomy.  From 
one  to  four  ribs  may  have  to  be  divided  before 
exposure  is  sufficient.  An  old  sinus  is  avoided.  The 
thickened  visceral  pleura-  is  incised  longitudinally 
and  by  cross-hatching  if  it  does  not  peel  off  readily. 
The  anaesthetist  insufflates  and  distends  the  lung. 
The  wound  is  closed  in  layers.  Morphine  is  then 
given  in  full  doses  for  twenty-four  hours.  Blowing 
exercises  are  begun  at  once. 

For  anaesthesia  by  intratracheal  insufflation, 
which  is  very  simple,  a  foot  bellows,  an  ether  bottle, 
and  a  catheter  are  required.  The  latter  is  passed 
through  the  nostril  as  far  as  the  pharynx.  To  distend 
the  lung  the  opposite  nostril  is  dosed  and  the  mouth 
covered.  E.  M.  Miller. 

Dodge,  W.  T. :  Empyema  at  Base  Hospital,  Camp 
Sherman,  Ohio.  /.  Am.  M.  Ass.,  1919,  kxii,  1808. 

The  author  states  that  before  deciding  on  the 
treatment  he  would  adopt  he  reviewed  the  results 
which  had  been  obtained  at  this  base  hospital  prior 
to  July  I,  1918. 

He  found  that  in  53  cases  treated  in  the  surgical 
service  for  empyema  there  had  been  23  deaths. 
Simple  thoracotomy  with  open  drainage  had  been 
performed  in  49  cases  and  rib  resection  in  4  cases. 

All  had  been  treated  with  open  drainage  and 
instillations  of  Dakin's  solution.  The  Dakin  solu- 
tion had  then  been  discontinued  and  2  per  cent 
formalin  in  glycerin  substituted.  While  an  improve- 
ment had  been  noted  with  the  later  method,  sub- 
sequent experience  with  these  patients  had  proved 
disappointing.  Fifteen  patients  treated  with  Dakin's 
solution  recovered  and  were  discharged.  Fifteen 
remained  after  the  change  had  been  made  to  forma- 
lin and  glycerin.  Of  the  latter,  4  were  returned  to 
duty.  The  11  others  were  subjected  to  secondary 
operations.  Two  of  these  died,  making  the  final 
number  of  deaths  25  in  a  series  of  53  cases. 

The  pleural  fluids  showed  the  haemolytic  strepto- 
coccus in  5  cases  while  in  the  majority  the  non- 
haemolytic  streptococcus  was  found. 
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Simple  aspiration  as  well  as  aspiration  followed  by 
the  injection  of  formalin  and  glycerin  had  been  tried 
but  both  methods  had  been  discontinued  in  favor  of 
wide-open  drainage. 

The  author  treated  3  cases  according  to  the 
method  used  in  igi8  at  the  Walter  Reed  Hospital, 
the  so-called  "closed  method"  of  aspirating  and 
irrigating  through  a  3-millimeter  tube.  Dakin's 
solution  was  used  at  first  and  later  2  per  cent  forma- 
lin in  glycerin.  These  cases  were  subsequently 
treated  by  rib  resection. 

Dodge  finally  decided  to  use  aspiration  merely 
for  diagnostic  purposes.  When  the  pleural  fluid 
became  purulent,  a  rib  resection  was  performed 
under  local  anzesthesia  and  two  large  drainage  tubes 
were  inserted.  In  no  case  was  resection  done  earlier 
than  seventeen  days  after  the  onset  of  pneumonia. 
The  average  period  was  twenty-five  days. 

No  irrigations  or  instillations  were  used  during 
the  first  ten  days.  Dakin's  solution  was  used  in  5 
cases,  formalin  and  glycerin  in  5  cases,  and  50  per 
cent  glucose  in  several.  Later  the  only  solution 
employed  was  physiological  sodium  chloride  solu- 
tion. The  patients  treated  with  Dakin's  solution  and 
formalin  and  glycerin  had  to  be  subjected  to  rib 
resection  later.  The  pleura  in  these  cases  was 
found  at  the  secondary  operation  to  be  covered  with 
a  thick  layer  of  organized  lymph.  From  this  fact 
the  author  concluded  that  irrigation  with  Dakin's 
solution  and  formalin-glycerin  tends  to  thicken  the 
pleura  and  prevent  expansion  of  the  lungs. 

No  definite  statistics  are  given  as  to  the  number 
of  cases  treated  without  irrigation.  In  18  cases 
irrigation  was  done  with  saline  solution  and  in  this 
series  there  were  no  deaths.  The  final  results  are  not 
mentioned. 

Of  the  71  patients  treated  between  July  i,  191 8, 
and  April  i,  1919,  68  were  treated  by  open  drainage. 
Eighteen  of  these  died.  Thirty-six  patients  recov- 
ered and  returned  to  duty  prior  to  April  15,  1919. 
Ten  patients  were  subjected  to. secondary  operations. 

V.  P.  DiEDERICH. 

Gloyne,  R.:    The  Clinical  Pathology  of  Thoracic 
Puncture  Fluids.  Lancet,  19 19,  cxcvi,  935. 

Careful  study  of  fluids  obtained  by  thoracic 
puncture  gives  much  information  of  diagnostic  value. 

Antiseptics  should  not  be  used  in  preparing  the 
sterile  syringe.  Clotting  in  the  fluid  reduces  the  value 
of  the  examination  and  can  be  prevented  by  the 
addition  of  i^  per  cent  citrate  solution  to  three 
parts  of  the  fluid. 

The  examination  consists  of  determinations  of  the 
specific  gravity  and  coagulable  protein  content,  a 
cell  count,  film  and  cultural  examinations  for  bacteria, 
and   immunological    tests. 

The  author  points  out  that  when  a  purulent  pleural 
fluid  contains  tubercle  bacilli  it  is  strongly  suggestive 
of  a  pneumothorax,  even  in  the  absence  of  clinical 
signs. 

The  various  types  of  fluid  are  discussed  and  the 
following  conclusions  drawn: 


1.  In  a  serous  fluid,  especially  if  tuberculosis 
be  suspected,  coagulation  of  the  fluid  should  be 
prevented  whenever  possible.  If  a  clot  forms,  it 
generally  contains  most  of  the  bacteria  and  cells 
and  should  therefore  be  examined  carefully. 

2.  More  use  might  be  made  of  immunity  tests  in 
serous  tuberculous  fluids. 

3.  Though  the  predominance  of  the  small  round 
cell  (so-called  lymphocyte  count)  is  almost  invariable 
in  simple  tuberculous  effusions,  this  is  not  true  in 
effusions  following  pneumothorax.  In  the  latter, 
predominance  of  polymorphonuclear  cells  is  not 
uncommon. 

4.  In  the  series  reported  tubercle  bacilU  were 
found  in  63.6  per  cent  of  pyopneumothorax  cases,  in 
55.5  per  cent  of  serous  effusions  with  pneumothorax, 
and  in  25.7  per  cent  of  apparently  simple  tuberculous 
effusions. 

5.  In  the  same  series  the  following  were  the  per- 
centages of  secondary  infections:  in  pyopneumo- 
thorax, 18.2;  in  serous  effusions  with  pneumothorax 
ii.i;  and  in  simple  tuberculous  effusions,  none. 

6.  Contrary  to  the  results  of  earlier  observers, 
Gregoire  and  Courcoux  found  during  the  war  that  in 
cases  of  haemothorax  clotting  did  not  take  place  if 
sepsis  could  be  prevented.  Absorption  was  generally 
preceded  by  hemolysis.  They  noted  also  a  char- 
acteristic cell  count — first  polymorphonuclear,  then 
mononuclear  and  endothelial,  and  finally,  eosinophile 
cells  predominating. 

7.  The  cases  of  empyemata  examined  by  the 
author  showed  pneumococci  in  58  per  cent,  strepto- 
cocci in  12  per  cent,  staphylococci  in  12  per  cent, 
mixed  infections  in  12  per  cent,  and  other  organisms 
in  6  per  cent.  The  pneumococcus  is  probably  the 
most  prevalent  organism,  and  occurs  approximately 
four  times  more  frequently  than  the  streptococcus. 

K.  L.  Vehe. 

Saugman,    C:     Thoracoplasties    for    Pulmonary 
Tuberculosis   in    the   Vejlefjord    Sanatorium 

(Erfaringer  fra  Vejlefjord  Sanatorium  cm  Thora- 
koplastik  ved  Lungentuberkulose).  Ugeskr.  f. 
Laeger,  1919,  Ixxxi,  585. 

Saugman  refers  to  the  results  of  thoracoplasties 
for  lung  tuberculosis  reported  in  Scandinavian  lit- 
erature by  Jacobaeus  and  Key,  Nystrom,  Bull,  and 
others.  He  gives  also  his  own  experiences  based  on 
the  treatment  of  26  cases  during  the  last  two  years 
at  his  Vejlefjord  Sanatorium.  In  these,  treatment 
by  artificial  pneumothorax  had  been  tried  first 
without  success. 

The  operation  is  performed  usually  with  the  aid  of 
local  anaesthesia.  Large  doses  of  the  anaesthetic  are 
necessary  to  block  the  nerves.  The  danger  of  such 
large  dosage  is  shown  by  Saugman  by  reference  to  the 
case  of  a  young  girl  who  was  treated  by  preliminary 
injection  of  veronal  and  morphine  followed  just 
before  the  operation  by  the  injection  of  190  cubic 
centimeters  of  ^4  per  cent  novocain  solution.  The 
operation  in  which  five  ribs  were  sectioned  and  su- 
tured lasted  only  fourteen  minutes,  but  the  patient 
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died  shortly  afterward.  Such  an  occurrence,  how- 
ever, is  exceptional.  As  a  rule,  local  anaesthesia  is 
easier  for  the  patient  and  greatly  facilitates  the 
operation. 

A  tabular  statement  is  given  showing  the  amounts 
of  rib  removed,  generally  from  the  fourth  to  the 
eleventh.  The  average  length  resected  was  134 
centimeters.  Subperiosteal  resection  of  the  ribs 
appears  to  be  the  most  advantageous  and  it  is  well 
to  perform  the  operation  in  two  stages.  After  the 
resection,  the  removal  of  adhesions,  and  the  empty- 
ing of  the  pus  pockets,  the  thorax  collapses  very 
considerably  on  the  side  operated  upon.  After 
haemostasis  is  effected  the  thorax  is  closed  with 
catgut  sutures  in  two  layers. 

Morphine,  pantopon,  etc.,  are  given  after  the  oper- 
ation to  allay  pain  and  for  stimulation. 

In  12  of  18  cases  there  was  apparently  complete 
disappearance  of  the  tuberculosis  bacillus  from  the 
sputum  after  a  few  months.  Cases  of  recurring 
haemoptysis  were  generally  much  relieved  by  opera- 
tion but  in  one  instance  it  recurred  fatally  seventeen 
days  afterward.  There  were  also  2  other  deaths,  i 
from  pulmonary  embolism  and  the  other  from  in- 
fluenza. The  latter  occurred  several  months  after 
operation  when  the  patient  was  free  from  symp- 
toms of  tuberculosis. 

The  article  includes  a  tabular  statement  of  all 
cases  operated  upon  with  case  histories  and  several 
illustrations.  W.  A.  Brennan. 

Egidi,  G. :  The  Indications  and  Technique  of  the 
Operative  Treatment  of  Mammary  Cancer  (I 

criteri  direttivi  e  la  tecnica  per  la  terapia  operatorio 
,del  cancro  della  mammella).  Policlin.,  Roma,  1919, 
xxvi,  sez.  prat.,  385. 

Egidi  reviews  the  ramifications  of  cancer  of  the 
breast  and  the  metastatic  outbreaks  with  their 
routes.  The  various  operative  methods  of  meeting 
the  conditions  are  discussed  critically,  especially  the 
techniques  of  Handley  and  Halsted.  The  review 
leads  to  a  description  of  the  method  of  breast  am- 
putation practised  by  Tansini  in  Italy  since  1895. 
This  is  a  plastic  method  destined  to  complement  the 
extensive  removal  of  tissues  in  this  destructive 
operation  and  to  fill  the  gap  left  by  the  extensive 
removal  of  the  breast  and  its  adjacent  tissues.  It 
consists  essentially  of  cutting  a  strip  including  skin 
and  muscle  from  the  region  of  the  back  and  twisting 
this  flap  around  to  the  site  of  the  removed  breast. 
The  circular  incision  around  the  breast  is  prolonged 
upward  until  the  two  ends  meet  in  the  axilla; 
from  here  a  new  U-shaped  incision  is  started  down- 
ward in  the  back,  care  being  taken  to  spare  the 
branch  of  the  circumflex  artery  in  this  region 
which  supplies  nourishment  to  the  pedicle  of  the 
strip.  The  pedunculated  flap  is  well  nourished  and 
repairs  the  loss  created  by  the  removal  of  the 
pectorals. 

Tansini's  flap  has  been  used  by  many  surgeons  in 
Italy  and  also  in  France  with  good  results. 

W.  A.  Brennan. 


TRACHEA  AND   LUNGS 

Jervey,    J.    W. :     Bronchoscopic    Side- Lights    on 
Bronchoscopic  Cases.  South.  M.  J.,  1919,  xii,  333. 

Jervey  offers  the  following  bronchoscopic  side- 
lights on  bronchoscopic  cases  which  he  reports: 

1.  Don't  take  anybody's  word  for  what  he  has  or 
has  not  seen  in  peroral  endoscopy.    Be  a  Missourian. 

2.  Don't  take  anybody's  word  as  to  what  area  he 
has  or  has  not  explored  in  the  course  of  endoscopic 
peregrinations.    Look  for  yourself. 

3.  Don't  take  anybody's  diagnosis  of  the  presence 
of  a  foreign  body  in  the  air  passages  or  oesophagus, 
no  matter  how  clear  and  definite  the  anamnesis. 
Make  your  own  diagnosis. 

4.  Don't  decline  to  use  a  certain  mechanical  prin- 
ciple or  a  certain  instrument  just  because  a  colleague 
has  previously  tried  it  in  the  same  case  and  failed. 
Difficulty  for  one  man  is  opportunity  for  another. 

5.  Don't  forget — to  paraphrase  the  famous  dictum 
of  the  dusky  Reverend  Jasper  of  Virginia,  in  his  refer- 
ence to  the  sun — that  sometimes  "  the  foreign  body 
do  move." 

6.  Don't  forget  that  the  second  peroral  endoscopy 
performed  on  the  same  patient  is  likely  to  be  easier 
than  the  first  and  the  third  easier  than  the  second. 
You  owe  it  to  your  patient  and  to  yourself  to  prove  it. 

7.  Don't  be  in  too  great  a  hurry  to  refer  your  pa- 
tient to  a  colleague  for  operation,  even  though  you 
know  he  is  a  better  man.  O.  M.  Rott. 

Graham,  £.  £. :  Foreign  Bodies  in  the  Air  and  Food 
Passages.    Arch.  Pediat.,  1919,  xxxvi,  325. 

The  observations  of  the  writer  are  summarized 
as  foUows: 

1 .  According  to  statistics  about  66  per  cent  of  the 
cases  of  foreign  bodies  in  the  air  passages  are  those 
of  children. 

2.  Case  histories  show  that  foreign  bodies  are 
often  overlooked  because  of  the  period  of  latency 
of  symptoms  following  the  first  dyspnoea  and  chok- 
ing attack. 

3.  The  symptoms  vary  greatly.  In  one  instance, 
for  example,  the  presence  of  a  peanut  kernel  may 
cause  an  acute  inflammatory  reaction  and  later 
pneumonia,  while  in  others  metal  objects  may  re- 
main in  the  lung  for  a  very  long  time  and  cause 
comparatively  little  damage. 

4.  A  foreign  body  in  the  oesophagus  that  does  not 
cast  a  shadow  on  the  X-ray  plate  may  often  be 
diagnosed  by  giving  the  patient  a  bismuth-filled 
capsule.  The  X-ray  will  then  show  this  capsule  held 
in  position  by  the  foreign  body. 

5.  Foreign  bodies  are  very  rarely  coughed  up. 

6.  The  presence  of  a  foreign  body  shoidd  be  sus- 
pected if  the  following  conditions  are  present:  an 
unexplained  leucocytosis,  localized  symptoms  in  one 
lung  that  do  not  clear  up  under  treatment,  the  ab- 
sence of  tubercle  bacilli  in  the  sputum,  and  a 
gradual  decrease  in  weight  and  strength. 

7.  Bronchoscopy  should  be  performed  as  soon  as 
possible.    Children  do  not  require  an  anaesthetic. 
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8.  The  necessity  of  taking  a  radiograph  of  every 
patient  who  gives  a  history  of  having  swallowed  a 
foreign  body  cannot  be  too  strongly  emphasized. 

0.  The  asthmatoid  wheeze  is  a  symptom  of  con- 
siderable importance.  S.  S.  Howe. 

PHARYNX  AND  (ESOPHAGUS 

Austoni,  A. :  The  Treatment  of  Severe  Cicatricial 
Oi^sopbageal  Strictures  (Contributo  all'  indirizzo 
di  cura  delle  stcnosi  cicatriziali  de  alto  grade  dell' 
esofago).  Policlin.,  Roma,  1919,  xxvi,  sez.  chir.,  150. 

Austoni  treats  asophageal  cicatricial  strictures  by 
progressive  dilatation.  He  gives  clinical  histories  of 
4  such  cases  and  reviews  the  literature.  From  this 
review  and  his  personal  experience  he  concludes  that: 

1.  Absolutely  impermeable  cicatricial  stenoses  of 
the  oesophagus  are  extremely  rare,  in  fact  exceptional ; 
the  stenoses  observed  usually  have  a  degree  of  per- 
meability which  permits  passage  of  at  least  a  fine 
bougie. 

2.  All  cicatricial  oesophageal  stenoses,  even  those 
which  are  least  permeable  and  those  which  are  ex- 
tensive and  old,  may  be  successfully  treated  by 
dilatation.  This  procedure  is  much  less  dangerous 
and  is  more  often  successful  than  any  other  mode  of 
treatment. 

3.  The  first  stage  of  the  dilatation  treatment  is  to 
pass  a  bougie  through  the  stricture,  which  prepares 
the  strata  and  acts  as  a  guide  for  the  subsequent 
manoeuvres.  This  may  be  effected  either  through 
the  mouth  or  through  a  preformed  gastric  fistula. 
The  buccal  route  is  indicated  for  stenosis  situated  in 


the  upper  cervical  and  thoracic  regions  and  the 
retrograde  route  for  cases  in  which  it  is  lower  and 
those  which  cannot  be  managed  from  above. 

4.  (Esophagoscopy  is  of  special  use  in  facilitating 
dilatation  through  the  mouth.  Also  of  value  are  the 
methods  customarily  used  in  cases  of  urethral 
stricture.  Gastric  endoscopy,  with  the  indirect  vision 
apparatus,  is  recommended  for  retrograde  sounding. 
If  during  the  examination  the  patient  is  made  to 
swallow  a  little  milk,  which  passes  into  the  stomach 
in  strings,  it  will  facilitate  the  location  of  the  cardia. 

5.  The  best  method  of  treating  severe,  extensive, 
and  old  cicatricial  oesophageal  strictures  is  that  of 
intermittent  progressive  dilatation,  through  the 
buccal  route  with  the  aid  of  cesophagoscopy,  and  by 
the  retrograde  route  with  the  aid  of  a  directing 
thread.  Each  sound  should  be  allowed  to  remain  in 
place  for  about  two  hours.  In  infants,  however, 
and  in  cases  of  stenoses  situated  high  and  con- 
veniently, metallic  dilators  may  be  used  as  in  the 
treatment  of  urethral  strictures. 

6.  Hypodermic  injections  of  fibrolysin  should  be 
given  with  the  dilatation  treatment  of  cicatricial 
stenosis. 

7.  The  average  duration  of  the  treatment  is  about 
three  months.  It  is  desirable,  however,  to  resume 
the  sounding  every  one  or  two  months  for  about  a 
year  to  prevent  recurrence. 

No  recurrence  has  been  observed  up  to  the  pres- 
ent time  in  any  of  the  author's  cases,  but  he  believes 
that  patients  should  be  kept  under  observation  for 
from  five  to  ten  years  before  it  can  be  assumed  that 
the  cure  is  definite.  W.  A.  Brennan. 
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ABDOMINAL   WALL  AND   PERITONEUM 

Hupp,  F.  L.:    Abdominal  Drainage.    W.   Virginia 
M.  J.,  1919,  xiii,  441. 

This  subject  is  of  great  importance  and  there 
are  many  conflicting  opinions  as  to  when  the  peri- 
toneum can  be  trusted  to  push  back  an  invading 
foe  from  the  abdomen  independently.  The  great 
capacity  of  the  peritoneum  for  resorption  and  its 
power  to  put  up  a  stiff  defense  has  led  the  present- 
day  surgeon  to  drain  less  and  less. 

According  to  Munro,  there  are  three  factors 
which  should  be  considered  when  there  is  an  in- 
clination to  dispense  with  drainag-e  following  peri- 
toneal infections:  (i)  the  individual  equation  as 
regards  susceptibility  to  infection;  (2)  the  virulence 
of  the  infection;  and  (3)  the  presence  or  absence 
of  distinct  foci  of  infection. 

Posture  has  become  a  very  important  adjunct 
in  the  treatment  of  peritoneal  sepsis.  Fowler's 
position  is  most  comihonly  adopted.  The  basic 
principle  of  postural  treatment  is  that  the  most 
active  and  rapid  absorption  into  the  lymphatics 
takes  place  from  the  diaphragmatic  and  omental 


peritoneum,  while  the  pelvic  peritoneum  is  very 
slow  to  absorb.  The  author  mentions  the  impor- 
tance of  transporting  patients  in  the  sitting  position 
when  peritoneal  sepsis  is  suspected. 

Bowlby  has  stated  that  very  probably  drainage 
of  war  wounds  of  the  abdomen  is  of  little  use  except 
in  local  lesions.  He  reports  an  operative  mortality 
of  50  per  cent,  which  in  civil  practice  would  be 
exceedingly  hich.  but  was  considered  good  under 
existing  conditions.  Gibson  stated  that  the  treat- 
ment of  war  wounds  is  a  highly  specialized  branch 
of  surgery  and  the  rules  of  civil  practice  apply 
hardly  at  all  at  the  front.  Multiple  wounds  gave 
a  mortality  of  68  per  cent  as  against  20  per  cent 
for  single  wounds.  An  operation  was  performed 
whenever  the  pulse  was  perceptible.  Drainage 
was  instituted  in  only  a  few  of  these  cases,  and  then 
was  continued  for  only  from  twenty-four  to  forty- 
eight  hours. 

In  cases  of  intra-abdominal  abcess  cavities, 
whether  of  appendix  or  tubal  origin,  it  has  been 
repeatedly  demonstrated  that  the  charted  microbic 
curve  progressively  falls  to  the  zero  line  when  the 
installation  tubes  have  been  carefully  placed  and 
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the  technique  of  Carrel  rigidly  enforced.  It  should 
be  emphasized,  however,  that  Carrel  never  intended 
his  system  of  wound  sterilization  as  a  substitute 
for  early  clean  surgery  and  the  removal  of  all  foreign 
material. 

The  drainage  tube  itself  is  condemned  by  a  great 
many  who  claim  they  have  obtained  brilliant  results 
without  it.  Hathaway  substitutes  a  piece  of  soft 
folded  rubber  for  the  tube.  He  believes  that  if 
more  surgeons  would  do  this  they  would  find  not 
only  that  their  results  are  very  much  better, 
but  also  that  their  outlook  on  surgery  is  totally 
changed.  Applying  his  experience  in  war  surgery, 
he  began  by  sewing  up  ordinary  staphylococcic 
abscesses  of  the  subcutaneous  tissues  after  incision 
and  wiping  out  with  "bipp."  These  wounds  healed 
by  first  intention.  He  then  went  a  step  further. 
After  operating  upon  a  case  of  perforated  gastric 
ulcer  and  washing  out  the  peritoneal  cavity  with 
flavine,  he  closed  the  abdomen  up  tight.  The  result 
was  healing  by  first  intention  and  uninterrupted 
recovery.  The  same  procedure  was  followed  in  a 
case  of  compound  fracture  of  the  tibia  and  fibula 
with  a  large  external  wound,  and  a  case  of  gon- 
ococcal peritonitis  following  rupture  of  a  fallopian 
tube.  The  result  in  both  cases  was  healing  by  first 
intention. 

In  cases  of  questionable  drainage  for  acute  ap- 
pendicitis the  author  has  invariably  used  the 
McBurney  "gridiron"  incision  as  this  is  less  likely 
to  be  followed  by  a  hernia  and  affords  adequate 
drainage. 

Long  has  recorded  39  cases  of  acute  appendicitis, 
some  of  the  gangrenous  type,  in  each  of  which 
he  closed  the  abdomen.  His  results  were  gratifying 
in  3  7  of  the  series. 

Kelly  definitely  sets  down  essential  points  to  be 
remembered.  The  drain  is  only  a  drain  to  a  limited 
extent  and  for  a  short  time,  acting  chiefly  as  a 
protective  pack.  It  is  essential  that  the  whole 
septic  area  should  be  drained.  The  drain  must  be 
loose  in  order  that  it  may  absorb  rapidly,  and  must 
have  exit  through  a  large  orifice. 

The  author  prefers  the  split-rubber  tube  wrapped 
with  gauze  and  covered  with  a  rubber  dam  which 
is  rolled  cigarette  fashion  and  placed  at  the  bottom 
of  the  septic  pit.  Care  must  be  taken  to  select 
pliable  pure  rubber  in  order  to  prevent  the  perfo- 
ration of  an  intestine  or  large  blood-vessel  due  to 
pressure  of  an  unyielding  hose-pipe  tube. 

In  respect  to  tuberculous  peritonitis  it  has  been 
stated  that:  (i)  those  afl[iicted  with  tuberculosis 
do  not  die  from  the  disease  but  from  associated 
sepsis;  (2)  the  abdomen  should  never  be  drained 
in  tuberculosis  of  the  peritoneum;  (3)  the  pure 
products  of  tuberculosis  in  the  pelvis  should  be 
removed,  whenever  possible,  by  clean,  careful 
operation. 

The  whole  subject  of  drainage  is  based  upon 
certain  definite  scientific  principles  which  must 
be  applied  with  judgment  to  each  individual  case. 
The  surgeon  should  therefore  get  hold  of  the  prin- 


ciples and  should  not  follow  an  unvarying  ritual 
in  every  case  of  pus  abdomen  which  comes  to  the 
operating  table.  E.  A.  Printy. 

Montoya,  J.  M.:    Umbilical  Hernia    (Hernia    um- 
bilical). Rep.  de  med.  y  drug,  de  Bagotd,  1919,  x,  338. 

During  the  past  six  years  Montoya  has  operated 
upon  132  cases  of  hernia  in  infants  of  which  only 
8  were  cases  of  umbilical  hernia.  An  equal  or  greater 
number  of  cases  were  treated  mechanically. 

Mechanical  treatment  of  umbilical  hernia  in  in- 
fants is  quite  satisfactory  if  sufficient  time — generally 
from  a  year  to  a  year  and  a  half — can  be  devoted  to 
it.  Otherwise  operation  is  necessary.  In  children 
not  more  than  2  years  old  the  most  practical  method 
is  to  make  an  incision  directly  over  the  tumor,  care- 
fully dissect  the  sac  and,  if  it  is  small  and  not  adherent , 
reduce  it.  This  can  be  done  without  opening  the 
peritoneal  cavity  by  approximating  the  edges  of  the 
ring  with  deep  silk  sutures,  and  then  closing  the  skin 
with  interrupted  sutures.  The  skin  sutures  are 
removed  on  the  eighth  day.  The  use  of  a  band  is 
recommended  for  at  least  six  months  after  operation. 
If  the  sac  is  very  large  or  there  are  adhesions,  it 
ought  to  be  resected  and  the  peritoneal  opening  su- 
tured with  catgut. 

In  the  cases  of  older  children  the  author  prefers 
the  technique  described  by  Mayo  which  he  used  in 
the  treatment  of  8  children  ranging  in  age  from  3  to 
10  years.  One  of  them  had  been  operated  upon 
previously  by  the  more  rapid  technique  of  obliterat- 
ing the  ring  by  freshening  the  muscular  edges.  The 
hernia  recurred,  however,  within  six  months.  The 
re-operation  by  the  Mayo  method  has  given  sat- 
isfactory results.  W.  A.  Brznna.v. 

Cole,  P.  P. :  The  Radical  Cure  of  Femoral  Hernia 
by  the  Inguinal  Route.  Brit.  M.  J.,  1919,  i,  763- 

The  author  strongly  advocates  the  use  of  the 
inguinal  route  in  the  radical  cure  of  femoral  hernia. 
He  uses  the  incision  which  is  usually  employed  for 
inguinal  hernia  and  carries  the  dissection  down  to 
the  transversalis  fascia  by  dividing  the  external 
oblique  aponeurosis,  and  by  dislocating  the  cord  or 
round  ligament.  In  incising  the  transversalis  fascia 
the  extraperitoneal  fat  is  exposed  and  the  epigastric 
vein  lying  to  the  inner  side  of  the  epigastric  artery 
marks  the  outer  edge  of  the  peritoneal  diverticulum 
that  leads  to  the  femoral  ring.  Exposure  of  the  outer 
aspect  of  the  neck  of  the  sac  can  then  be  done 
satisfactorily  and  blunt  dissection  will  isolate  the 
neck  of  the  sac  so  it  can  be  determined  whether  any- 
thing is  passing  through  it  from  the  peritoneal 
cavity. 

In  some  instances  by  further  dissection  the  sac  can 
be  delivered  from  its  position  in  the  thigh.  It  is  then 
opened  and  ligated  above  the  juncture  with  the 
peritoneal  cavity.  The  iliac  vessels  are  then  tracted 
outward  and  the  femoral  ring  defined.  Three  sutures 
are  placed  through  the  conjoined  tendon  above  and 
below  through  the  thickened  margin  of  the  femoral 
ring — Cooper's  ligament.     The  outer  suture,  being 
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close  to  the  vein,  should  be  inserted  first.  The  approx- 
imation of  these  tissues  forms  a  new  bed  for  the  cord 
or  round  h'gament,  and  all  direct  communication  with 
the  peritoneal  cavity  is  abolished.  When  the  sac,  al- 
though empty,  can  be  delivered  from  the  thigh,  Cole 
amputates  at  the  neck  and  then  closes  the  resulting 
hole  in  the  peritoneum.  He  does  not  leave  the  empty 
sac  in  position,  however,  but  removes  it  by  under- 
cutting the  lower  lip  of  the  incision.  If  the  sac  is  not 
empty,  the  peritoneal  cavity  is  opened  immediately 
without  any  attempt  at  delivery  of  the  sac.  In 
strangulated  femoral  hernia  the  operation  has  even 
greater  advantages. 

The  advantages  of  the  inguinal  route  are  summar- 
ized as  follows:  (i)  it  provides  a  certain  means  of 
cure;  (2)  it  permits  a  direct  view  of  the  essential 
structures;  (3)  abnormal  conditions  can  be  recog- 
nized and  dealt  with;  (4)  resection  can  be  undertaken 
through  the  original  incision;  and  (5)  it  is  neither 
difficult  nor  complicated.  D.  C.  Balfour. 

GASTRO-INTESTINAL  TRACT 

Kessler,  E.  H. :  A  Plea  for  the  Early  Recognition  of 
Stomach  Malignancies.  /.  Missouri  M.  Ass., 
1919,  xvi,  181. 

The  author  emphasizes  the  importance  of  the  early 
recognition  of  cancer  of  the  stomach.  In  addition  to 
the  history  and  laboratory  and  clinical  findings  the 
physician  should  have  recourse  to  the  X-ray  and,  if 
necessary,  an  exploratory  incision.  The  diagnosis 
should  not  be  delayed  for  the  appearance  of  anorexia, 
vomiting,  haematemesis,  melena,  occult  blood  in  the 
stools,  dysphagia,  loss  of  weight,  and  the  formation 
of  a  palpable  tumor  with  dilatation  of  the  stomach. 

E.  C.  ROBITSHEK. 

Urrutia,  L. :   A  Case  of  Brinton's  Linitis  Plastica 

(Sobre  un  caso  de  linitis  plastica  de  Brinton).    Arch, 
espan.  de  enferm.  d.  aparal.  digest.,  1919,  ii.  201. 

Urrutia  reports  a  typical  case  of  Brinton's 
linitis  plastica  in  which  he  performed  a  total  gas- 
trectomy which  was  followed  by  recovery. 

The  patient  was  a  man  aged  26  years  who  for 
about  a  year  vomited  several  times  a  day  after  the 
ingestion  of  food  and  had  lost  much  weight.  On 
physical  examination  a  large  movable  tumor  could 
be  felt  in  the  epigastrium  extending  from  the  left 
costal  border  to  the  umbilicus.  Examination  of  the 
stomach  contents  showed  the  absence  of  free 
hydrochloric  acid.  On  radiologic  examination 
a  diffuse  infiltration  was  observed  throughout  the 
stomach  which  preserved  its  form  only  in  the  region 
of  the  fundus.  There  was  also  pyloric  insuffi- 
ciency. The  condition  was  diagnosed  as  Brinton's 
linitis. 

At  operation  the  stomach  was  found  to  be 
cylindrical  in  shape,  hard,  and  intimately  bound 
to  the  liver  and  the  transverse  colon  by  fibrous 
adhesive  masses.  It  was  liberated  with  great 
difficulty,  the  coronary  artery  ligated,  the  duodenum 
sectioned  about  3  centimeters  from  the  pylorus,  and 


the  end  of  the  duodenum  sutured.  The  stomach 
which  was  then  connected  only  with  the  oesophagus 
was  brought  to  the  surface  and  sectioned  high  in  the 
cardia  region.  This  having  been  done,  an  anas- 
tomosis of  the  a'sophagus  to  the  jejunum  was  made 
according  to  the  Reichel-Polya  method.  The 
patient  stood  the  long  operation  well. 

For  several  days  following  there  was  some  diar- 
rhoea and  an  intense  painful  colitis  with  mucus  and 
pus  in  the  stools.  After  two  weeks,  however,  the 
discharge  became  normal  and  the  remaining  symp- 
toms cleared  up.  Several  months  after  leaving  the 
hospital,  the  patient's  weight  had  increased  con- 
siderably, the  faeces  were  solid,  the  appetite  good, 
and  the  general  condition  quite  satisfactory. 

Radioscopy  showed  that  the  jejunum  had  under- 
gone marked  dilatation  and  retained  the  food 
reaching  it  directly  from  the  oesophagus  for  some 
time. 

On  histologic  examination  of  sections  of  the 
pylorus  and  other  parts  of  the  removed  organ  no 
evidence  of  malignant  epithelial  neoformations  was 
found. 

Photographs  of  the  removed  stomach  are  given 
and  the  author  discusses  the  literature  of  plastic 
linitis.  W.  A.  Brennan. 

Lecfene,  P. :  Inflammatory  Stenosis  with  Spasm  of 
the  Cardia;  Considerable  (Esophageal  Dilata- 
tion; Cardioplasty;  Recovery  (St6nose  inflamma- 
toire  avec  spasme  du  cardia;  dilatation  cesophag- 
gienne  consid6rable;  cardioplastie;  guerisou).  Bull, 
ei  m6m.  Soc.  de  chir.  de  Par.,  19 19,  xlv,  710. 

Lecene's  case  was  that  of  a  soldier  in  whom  exami- 
nation showed  a  stenosis  of  the  cardia  and  consider- 
able oesophageal  dilatation.  The  diagnosis  made 
was  "spasmodic  or  organic  stenosis  of  the  cardia, 
perhaps  due  to  the  cicatrization  of  an  ulcer."  Lecene 
decided  to  operate  directly  upon  the  cardia  and  not 
by  simple  gastrostomy.  By  means  of  an  incision 
along  the  left  chondrocostal  margin  the  cardia  was 
reached  without  difficulty.  The  oesophagus  above 
the  cardia  was  found  to  be  strictured  by  a  very  thick 
fibrous  band  which  encircled  the  muscles.  Near 
the  cardia  was  an  inflamed  ganglion.  As  the 
stricturing  band  included  several  small  vessels  it 
was  sectioned  between  ligatures.  There  was  no  sign 
of  a  neoplasm.  The  lesions  being  similar  to  those 
found  in  the  pyloric  region  near  a  pyloric  ulcer,  the 
author  performed  a  cardioplasty  following  the 
technique  of  a  pyloroplasty.  The  patient  made 
a  good  recovery. 

When  in  cases  of  stenosis  surgical  intervention  is 
necessary,  the  author  believes  that  simple  gastrosto- 
my should  be  performed  only  as  a  last  resort  as  it 
does  not  always  overcome  the  stenosis  and  results  in 
considerable  trouble  if  a  subsequent  operation  is 
required. 

(Esophagogastric  anastomoses  are  extremely  se- 
vere operations  which  necessitate  opening  the  pleura 
and  there  is  no  certainty  in  regard  to  the  prognosis 
or  as  to  the  value  of  their  results. 
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The  only  other  surgical  treatment  is  cardioplasty 
as  executed  by  the  author  in  this  case,  a  method 
which  appears  to  be  the  simplest  and  most  logical. 

While  Lecene  does  not  draw  any  general  conclu- 
sion from  the  success  in  this  particular  case,  he  calls 
attention  to  three  points  in  the  technique:  (i)  plac- 
ing the  patient  in  dorsolumbar  lordosis;  (2)  definite 
resection  of  the  edge  of  the  left  costal  cartilage; 
(3)  the  use  of  a  head  mirror  during  the  whole 
operation,  W.  A.  Brennan. 

Hernando:  Suprarenal  Insufficiency  and  Gastric 
Ulcer  (Insuficiencia  suprarenal  y  ulcera  gastrica). 
Med.  Ibera,  1919,  vii,  156. 

The  pathogenesis  of  gastric  iilcer  has  yet  to  be 
cleared  up  satisfactorily.  That  the  etiology  is 
varied  is  shown  by  the  fact  that  ulcer  may  result 
from  gastric,  appendicular,  and  arteriosclerotic 
processes,  and  Addison's  disease.  In  the  author's 
opinion  gastric  ulcer  is  usually  secondary,  and  rarely, 
if  ever,  primary. 

Recently  there  have  come  to  Hernando's  notice 
several  cases  of  ulcer  traceable  to  suprarenal  in- 
sufficiency. This  is  in  accord  with  his  contention  in 
a  previous  article  that  the  glands  of  internal  secre- 
tion have  an  influence  upon  the  functions  of  the 
digestive  organs  and  that  ulcer  may  be  due  to  a 
disturbance  of  the  endocrine  processes. 

In  this  article  it  is  pointed  out  also  that  the  vagus 
nerve  has  a  part  in  gastric  pathology  and  the  con- 
clusion is  reached  that  all  patients  with  ulcer  are 
vagotonic.  The  mechanism  of  the  production  of 
ulcer  is  explained  by  the  statement  that  the  vagus 
stimulates  contractions  which,  by  interrupting  the 
circulation,  form  ischsemic  zones  and  that  such  zones 
are  easily  attacked  by  hydrochloric  acid. 

Organotherapy  fails  as  a  method  of  treatment 
because  usually  it  is  instituted  in  the  final  stages  of 
the  condition  when  the  effects  of  the  initial  cause 
are  irremediable.  W.  A.  Brennan. 

Friedenwald,  J.:  Personal  Experiences  in  the 
Treatment  of  Ulcer  of  the  Stomach.  Med. 
Clin.  N.  Am.,  1919,  ii,  1575. 

According  to  our  present  understanding  of  the 
etiology  of  gastric  vilcer,  prophylaxis  includes  the 
removal  of  sources  of  focal  infection  and  the  use  of 
a  carefully  selected  diet.  With  the  appearance  of  the 
first  symptoms  the  patient  should  be  placed  on  an 
exclusively  milk  diet. 

Medical  treatment  is  indicated  in  all  simple,  un- 
complicated cases  of  gastric  and  duodenal  ulcer. 
The  results  of  ambulatory  treatment  are  unsatis- 
factory. In  severe  cases  the  patient  should  be  put 
to  bed  for  from  six  to  eight  weeks  or  longer.  The 
writer  records  recovery  in  72  per  cent  of  cases  treated 
by  the  Leube  method,  in  66  per  cent  treated  by  the 
Lenhartz  method,  and  in  86  per  cent  treated  accord- 
ing to  the  Sippy  method.  These  methods  are  briefly 
described. 

If  there  is  excessive  vomiting,  pain,or  haematemesis, 
food  by  mouth  should  be  withheld  for  three  to  five 


days  and  rectal  feeding  substituted,  preferably  by 
the  Murphy  drip  method,  using  normal  salt  solution 
containing  glucose.  Duodenal  feeding  by  the  use  of 
the  Einhorn  tube  is  valuable,  especially  when  there  is 
severe  nausea  and  vomiting.  Atropin,  which  decreases 
the  secretory  and  motor  functions  of  the  stoniach 
by  depressing  the  vagus  fibers,  appears  to  have  an 
almost  specific  effect  in  some  instances.  Scarlet  red 
is  a  valuable  adjuvant,  superior  to  bismuth,  especially 
in  the  treatment  of  ambulatory  patients. 

Operation  is  indicated  when  there  are  compb'cations 
and  when  the  ulcer  has  resisted  thorough  medical 
treatment,  particularly  in  cases  accompanied  by 
severe  and  persistent  pain,  vomiting,  or  haemorrhage, 
and  in  stenosis  due  to  pyloric  or  duodenal  ulcers. 
Prompt  operation  is  indicated  in  all  cases  of  perfora- 
tion and  for  ulcers  accompanied  by  tumor  formation. 
The  type  of  operation  naturally  varies  according  to 
the  situation  and  extent  of  the  ulcer. 

According  to  Finney  and  the  writer,  the  results  of 
pyloroplasty  and  pylorectomy  are  far  better  than 
those  of  gastro-enterostomy.  From  a  comparison 
of  100  cases  of  pyloroplasty  with  the  same  number 
of  cases  of  gastro-enterostomy,  the  following  conclu- 
sions were  drawn: 

Pyloroplasty  is  indicated  chiefly  for  the  relief  of 
pyloric  stenosis  due  to  chronic  ulcers  situated  at  or 
near  the  pylorus  and  on  either  side  of  it  and  resulting 
from  the  cicatricial  contraction  following  the  healing 
of  such  ulcers.  It  is  often  useful  in  cases  of  bleeding 
ulcers  of  the  lesser  curvature,  in  cases  of  duodenal 
ulcers  not  well  controlled  by  medical  treatment,  and 
in  chronic  dyspepsias  due  to  ulcers  not  relieved  by 
medical  treatment.  The  special  advantage  of  pyloro- 
plasty lies  in  the  opportunity  afforded  for  the  excision 
of  all  ulcers  in  the  anterior  wall  of  the  stomach  and 
duodenum  after  direct  inspection  of  the  affected  part, 
and  the  application  of  the  operation  to  ulcers  situated 
in  the  posterior  walls.  It  does  not  greatly  disturb 
the  normal  relation  between  the  stomach  and  intes- 
tines. Most  objections  to  the  operation  are  more 
fanciful  than  real.  The  only  contra-indications  are 
the  inability  to  mobilize  the  duodenum  when  ad- 
hesions are  too  dense  and  when  thickening  and  infil- 
tration about  the  pylorus  due  to  hypertrophic  forms 
of  ulcerations  are  present. 

The  immediate  as  well  as  the  final  results  of  pyloro- 
plasty are  most  encouraging.  Gastro-enterostomy 
should  be  limited  as  far  as  possible  to  the  relief 
of  pyloric  stenosis  due  to  malignant  disease.  In 
nearly  all  other  conditions  pyloroplasty  and  pylor- 
ectomy are  safer  and  more  satisfactory.  Finney 
and  the  writer  report  90  per  cent  of  immediately 
successful  recoveries  and  86.6  per  cent  of  satisfactory 
end-results  after  pyloroplasty,  and  82  per  cent  of  im- 
mediately successful  recoveries  and  77.2  per  cent  of 
satisfactory  end-results  after  gastro-enterostomy. 

Baetjer  and  the  author  have  pointed  out  that  the 
degree  of  healing  can  be  determined  by  means  of  the 
X-ray.  Though  a  patient  may  feel  perfectly  well 
after  rest-cure  treatment,  a  second  X-ray  examina- 
tion often  shows  the  same  characteristic  signs  as  the 
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first.  In  such  patients  symptoms  may  recur  after 
the  ordinary  diet  is  given.  By  repeated  X-ray  ob- 
servations it  can  be  observed  when  the  ulcer  has 
healed. 

Relapses  are  often  due  to  dietary  indiscretions 
following  the  "  cure. "  The  patient  should  be  placed 
for  some  months  upon  a  carefully  regulated  diet  of 
acid-free  and  easily  digested  food,  with  intermediate 
feedings  and  alkalies.  It  is  desirable  to  have 
patients  return  every  three  or  four  months  for  a  year 
or  more  in  order  to  determine  the  ultimate  result  of 
the  treatment. 

Diets  used  during  the  Sippy  cure  and  diets  recom- 
mended following  ulcer  treatment  are  appended. 

W.  H.  Nadler. 

Macdonald  and  Mackay:  The  Immediate  and  End 
Results  of  Gastro-Enterostomy  for  Gastric 
and  Duodenal  Ulcer.     A  Study  of  330  Cases 

(Los  resultados  inmediatos  y  lejanos  de  la  gastro- 
enterostomfa  en  la  iilcera  del  est6mago  y  duodeno. 
Estudio  de  330  cases).  Rev.  espan.  de  drug.,  1919, 
i.  253- 

In  a  study  of  the  results  after  gastro-enterostomy 
it  was  found  that  gastrojejunal  ulcers  occur  in  30 
per  cent  of  the  cases.  The  question  arose  also  as  to 
whether  this  complication  does  not  occur  even 
oftener  since  undoubtedly  all  cases  are  not  operated 
upon. 

It  is  possible  that  the  secondary  disturbances  ob- 
served in  patients  who  have  had  a  gastro-enteros- 
tomy may  originate  from  less  advanced  lesions  at  the 
site  of  the  anastomosis.  It  is  evident  that  some  of 
the  symptoms  are  due  to  renewed  activity  of  ulcers 
in  the  vicinity  of  the  pylorus  or  spasmodic  con- 
tractions in  the  ulcerated  areas  since  many  surgeons 
have  reported  complete  relief  from  these  secondary 
symptoms  following  a  pylorectomy  performed 
months  or  years  later. 

It  is  possible  that  with  greater  experience  the 
treatment  of  the  ulcerated  areas  may  become  more 
radical.  Although  pylorectomy  has  a  definitely 
higher  mortality,  it  may  replace  gastro-enterostomy 
in  certain  cases  if  with  improved  technique  it 
becomes  as  safe  and  especially  if  the  pylorus  is  not 
definitely  obstructed  or  inflammatory  lesions  do  not 
predominate.  When  there  is  cicatrical  obstruction 
of  the  pylorus  gastro-enterostomy  is  a  very  beneficial 
operation. 

It  is  probable  that  in  the  next  ten  years  a  very 
careful  study  of  the  type  of  lesion  revealed  by  opera- 
tion, the  immediate  mortality,  the  end-results,  and 
especially  the  incidence  of  new  ulcers,  will  be  the 
factors  upon  which  the  decision  between  the  two 
operations  will  be  based. 

Gastro-enterostomy  has  been  on  the  whole  the 
best  therapeutic  treatment  of  gastric  diseases,  com- 
pletely curing  a  large  number  of  such  patients  con- 
demned to  certain  death  by  inanition  and  for  whom 
medical  treatment  is  powerless.  It  will  always  be 
the  method  of  choice  for  the  patient  who  has  been 
weakened  by  the  disease.  W.  A.  Brennan. 


Foxworthy,  F.  W.:  The  Medical  Treatment  of 
Duodenal  Ulcer,  with  Special  Reference  to  the 
Treatment  of  Haemorrhage.  /,  Indiana  M. 
Ass.,  1919,  xii,  152, 

Medical  treatment  is  indicated  in  cases  of  simple 
duodenal  ulcer,  in  most  hajmorrhagic  cases,  and 
occasionally  after  operation. 

The  author's  methods  are  illustrated  in  a  detailed 
case  report.  Among  the  various  means  of  control- 
ling haemorrhage  which  are  reviewed,  blood  trans- 
fusion, intravenous  injection  of  normal  horse  serum, 
and  intramuscular  injections  of  whole  blood  are 
recommended. 

Absolute  rest  in  bed,  preferably  in  a  hospital,  is 
essential.  Patients  whose  cases  are  severe  should 
not  be  permitted  to  walk  before  from  six  to  eight 
weeks. 

In  both  simple  and  haemorrhagic  cases  diet  is  of 
particular  importance.  The  author  follows  a  dietary 
schedule  which  may  be  divided  into  five  stages: 

1.  Nutrient  enemata.  For  a  period  of  from 
four  to  seven  days  during  which  only  chipped  ice  is 
permitted  by  mouth  the  patient  is  given  rectal 
feedings  and  the  required  medication  by  the  Murphy 
drip  method  at  six-hour  intervals  after  cleansing 
enemata  of  normal  salt  solution. 

2.  Liquid  diet.  In  the  beginning  of  a  period  last- 
ing from  one  to  two  weeks  only  the  whites  of  two 
eggs  or  cream  are  given  at  three-hour  intervals.  The 
amount  is  then  gradually  increased. 

3.  Semiliquid  diet.  This  diet  is  continued  for  one 
week  and  permits  the  substitution  of  soups  and 
purees  at  one  or  more  feedings. 

4.  Semisolid  diet.  Porridge,  mashed  potatoes, 
custards,  and  eggs  are  added  as  albumin  water  is 
withdrawn.  This  diet  is  continued  for  one  week. 
If  ulcer  symptoms  recur,  however,  the  liquid  diet  is 
substituted  for  all  feedings. 

5.  Solid  diet.  In  this  diet  lean  meat  broiled  and 
finely  divided  is  added  until  the  patient  is  finally 
given  the  ordinary  diet  prescribed  for  ambulatory 
cases  of  ulcer. 

During  the  period  of  liquid  feeding  daily  gastric 
lavage  with  i  per  cent  of  sodium  bicarbonate  is 
given.  Acidity  should  be  counteracted  by  the 
smallest  effective  amount  of  alkalines  such  as  cal- 
cined magnesia  and  sodium  bicarbonate.  Bismuth 
is  of  value  in  the  absence  of  haemorrhage.  Muscular 
contractions  may  be  controlled  by  the  use  of  increas- 
ing doses  of  tincture  of  belladonna  temporarily 
withdrawn  when  the  desired  effect  has  .been  ob- 
tained. Special  care  of  the  mouth  and  the  eradica- 
tion of  evident  and  potential  foci  of  infection  in  the 
teeth  and  gums  is  important.  W.  H.  Nadler. 

Ombredanne,  L. :  Total  Volvulus  of  the  Intestine 
of  Chronic  Nature  (Volvulus  total  de  I'intestin 
hi  Evolution  chronique).  Bull,  et  mim.  Soc.  de  chir. 
de  Par.,  1919,  xlv,  688. 

The  case  reported  was  a  case  of  volvulus  of  all  of 
the  intestines,  large  and  small,  the  symptoms  of 
which  had  persisted  for  more  than  ten  years  and 
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were  cured  by  untwisting.  The  patient  was  a  girl 
about  1 2  years  old  who  since  2  years  of  age  had  been 
subject  to  repeated  attacks  of  vomiting.  The 
vomitus  was  greenish  and  bilious  in  character.  A 
thorough  examination  of  the  patient  in  the  hospital, 
including  a  radioscopic  examination,  led  to  the 
diagnosis  of  duodenal  or  duodenojejunal  stenosis. 
The  torsion  which  was  first  discovered  at  operation 
amounted  to  one  and  one-half  turns.  This  was 
untwisted  and  the  child  left  the  hospital  on  the 
seventeenth  day  in  excellent  condition. 

The  points  of  special  interest  in  this  case  were: 

1.  The  condition  was  a  volvulus  rather  than 
intussusception. 

2.  Total  volvulus  is  rare.  The  majority  of  cases 
on  record  are  cases  of  partial  volvulus.  The  author 
knows  of  only  one  other  instance  of  complete  torsion 
of  all  the  intestines  both  large  and  small. 

3.  The  volvulus  was  not  accompanied  by  occlu- 
sion of  either  the  large  or  small  intestine. 

4.  There  was  absence  of  coalescence  of  the  meso- 
colons, indicating  that  the  condition  was  a  true 
volvulus.  In  the  author's  opinion  this  congenital 
malformation  is  a  necessary  and  essential  condition 
for  a  really  total  intestinal  volvulus  though  it  is  not 
a  sufficient  cause  alone.  He  is  inclined  to  believe 
that  by  itself,  without  volvulus,  it  may  produce 
symptoms  of  pain  and  biliary  vomiting  intermit- 
tently. 

5.  The  symptoms  due  to  the  volvulus  had  per- 
sisted for  ten  years.  In  this  particular  the  case  is 
unique.  In  all  of  the  reports  in  literature  read  by 
the  author  there  was  a  double  occlusion  which  led 
to  a  rapid  termination  either  by  death  or  surgical 
intervention.  A  few  cases  are  recorded  of  incom- 
plete torsion  followed  by  spontaneous  untwisting. 
In  the  author's  case  there  were  no  spontaneous 
intermittent  torsions  followed  by  untwisting. 

6.  The  volvulus  was  treated  successfully  by  un- 
twisting and  fixation  of  the  colon  by  catgut  sutures. 

W.  A.  Brennan. 

Lewis,  W.  A. :  Intestinal  Obstruction  and  Its  Re- 
lation to  the  General  Practitioner.  Canadian 
M.  Ass.  J.,  1919,  ix,  538. 

Practical  hints  in  regard  to  the*  early  recognition 
and  management  of  intestinal  obstruction  are  given 
in  this  article. 

The  author  emphasizes  the  importance  of  recogniz- 
ing these  cases  early  and  operating  upon  them 
immediately.  The  physician  should  not  wait  for 
the  classical  picture  to  develop  because  this  means 
an  advanced  case.  The  failure  to  pass  flatus  is 
significant  of  obstruction  even  though  high  enemata 
may  return  faecal  matter.  In  giving  enemata  air 
must  not  be  introduced  into  the  bowel  as  its  return 
may  be  mistaken  for  flatus. 

Strangulation  accompanying  obstruction  adds  to 
the  gravity  of  the  case  as  a  disturbance  in  the  cir- 
culation of  the  bowel  reduces  its  vitality,  injures  the 
mucous  epithelium,  and  promotes  the  absorption 
of  toxins. 


The  author  quotes  Deaver:  "Acute  abdominal 
pain  which  causes  vomiting  unassociated  with 
diarrhoea  in  nine  cases  out  of  ten  is  due  to  a  condi- 
tion best  treated  by  immediate  operation," 

The  operation  should  be  confined  to  the  simplest 
procedure  that  will  produce  good  drainage. 

The  conclusions  drawn  are  as  follows: 

1.  The  rapidity  with  which  the  accumulation  of 
deadly  toxic  material  takes  place  in  the  gut  above 
the  obstructing  point  and  the  danger  that  is  there- 
by added  to  the  simplest  abdominal  procedures  are 
not  sufficiently  appreciated. 

2.  It  is  the  gangrene  consequent  upon  delay,  the 
peritonitis  set  up  by  the  migration  of  organisms 
through  the  damaged  walls,  the  absorption  of  poison- 
ous accumulations  in  the  gut,  and  the  necessity  for 
performing  extensive  and  less  favorable  operations 
on  account  of  the  added  pathology  due  solely  to 
delay  that  are  responsible  for  the  usually  high  mor- 
tality. 

3.  In  the  majority  of  our  textbooks  the  char- 
acteristic features  are  carefully  delineated  and  the 
occurrence  of  faecal  vomiting  emphasized,  but  no- 
where is  it  stated  that  to  wait  for  classical  symp- 
toms is  in  a  large  percentage  of  cases  to  invite  death 
to  the  patient  and  court  condemnation  of  the 
medical  attendant. 

4.  The  physician  should  explain  to  the  patient 
that  he  suspects  intestinal  obstruction  and  that  sur- 
gical interference  may  be  necessary. 

5.  Morphia  should  not  be  given. 

The  author  reviews  experiments  on  the  toxaemia 
in  intestinal  obstruction  and  reports  nine  cases. 

K.  L.  Vehe. 

Zeno,  L. :  Exposition  and  Criticism  of  the  Theories 
of  Lane  on  Chronic  Intestinal  Stasis.  (Expo- 
sici6n  y  critica  de  las  teorias  de  Lane  sobre  la 
extasis  intestinal  cr6nica.)  Rev.  mid.  de  Rosario, 
1919,  ix,  118. 

In  the  first  section  of  his  article  the  author  explains 
Lane's  theory  concerning  the  alteration  of  bodily 
structure  by  the  pressure  and  tension  produced  by 
the  attitude  of  the  body  during  work  and  rest, 
using  as  an  example  the  variation  so  produced  in  the 
skeleton  and  showing  photographs  of  roentgeno- 
grams. 

In  the  second  section  he  applies  these  same  laws 
to  the  alteration  in  the  intestines  and  mesentery 
which  according  to  Lane  cause  chronic  intestinal 
stasis.  He  sums  the  matter  up  as  follows:  Chronic 
intestinal  stasis  is  due  to  mechanical  interference. 
Lack  of  equilibrium  between  the  postures  of  work 
and  rest  causes  displacement  of  the  abdominal 
viscera,  especially  the  digestive  organs.  This  results 
in  retardation  of  the  faecal  current.  The  extra  weight 
is  then  opposed  by  the  formation  of  membranes, 
which,  at  first  beneficial,  become  fibrous  and  produce 
flexures  and  dilatations.  The  primary  cause  being 
still  in  force,  a  vicious  circle  is  thus  inaugurated. 
Lane,  therefore,  considers  the  condition  to  be  purely 
mechanical  and  the  treatment,  surgical. 
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In  the  third  section  of  his  article  Zeno  tells  of  the 
opportunities  he  has  had  to  study  with  Lane  and  to 
pursue  similar  studies  anatomically  on  cadavers 
and  at  the  operating  table.  In  his  critical  remarks 
he  covers  the  following  points:  (i)  the  origin  of 
peritoneal  membranes;  (2)  the  origin  of  chronic 
intestinal  stasis;  (3)  the  therapeutic,  medicosurgical, 
and  prophylactic  indications;  and  (4)  the  signifi- 
cance of  chronic  intestinal  stasis  in  general  pathol- 
ogy. 

The  term  "chronic  intestinal  stasis"  he  states  is 
unsatisfactory  and  a  new  term  must  be  sought  which 
will  serve  for  all  the  many  and  complicated  cases  of 
alteration  of  the  digestive  and  nutritive  functions. 

In  the  remainder  of  the  article  the  author  ad- 
vances the  opinion  that  the  various  bands  of  Lane 
are  not  purely  mechanical,  but  the  result  of  a 
coalescing  of  the  serous  surfaces  of  the  intestinal  and 
parietal  peritoneum.  He  takes  up  each  location 
where  such  bands  occur  and  shows  how  these  serous 
surfaces  are  brought  into  intimate  contact  under 
various  normal  and  abnormal  circumstances  for  a 
sufficiently  long  time  to  cause  such  coalescence. 
He  considers  practically  all  of  Lane's  constricting 
bands  normal,  rarely  anomalous,  and  very  seldom 
if  ever  pathologic.  M.  M.  Matthies. 

Goetsch,  E.:  The  Occurrence  of  Gastric  Mucosa 
in  a  Case  of  Meckel's  Diverticulum  Produc- 
ing Intestinal  Obstruction.  Bull.  Johns  Hop- 
kins Hosp.,  1919,  XXX,  143. 

The  occurrence  in  the  human  body  of  aberrant 
glandular  tissue,  at  times  in  places  far  removed 
from  the  mother  tissue,  is  a  subject  not  only  of 
general  interest  and  of  special  interest  to  the 
embryologist,  but  of  importance  also  to  the  path- 
ologist and  surgeon  who  frequently  meet  with  abnor- 
malities arising  from  such  aberrant  tissue. 

The  author's  purpose  in  making  this  report  is  to 
record  such  an  instance  occurring  in  a  case  of  partial 
obstruction  caused  by  Meckel's  diverticulum  in 
which  at  operation  a  striking  variation  was  dis- 
covered in  the  mucous  membrane  of  the  distal  half 
of  the  diverticulum.  This  area  was  differentiated 
strikingly  from  the  proximal  mucosa  by  a  sharp  line 
of  demarcation  and  a  difference  in  color,  surface 
character,  and  thickness.  On  subsequent  section- 
ing, it  proved  to  be  of  the  precise  character  of  gastric 
(fundus)  mucosa,  containing  the  typical  gastric 
glands  (foveolae  gastricae)  composed  of  the  two 
distinctive  types  of  cells,  the  parietal  and  chief, 
each  of  which  presented  its  characteristic  of 
morphology  and  staining  reaction.  Goetsch  desires 
also  to  explain  the  probable  embryological  origin 
of  this  gastric  tissue  in  Meckel's  diverticulum  with 
a  view  to  throwing  further  light  upon  the  occurrence 
of  aberrant  glandular  tissue  at  the  umbilicus  and  in 
the  remains  of  the  omphalomesenteric  duct. 

The  case  is  reported  of  a  man,  19  years  of  age, 
who  presented  before  operation  symptoms  and  signs 
suggestive  either  of  acute  appendicitis  or  partial 
intestinal  obstruction.    On  examination,  there  was 


found  just  below  the  umbilicus  a  scar  which  had 
been  produced  by  a  former  operation  for  an  abscess. 
Upon  subsequent  operation  it  was  found  that  the 
small  bowel  had  become  strangulated  over  a  thick, 
fleshy  cord  consisting  of  Meckel's  diverticulum  and 
some  adherent  omentum  which  fastened  the  former 
to  a  point  on  the  anterior  abdominal  wall  just  below 
the  umbilicus.  The  Meckel's  diverticulum  with  the 
adherent  omentum  was  excised  and  the  patient 
made  an  uneventful  recovery. 

Upon  examination  of  the  open  diverticulum  there 
was  found  in  its  distal  third  or  fourth  portion  an 
area  of  thickened,  irregular,  granular,  dark  red 
mucosa  which  contrasted  sharply  with  the  proximal 
pale,  finer  mucosa  which  was  of  intestinal  character. 
Furthermore,  upon  careful  histologic  examination 
this  distal  segment  was  found  to  consist  of  a  mucosa 
definitely  resembling  in  every  particular  that  of  the 
gastric  fundus  region.  The  glands  were  precisely 
of  the  fundus  type  and  showed  the  characteristic 
zymogen  granules  of  the  chief  cells  and  the  eosinophi- 
lic granules  of  the  parietal  cells  as  characteristic  in 
the  glands  of  the  stomach. 

Upon  a  careful  search  of  the  literature  it  was  found 
that  a  number  of  cases  have  been  reported  of  the 
occurrence  of  gastric  mucosa  at  the  umbilicus  in  the 
form  of  polyps  or  fistulae.  Other  aberrant  tissues, 
such  as  pancreas,  have  been  described  along  the 
intestinal  tract,  and  even  in  one  instance  in  a  nodule 
at  the  tip  of  Meckel's  diverticulum  and  connected 
with  its  lumen.  Another  interesting  case  reported 
is  that  of  Van  Heukelom  in  which  a  nodule  of 
mucosa  was  found  at  the  tip  of  Meckel's  diverticu- 
lum, constricted  off  from  it,  not  connected  with  the 
lumen,  but  attached  by  a  fibrous  cord.  This  mucosa 
proved  to  be  of  pyloric  nature.  The  case  referred  to 
by  the  author  is  the  only  one  of  gastric  mucosa 
occurring  in  the  wall  of  Meckel's  diverticulum  and 
in  free  communication  with  its  lumen.  Careful 
histologic  examination  was  made  necessary  be- 
cause of  the  rather  uncertain  findings  reported  by 
previous  authors  and  because  of  the  various  theories 
which  have  been  constructed  to  explain  the  occur- 
rence of  these  aberrant  tissues  at  the  umbilicus. 

The  finding  in  the  author's  case  of  gastric  mucosa 
in  Meckel's  diverticulum,  which  it  is  agreed  quite 
generally  is  a  definite  remains  or  persistence  of  the 
vitelline  or  omphalomesenteric  duct,  makes  it  appear 
certain  that  these  aberrant  tissues  occurring  at  the 
umbilicus,  in  fibrous  cords,  and  in  Meckel's  diverticu- 
lum, have  a  uniform  origin,  namely,  from  the  ento- 
derm of  the  original  intestinal  tube  or  yolk  stalk. 
It  was  very  important  to  complete  the  evidence 
that  these  aberrant  tissues  may  arise  anywhere 
along  the  tract  of  the  original  omphalomesenteric 
duct  in  order  to  answer  the  various  hypotheses. 

After  a  review  of  these  hypotheses  and  in  view  of 
the  evidence  that  has  been  brought  forward,  the 
best  explanation  for  the  occurrence  of  these  struc- 
tures is  that  the  original  entodermal  lining  of  the 
intestinal  tube  and  omphalomesenteric  duct  pos- 
sesses potentialities  of  development  into  any  of  the 
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glandular  structures  of  the  adult  intestinal  tract  or 
of  its  accessory  glands.  Under  the  influence  of 
certain  circumstances,  which  we  do  not  understand, 
groups  of  cells  may  retain  one  or  the  other  poten- 
tiality and  develop  into  a  glandular  tissue  very 
different  from  the  surrounding  glandular  tissues 
and  resembling  the  adult  organ,  such  as  stomach  or 
pancreas,  which  may  be  far  removed. 

The  finding  in  the  author's  case  of  gastric  mucosa 
in  Meckel's  diverticulum  effectively  answers  the 
various  theories  that  the  gastric  growths  at  the 
umbilicus  may  have  arisen  by  constriction  or 
separation  from  gastric  diverticula  in  the  early 
foetus,  or  that  a  differentiation  in  the  mucosa  or  in 
these  aberrant  tissues  is  brought  about  by  the 
presence  or  non-presence  of  the  bile,  or  that  irrita- 
tions, inflammations,  or  foetal  inclusions  at  the  point 
of  union  of  the  blastodermic  layers  are  necessary. 
In  fact,  with  the  findings  in  this  case  there  is  good 
evidence  for  believing  that  these  aberrant  tissues 
arise  from  remains  of  the  omphalomesenteric  duct. 
As  to  the  ultimate  factors  which  cause  this  differen- 
tiation, however,  nothing  can  be  stated  at  present. 

The  finding  of  this  gastric  mucosa  explains  well 
the  reasons  for  the  finding  of  acid  secretion  with 
digestion  at  the  umbihcus  in  cases  of  umbilical 
polyps  and  fistulae  as  reported  in  the  literature, 
although  cases  in  which  gastric  mucosa  occurred  at 
the  umbilicus  had  been  reported  before.  Again, 
there  is  a  good  embryological  basis  for  understand- 
ing certain  adenomatous  tumors  and  growths  of  an 
intestinal  glandular  nature  occurring  at  the  um- 
bilicus, in  obliterated  intra-abdominal  umbilical 
cords,  and  in  Meckel's  diverticulum.  In  fact,  in  the 
case  reported  it  is  interesting  to  speculate  as  to  the 
condition  for  which  the  patient  had  been  operated 
upon  several  years  previously.  It  seems  probable 
that  there  was  at  that  time  a  perforation  at  the  tip 
of  Meckel's  diverticulum,  though  none  was  found 
at  the  operation.  As  a  consequence  of  this  an 
abdominal  abscess  formed  which  was  simply  drained 
and  which  healed  with  the  formation  of  adhesions 
between  the  tip  of  Meckel's  diverticidum  and  the 
anterior  abdominal  wall.  It  is  interesting  to  think 
also  that  this  perforation  at  the  tip  of  Meckel's 
diverticulum  might  well  have  been  a  perforative 
gastric  ulcer,  for  so  far  as  the  structure  of  the 
mucosa  went  the  author  was  certainly  dealing  with 
the  fundus  type  of  mucosa  membrane.  This  per- 
foration evidently  healed  subsequently.  The  case 
further  illustrates  the  desirability  of  examining 
carefully  all  cases  of  Meckel's  diverticulum  for  the 
possibility  of  the  occurrence  of  aberrant  glandular 
tissues  in  the  mucosa,  because  of  the  importance  of 
these  structures  in  embryology,  pathology,  and  cer- 
tain surgical  conditions.  G.  E.  Beilby. 

Kirmisson:  Surgery  in  the  Treatment  of  Infants: 
Appendicitis  (Chirurgie  infantile,  I'appendicite). 
Rev.  gin.  de  din.  et  de  thirap.,  1919,  xxxiii,  369. 

Owing  to  the  great  possibility  of  diagnostic  error 
in  cases  of  acute  appendicitis  in  infants  and  on 


account  of  the  frequent  involvement  of  the  intes- 
tine Kirmisson  emphasizes: 

1.  The  absolute  necessity  of  methodically  ex- 
ploring the  abdomen  with  the  patient  under  the 
influence  of  an  anaesthetic  in  order  to  discover  the 
location  of  the  appendix  by  palpation  accurately. 
It  may  then  be  determined  whether  it  is  best  to  make 
the  incision  on  the  sheath  of  the  rectus,  toward  the 
iliac  fossa,  or  in  the  lumbar  region. 

2.  The  necessity  for  resecting  the  omentum  exten- 
sively as  often  it  has  become  a  purulent  sponge  infil- 
trated with  bacteria  and  should  not  be  returned  to 
the  abdomen  to  act  as  a  focus  of  infection.  When, 
however,  the  condition  is  of  the  type  known  as  a 
"  cold  appendicitis  "  and  there  are  only  slight  omental 
adhesions  such  resection  is  not  necessary. 

3.  The  necessity  for  always  exploring  the  lower 
pelvis  for  purulent  collections  and  immediately 
drying  the  pelvic  cavity.  Kirmisson  uses  a  special 
drain  of  his  own  design.  He  does  not  recommend 
prolonged  drainage  or  very  voluminous  compressive 
drains. 

The  administration  of  purgatives  should  be  avoided. 
Of  great  value  in  these  cases  is  the  use  of  the  Fowler 
position  and  the  Murphy  intrarectal  drip.  In  addi- 
tion, physiologic  salt  solution  may  be  injected  sub- 
cutaneously  and  injections  of  camphorated  oil  given 
when  the  pulse  is  weak.  Intestinal  stasis  may  be 
fought  with  pituitrin.  W.  A.  Bbznnan. 

Mayo,  W.  J. :  Some  of  the  Old  Hospitals  of  London, 
with  Special  Reference  to  the  Treatment  of 
Fistula  in  Ano  and  Haemorrhoids.  Minnesota 
Med.,  1919,  ii,  197. 

The  writer  calls  attention  to  the  scientific  advan- 
tages offered  by  Great  Britain  to  English-speaking 
surgeons  and  pays  a  tribute  to  the  honesty  and  sound 
sense  of  the  British  surgeon.  During  the  pleasant 
rambles  that  he  had  around  the  old  city  of  London  he 
learned  the  why  and  wherefore  of  many  of  her  places 
of  historic  interest  and  the  origin  of  certain  descriptive 
names  such,  for  example,  as  "bedlam,"  which  was 
derived  from  the  St.  Bethlehem  Hospital  for  the  in- 
sane founded  in  1297. 

The  Royal  College  of  Surgeons  of  England,  estab- 
lished in  1800,  is  not  so  old  as  the  Royal  College  of 
Surgeons  of  Edinburgh  which  was  founded  in  1505 
and  signifies  its  origin  by  grant  from  Henry  VTII  by 
using  the  flat  cap  worn  by  him  as  part  of  its  academic 
uniform.  The  marvelous  specimens  numbered  in 
black  and  put  up  by  John  Hunter's  own  hands  have 
been  exhibited  in  the  Museum  of  the  Royal  College 
of  Surgeons  of  London  for  more  than  a  hundred  years. 

For  the  treatment  of  special  diseases  there  are  many 
lesser  hospitals  in  London  which  are  not  so  old  as 
those  already  named,  yet  much  older  than  any  other 
hospitals  in  the  world.  Examples  of  these  are  the 
Good  Samaritan  and  the  Women's  Hospitals  which 
have  their  counterparts  in  the  various  women's  hos- 
pitals in  this  country.  St.  Peter's  Hospital,  devoted 
to  the  treatment  Of  stone  in  the  urinary  bladder  and 
other  urinary  conditions,  has  long  been  the  center  of 
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the  urologic  school  of  surgeons  of  Great  Britain.  It 
is  there  that  Freyer  and  Thomas  Walker  work,  today. 
The  new  Brady  Hospital  in  Baltimore  under  the  able 
leadership  of  Hugh  H.  Young  is  the  American  expres- 
sion of  the  same  idea. 

Unique  and  among  the  most  interesting  of  these 
pioneer  special  hospitals  is  St.  Mark's  Hospital  which 
was  founded  in  1835  and  built  for  the  treatment  of 
fistulae  and  other  diseases  of  the  rectum  exclusively. 
It  was  here  that  the  great  AUinghams,  father  and 
son,  worked  and  practised  the  ligature  operation  for 
haemorrhoids.  Fistula  in  ano  has  been  well  treated 
at  St.  Mark's  Hospital  for  more  than  forty  years. 

Some  time  ago  the  writer  was  so  fortunate  as  to 
become  acquainted  by  personal  observation  with  the 
methods  introduced  in  St.  Mark's  Hospital  for  the 
repair  of  fistula  in  ano,  and  as  a  result  is  able  to  look 
back  on  a  most  satisfactory  experience  in  the  treat- 
ment of  this  annoying  variety  of  infirmity.  Goodsall 
pointed  out  that  if  a  line  were  drawn  transversely 
through  the  middle  of  the  anus,  all  the  fistulae  lying 
anterior  to  it  would  pass  directly  from  the  external 
skin  opening  to  the  internal  opening  inside  the  anal 
canal,  and  that  all  the  fistulae  posterior  to  it  would 
have  their  internal  opening  in  the  posterior  midline 
of  the  anal  canal,  no  matter  where  or  how  many  la- 
teral openings — the  so-called  horsehoe  fistulae — are 
present.  In  the  anterior  fistulae,  therefore,  the  ex- 
ternal opening  will  be  found  opposite  the  internal 
opening.  An  anterior  horseshoe  fistula,  as  Edwards 
remarks,  is  practically  unknown.  The  cause  of  the 
curved  or  angular  shape  of  the  posterior  fistulae,  the 
external  openings  of  which  are  lateral  and  lead  by  a 
crooked  passage  to  the  posterior  internal  opening, 
is  the  arrangement  of  the  coccygeal  ligaments  and 
muscles  which  protect  the  external  tissues  lying  in 
the  posterior  midline  and  direct  the  pus  laterally; 
in  this  way  the  so-called  horseshoe  tracts  and  open- 
ings are  formed. 

The  treatment  of  the  posterior  fistula,  which  is  the 
most  troublesome,  consists  of  carefully  following  the 
one  or  more  external  openings  to  the  posterior  mid- 
line where  the  fistulous  tract  leading  to  the  internal 
opening  just  above  the  external  sphincter  will  be 
readily  exposed.  This  is  then  split  through  and  the 
incisions  made  by  following  the  lateral  fistulous  tract 
are  joined.  If  after  the  use  of  the  curet  the  fistulous 
tract  contains  much  thick  scar  tissue,  the  posterior 
wall  of  the  tract  is  split  to  let  the  blood  supply  come 
through. 

At  King's  College  Hospital  in  1862  Henry  Smith 
originated  the  clamp  and  cautery  treatment  for  haem- 
orrhoids, a  method  used  in  the  Mayo  Clinic  in  hun- 
dreds of  suitable  cases  with  the  utmost  satisfaction. 
It  is  more  than  twenty  years  since  the  writer  learned  to 
do  the  clamp  and  cautery  operation  properly  by  read- 
ing in  the  London  Lancet  an  acrimonious  discussion 
carried  on  between  Allingham  and  Smith.  The  pile 
should  not  be  trimmed  away  with  the  scissors  because 
if  the  eschar  pulls  apart,  the  cut  artery,  which  is  most 
resistant,  will  bleed  as  Allingham  stated ;  according  to 
Smith,  the  pile  should  be  slowly  converted  into  an 


aseptic  eschar  protected  by  the  desiccated  tissues, 
and  the  germs  on  the  surface  of  the  haemorrhoid  de- 
stroyed at  the  same  time.  The  pile  tissue  should  be 
caught  in  three  places,  a  half  inch  of  sound  mucous 
tissue  being  left  between  each  group  of  vessels  de- 
stroyed by  the  cautery  so  that  no  stricture  will  follow. 

LIVER,   PANCREAS,  AND    SPLEEN 
Einhom,  M.:  Jaundice.    Med.  Rec,  1919,  xcv,  1043. 

The  three  types  of  jaundice  which  the  author 
describes  are  as  follows:  (i)  the  obstructive  type  in 
which  one  or  more  of  the  canals  draining  the  liver 
has  become  closed;  (2)  the  hepatic  type  in  which  the  • 
liver  cells  which  manufacture  the  bile  lose  the  power 
of  sending  it  through  the  biliary  canals;  and  (3)  the 
haemolytic  type  in  which  it  is  believed  that  the  bile 
is  manufactured  in  the  blood  itself,  the  liver  having 
very  little  or  nothing  to  do  with  it. 

The  symptoms  usually  present  and  which  are  due 
to  the  bile  itself  are  slowness  of  the  pulse,  drow- 
siness, lack  of  mental  concentration,  lack  of  energy, 
and  quite  often  an  itching  sensation.  Each  case 
also  has  the  objective  symptoms  which  are  due  to 
the  original  disease.  In  many  instances  there  is  no 
pain  at  all;  in  others  the  patient  has  severe  pain, 
chills,  and  fever,  and  is  very  sick. 

In  the  differential  diagnosis  the  obstructive  types 
are  the  first  to  be  considered.  Catarrhal  jaundice  is 
the  type  most  frequently  encountered.  In  this  con- 
dition the  common  duct  is  obstructed  by  the  forma- 
tion of  a  mucus  plug  and  there  are  mild  digestive 
disturbances  such  as  lack  of  appetite,  nausea,  con- 
stipation, and  perhaps  vomiting.  The  patient  suf- 
fers in  this  way  for  a  few  days  or  a  week,  and  then 
all  of  a  sudden  turns  yellow.  However,  there  is  no 
pain.  The  yellow  color  then  increases,  the  urine 
becomes  dark  brown,  and  on  examination  is  found 
to  contain  bile.  The  stools  are  clay  colored.  Ex- 
amination of  the  duodenal  contents  will  show  some 
bile  and  ordinarily  in  the  first  twelve  days  of  the 
disease  there  is  a  quantity  of  mucus. 

The  other  type  of  jaundice  which  also  appears 
in  the  acute  form  is  caused  by  the  obstruction  of  the 
canals  of  the  biliary  system  by  stones.  Charac- 
teristic of  this  condition  are  severe  pains  preceding 
the  attack  which  come  on  suddenly  and  are  very 
acute;  in  some  cases  they  are  radiating,  extending 
to  the  center  and  then  to  the  right.  When  the  com- 
mon duct  is  not  involved  and  stones  are  present  only 
in  the  gall-bladder,  the  author  believes  the  pain  is 
brought  on  by  spasm. 

In  some  cases  of  duodenal  ulcer  in  which  there 
are  no  stones  at  all,  the  pain  is  characteristic  of 
gall-stones  and  jaundice;  this  is  thought  to  be  due 
to  a  distinct  spasm  of  one  of  the  sphincters  of  the 
common  duct.  In  such  instances  repeated  examina- 
tions of  the  duodenal  and  gastric  contents  is  neces- 
sary for  the  diagnosis. 

The  author  mentions  the  case  of  one  patient  who 
was  treated  at  Carlsbad  for  several  years  for  gall- 
stones.   He  also  had  a  typical  attack  of  severe  pain 
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and  slight  jaundice,  elevation  of  temperature,  and 
vomiting.  Examination  of  the  duodenal  contents 
showed  the  presence  of  clear  bile,  pancreatic  secre- 
tions, and  blood.  At  operation  no  stones  were  found 
and  the  gall-bladder  was  normal,  but  there  was 
pyloric  spasm  on  account  of  the  presence  of  duodenal 
ulcer.  Undoubtedly  at  times  this  had  caused  a 
spasm  of  the  papilla  of  Vater  which  had  in  turn  re- 
sulted in  the  jaundice. 

The  author  next  considers  the  jaundice  which  is 
of  a  protractive  character.  While  stones  may  be 
present  in  this  condition  also,  other  affections  may 
be  the  cause  of  the  yellow  color.  Protractive  jaun- 
dice without  pain  at  all  is  due  usually  to  the  con- 
dition which  is  termed  "  biliary  cirrhosis  of  the  liver." 
If,  however,  there  is  pain  with  no  distinct  periods  of 
interruption,  the  condition  is  of  the  malignant 
type.  In  the  malignant  type  the  jaundice  is  ex- 
treme in  spite  of  the  fact  that  a  great  deal  of  bile 
may  be  found  in  the  duodenum  and  in  the  stools. 
One  case  is  mentioned  in  which  there  was  consider- 
able suffering,  slight  loss  of  weight,  and  extreme 
jaundice.  The  gastric  contents  showed  the  absence 
of  hydrochloric  acid  and  the  presence  of  blood  and 
lactic  acid.  The  duodenal  contents  showed  clear 
bile,  but  the  pancreatic  juice  revealed  the  absence 
of  trypsin  ferment.  The  diagnosis  of  cancer  of  the 
stomach  involving  the  pancreas  and  liver  was  con- 
firmed at  autopsy. 

In  the  haemolytic  type  the  urine  usually  contains 
no  biliary  pigments,  but  the  stool  is  colored  and 
there  is  jaundice.  Frequently  the  spleen  is  enlarged 
and  the  red  blood  corpuscles  are  markedly  fragile. 

A  few  points  as  to  the  medical  treatment  of  jaun- 
dice are  mentioned.  In  all  acute  forms  the  patient 
should  have  plenty  of  water,  perhaps  Carlsbad 
salts,  and  a  light  diet.  If  there  is  severe  pain,  hypo- 
dermics of  morphine  should  be  given  until  the  attack 
subsides.  If  the  patient  has  stones  with  repeated 
attacks,  operative  interference  is  necessary.  In 
coming  to  a  decision  the  X-ray  findings,  tempera- 
ture, leucocyte  count,  and  the  patient's  condition, 
must  be  considered. 

In  the  stone  form  of  jaundice  which  has  con- 
tinued for  from  five  to  six  weeks  without  abatement, 
a  diagnosis  of  stone  in  the  common  duct  is  justifiable 
and  these  cases  should  be  operated  upon. 

In  cases  of  protractive  jaundice  due  to  malig- 
nancy the  patient  should  be  operated  upon  even  if 
only  to  make  him  more  comfortable.  The  gall- 
bladder may  be  attached  to  the  stomach  or  the  in- 
testine so  that  there  is  a  free  flow  of  bile. 

Little  can  be  accomplished  surgically  in  biliary 
cirrhosis.  In  the  author's  experience,  small  doses  of 
calomel  followed  by  iodides  have  been  very  satis- 
factory. This  treatment  may  not  succeed  in  all 
cases,  but  everything  should  be  tried  before  giving 
up,  especially  when  nothing  can  be  done  surgically. 

In  the  haemolytic  type  in  which  the  spleen  is 
enlarged,  splenectomy  is  recommended.  The 
author  mentions  one  case  in  which  he  used  radium 
with  satisfactory  results.  E.  A.  Printy. 


Wollstein,  M.,  and  Mixsell,  H.  R. :  Report  of  a  Case 
of  Hepatoma  in  an  Infant.  Arch.  Pedial.,  1919, 
xxxvi,  268. 

This  article  gives  the  history  and  findings  in  the 
case  of  a  baby  who  was  first  seen  when  it  was  4 
months  of  age.  The  child  was  brought  to  the  dis- 
pensary for  dietary  instructions  and  because  of  a 
lump  about  the  size  of  a  peanut  under  the  right 
lower  rib.  This  lump  was  first  noticed  when  the 
child  was  3  months  old.  The  family  history  was 
negative  except  that  the  maternal  grandmother 
had  diabetes.  The  child's  past  history  was  also 
negative. 

At  the  time  of  examination  the  patient  was 
poorly  nourished  and  sallow.  At  the  bases  of  both 
lungs  were  a  few  scattered  subcrepitant  rales.  There 
was  no  adenitis.  A  fine  generalized  maculopapular 
rash  was  present.  There  was  no  distention,  rigidity, 
or  tenderness  over  the  abdomen.  Both  liver  and 
spleen  were  palpable  below  the  costal  margins.  At 
the  lower  border  of  the  liver  a  nodule  about  2  by  3 
centimeters  in  diameter,  smooth  and  hard,  was 
palpated.  The  reflexes  were  normal  and  there  were 
no  deformities. 

The  baby  was  not  seen  again  for  six  w^eeks.  It 
was  then  brought  in  for  double  bronchopneumonia. 
At  this  time  a  large  mass,  taken  to  be  the  liver,  was 
felt  in  the  abdomen.  Its  lower  border  extended  into 
the  right  iliac  fossa,  and  small,  hard,  elastic,  smooth 
nodules  could  be  felt  upon  its  surface.  The  spleen 
was  palpable  at  the  costal  margin.  There  was  no 
ascites.  The  Wassermann  and  von  Pirquet  reactions 
of  both  the  child  and  its  parents  were  negative.  A 
diagnosis  of  congenital  sarcoma  of  the  liver,  probably 
primary,  was  made. 

The  recovery  from  the  bronchopneumonia  was 
uneventful,  but  about  three  months  later  the  child 
was  brought  back  in  an  extremely  emaciated  con- 
dition. The  abdomen  measured  41  centimeters  at 
the  xiphoid  and  35  centimeters  at  the  umbilicus. 
The  ribs  were  pushed  outward  and  the  diaphragm 
upward.  The  abdomen  was  greatly  distended  and 
the  superficial  veins  were  prominent.  The  mass  was 
larger  than  at  the  time  of  the  previous  examination. 
In  the  left  groin  were  four  bluish  nodules  attached 
to  the  skin,  the  largest  ^2  centimeter  in  diameter. 
Death  occurred  in  a  few  days. 

An  autopsy  was  performed  five  hours  after  death. 
Acute  bronchopneumonia  was  present  in  about  one- 
half  of  the  left  lower  lobe  and  the  right  lung.  The 
upper  lobe  on  the  outer  surface  just  below  the  apex 
showed  a  hard  white  nodule  3  rrullimeters  in  diame- 
ter, evidently  a  metastasis.  The  abdomen  contained, 
from  20  to  30  cubic  centimeters  of  thin  fluid  blood 
in  the  pelvis.  The  organs  were  somewhat  displaced, 
due  to  the  enlarged  liver.  The  spleen  was  slightly 
enlarged  but  exhibited  no  nodules.  The  heart, 
adrenals,  and  kidneys  were  negative.  The  liver 
weighed  860  grams  and  measured  18  centimeters  in 
length  and  17  centimeters  in  width.  The  upper 
surface  was  nodular,  pale,  and  fatty.  The  anterior 
border  was  rounded  and  thickened  by  the  growth 
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which  showed  through  the  capsule  as  small,  round, 
greenish  masses  with  dilated  vessels  between  the 
nodules.  The  posterior  border  was  nodular  and 
entirely  made  up  of  neoplasm.  The  left  lobe  was 
filled  with  nodules  and  the  lower  surface  was  almost 
entirely  made  up  of  new  growth.  The  main  mass 
occupied  the  anterior  half  of  the  liver.  The  growth 
was  soft  and  bile  stained  and  contained  many  small 
haemorrhagic  and  softened  areas.  In  the  posterior 
portion  the  nodules  were  less  bile  stained,  more 
hasmorrhagic,  and  in  some  places  white  in  color. 
Between  the  nodules  and  liver  substance  there  was 
no  capsule  but  a  capsule  was  simulated  by  a  com- 
pressed mass  of  liver  tissue.  The  anatomical  diag- 
nosis was  hepatoma,  pulmonary  metastasis,  sub- 
cutaneous inflammatory  nodules.  Microscopically 
the  growth  was  a  primary  epithelial  tumor  of  liver 
cells.  This  condition  is  very  rare  in  children  and  is 
either  adenomatous  or  carcinomatous  in  type. 
Only  a  few  cases  have  been  recorded. 

I.  W.  Bach. 

Robin,  A. :  Hydration  and  the  Soluble  and  Insol- 
uble Residues  in  Cancer  of  the  Liver;  a  New 
Conception  of  the  Genesis  of  Cancer  (L'hydra- 
tation,  le  residue  soluble  et  le  r6sidu  insoluble  dans 
le  cancer  du  foie.  Una  nouvelle  conception  sur  la 
gen^se  du  cancer).  Bull.  Acad,  de  med.,  Par.,  1919, 
Ixxxi,  699. 

Robin  finds  that  cancerous  liver  tissue  contains  a 
quantity  of  water  higher  than  that  of  normal  liver 
tissue  under  the  same  conditions.  The  hydration 
reaches  its  maximum  in  the  most  cancerous  parts 
and  as  a  rule  amounts  to  14  per  cent.  In  the  health- 
ier parts  it  amounts  to  about  10.3  per  cent.  With 
the  development  of  the  growth  it  increases. 

This  hydration  is  not  characteristic  of  cancer 
alone  as  it  is  observed  also  in  the  liver  of  the  con- 
sumptive and  in  tuberculous  lungs.  In  the  acute 
form  of  phthisis,  however,  the  water  content  of  the 
least  involved  regions  of  the  lung  falls  considerably 
below  the  normal  while  in  the  cancerous  liver  it  is 
above  that  of  the  normal  liver  in  regions  which  are 
relatively  healthy. 

Hydration  is  a  phenomenon  common  to  all 
rapidly  growing  tissues  and  is  related  to  their 
histogenetic  activity.  Like  all  growing  tissue 
cancer  possesses  the  power  to  construct  with  a  given 
quantity  of  solid  material  more  histologic  substance 
than  other  tissue.  Indirect  proof  of  this  is  the 
fact  that  the  amount  of  water  tends  to  diminish 
in  fatty  tissues  (the  alcoholic  fatty  liver,  for  ex- 
ample) and  in  such  tissues  histogenetic  activity  is 
decreased. 

Hydration  of  cancerous  tissues  involves  a  decrease 
in  the  amount  of  both  organic  and  inorganic  matter 
which  is  greatest  in  the  most  extensively  involved 
areas.  In  the  tuberculous  lung  the  areas  least 
involved  by  the  disease  contain  more  organic  and 
inorganic  material  than  the  normal  lung. 

The  process  might  be  considered  as  due  to  the 
effect  of  a  ferment  which  splits  the  proteins  of  the 


organ  in  the  parts  involved  by  the  cancer  and  by  a 
reverse  action  collects  electively  in  some  cells  the 
amino  acids  set  free  to  effect  a  rapid  growth  and  an 
ungoverned  multiplication. 

The  author's  conclusions  are  based  upon  the 
analysis  of  cancerous  livers,  the  livers  of  5  persons 
who  were  affected  with  tuberculosis,  including  cases 
of  acute  and  rapid  development,  the  liver  of  an 
alcoholic,  and  the  liver  of  a  patient  who  died  of 
cerebral  haemorrhage.  Two  normal  livers  were 
studied  as  controls.  The  analytical  results  are  given 
in  several  tables.  W.  A.  Brennan. 

MISCELLANEOUS 

Alexander,  M.  E.:  Surface  Temperature  in  the 
Diagnosis  of  Surgical  Abdominal  Conditions. 

N.  York  M.  J.,  1919,  cix,  1077. 

The  author  ascertained  the  surface  temperature 
of  the  abdomens  of  50  normal  persons  and  of  250 
persons  who  had  diseases  of  the  abdominal  organs. 
In  the  latter  cases  the  determinations  were  made 
at  the  point  of  maximum  tenderness  or  rigidity  and 
compared  with  the  opposite  side.  His  conclusions 
are  as  follows: 

1.  In  surgical  inflammations  of  the  abdominal 
viscera  (except  the  kidneys)  there  is  no  elevation  of 
temperature  of  the  skin  overlying  them. 

2.  In  unilateral  inflammation  of  the  kidney  there 
is  frequently  a  localized  elevation  of  surface  tem- 
perature. 

3.  In  74  per  cent  of  cases  of  unilateral  suppuration 
of  the  kidney  the  surface  temperature  of  the  affected 
side  was  one  degree  or  more  higher  than  on  the  un- 
affected side. 

4.  In  advanced  tuberculosis  of  the  kidney  the 
surface  temperature  may  be  lower  than  on  the  unaf- 
fected side. 

Miller,  L.  I.:  Mesenteric  Thrombosis,  with  a  Re- 
view of  the  Literature.  Colorado  Med.,  1919,  xvi, 
148. 

Of  214  cases  reported  in  the  literature  only  197 
were  accurately  described  as  being  arterial  or  venous 
varieties.  In  the  cases  in  which  this  was  stated 
there  was  no  essential  difference  in  the  course. 

The  condition  may  be  acute  or  chronic,  the  latter 
being  characterized  at  times  by  relapses  and  re- 
missions. 

Following  a  discussion  of  the  etiology,  which  is 
obscure,  and  a  description  of  the  pathology,  the 
author  gives  a  resum6  of  the  symptoms. 

The  onset  is  sudden  and  characterized  by  a  colicky 
pain  which  in  51  per  cent  of  the  cases  is  generalized. 
In  67  per  cent  this  is  accompanied  by  generalized 
abdominal  tenderness.  Nausea  and  vomiting  soon 
follow,  the  vomitus  varying  from  stomach  contents 
to  biliary,  faecal,  or  blood-containing  material. 
There  may  be  constipation  or  diarrhoea.  In  the 
latter  cases  the  stools  are  bloody.  The  symptoms 
may  be  those  of  a  severe  type  of  intestinal  obstruc- 
tion. 


264 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


In  one  case  seen  by  the  author  there  was  a  sudden 
onset  of  generalized  abdominal  pain,  nausea,  vomit- 
ing, and  severe  constipation.  The  patient  entered 
the  hospital  in  shock,  with  tympanitis  on  the  right 
side  and  dullness  on  the  left.     An  enema  partly 


returned  contained  dark  tarry  blood.  The  white- 
cell  count  was  28,000  and  the  red-cell  count  5^ 
million.  The  hxmoglobin  was  90  per  cent.  Opera- 
tion revealed  extensive  and  advanced  involvement 
of  the  descending  colon.  K.  L.  Vehe. 


SURGERY  OF  THE  EXTREMITIES 


DISEASES  OF  BONES,  JOINTS,  MUSCLES,  TEN- 
DONS.    GENERAL  CONDITIONS  COMMONLY 
FOUND  IN  THE  EXTREMITIES 

Baetjer,  F.  H.:   Osteomyelitis.    Am.  J.  Roentgenol, 
1919,  vi,  259. 

In  discussing  the  roentgen  diagnosis  of  osteomyeli- 
tis, the  author  describes  the  pictures  which  may  be 
obtained  depending  on  the  portion  first  involved,  the 
character  of  the  destructive  process,  the  path  of  ex- 
tension, the  character  and  location  of  new  bone 
proliferation,  and  the  condition  of  the  cortex. 

Attention  is  called  to  the  fact  that  a  haematogenous 
infection  usually  aflfects  the  medulla  first,  and  the 
cortex  and  periosteum  are  not  involved  early. 

When  the  periosteum  is  first  involved  the  changes 
are  confined  to  the  periosteum  and  cortex,  and  there 
is  resulting  osteitis  and  periosteitis. 

When  a  joint  is  primarily  involved  the  involvement 
occurs  first  in  the  articular  surface.  Later  it  spreads 
to  the  head  of  the  bone.  The  medullary  canal  does 
not  become  attacked  until  later,  if  at  all. 

In  compound  fractures  all  of  the  bone  structure 
may  become  involved  simultaneously. 

While  osteomyelitis  does  not  give  us  a  constant 
picture,  the  author  believes  that  if  we  would  keep 
clearly  in  mind  the  principles  of  bone  infection  we 
would  recognize  it  when  it  is  present. 

Two  changes  take  place  in  osteomyelitis :  destruc- 
tion and  reproduction  of  bone.  The  more  virulent 
the  infection  the  slower  the  beginning  of  bone  repro- 
duction. Early  in  a  virulent  infection  the  haversian 
canals  may  be  filled  with  pus.  but  if  no  destruction  of 
bone  has  taken  place  there  will  be  no  evidence  of  it  on 
the  roentgen  plate. 

The  earliest  changes  which  can  be  demonstrated 
on  the  plate  are  vacuolated  areas  in  the  medulla  which 
appear  as  areas  of  lessened  density  and  are  formed  by 
regions  of  bone  destruction  with  normal  bone  between 
them  in  the  cortex.  This  finding  alone  is  suflScient 
to  differentiate  osteomyelitis  from  malignancy,  as 
tumors  spread  in  all  directions  leaving  no  normal 
areas.  The  infection  finally  penetrates  the  cortex  in 
one  or  more  places,  leaving  normal  cortex  in  be- 
tween. 

Bone  proliferation  begins  at  the  point  where  in- 
fection starts.  The  periosteal  bone  is  deposited  on 
the  outside,  a  fact  which  differentiates  osteomyelitis 
from  tumors  of  the  cortex  which  expand  the  cortex. 

In  acute  osteomyelitis  destruction  predominates 
and  there  is  very  little  bone  proliferation.  In  the 
chronic  form  the  reverse  is  found. 


Luetic  osteomyelitis  gives  a  picture  identical  with 
that  of  pyogenic  osteomyelitis  but  which  can  be  read- 
ily differentiated  as  in  the  former  more  than  one  bone 
is  usually  affected.  As  a  rule  the  bone  involvement 
is  widespread  but  the  clinical  symptoms  are  extremely 
mild.  In  cases  of  pyogenic  osteomyelitis  the  reverse 
is  true. 

The  author  urges  that  a  careful  history  of  all  opera- 
tive cases  be  obtained  in  order  that  we  may  be  cor- 
rectly informed  as  to  whether  the  areas  of  destruction 
are  due  to  bone  disease  or  the  surgeon's  curette. 

The  presence  or  absence  of  sequestra  or  involucrum 
is  easily  discovered  from  the  plate  and  frequently 
determines  the  character  of  the  operation  to  be  carried 
out.  W.  A.  Evans. 


FRACTURES  AND  DISLOCATIONS 

Hicks,  C.  P.:  The  Operative  Treatment  of  Frac- 
tures.   W.  Virginia  M.  J.,  1919,  xiii,  401. 

Fractures  cause  more  trouble  to  the  conscientious 
surgeon  than  any  other  of  the  many  conditions  which 
he  is  called  upon  to  treat.  During  the  past  several 
years,  however,  the  treatment  of  fractures  by  the 
general  surgeon  has  not  received  the  attention  it 
deserves.  It  is  unnecessary  to  demonstrate  that 
the  present  methods  are  unsatisfactory.  In  the 
treatment  the  points  of  greatest  interest  to  the 
patient  and  necessarily  of  most  concern  to  us  are, 
first,  to  obtain  good  union;  second,  to  decrease  the 
period  of  disability;  third,  to  prevent  shortening 
as  much  as  possible;  and  fourth,  to  obtain  pronation 
and  supination  unhindered,  with  all  joint  functions 
preserved  and  followed  by  a  good  anatomical 
result. 

The  methods  of  treatment  are  the  non-operative 
and  the  operative.  In  regard  to  non-operative 
treatment,  some  believe  and  teach  that  traction 
and  countertraction  are  eflScient  means  for  securing 
perfect  adjustment  of  fractured  bones  and  always  a 
suflflciently  accurate  adjustment  to  give  a  function- 
ally useful  limb.  They  contend  that  an  exact 
anatomical  result  is  not  essential  for  a  perfect 
functional  result.  Others  maintain,  however,  that 
a  retained  anatomically  perfect  reduction  is  neces- 
sary to  obtain  a  functionally  useful  limb,  and  this 
can  be  secured  only  by  the  open  method  with  direct 
fixation  of  the  fragments  by  plates  or  Parkham's 
bands.  While  it  is  true  that  we  are  not  having  more 
non-unions  than  formerly,  this  is  due  to  the  fact 
that  we  are  operating  on  ununited  fractures  much 
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earlier  as  it  is  now  possible  to  make  an  accurate 
diagnosis  with  the  aid  of  the  X-ray. 

Every  fracture  is  a  hospital  case,  for  the  X-ray  is 
the  only  means  we  have  to  check  up  the  results,  and 
the  proper  handling  of  the  average  case  requires 
study  and  great  care.  The  majority  of  fractures  of 
the  long  bones  should  be  treated  by  the  operative 
method.  A  fair  trial  of  the  operative  method  under 
the  most  careful  aseptic  treatment  will  justify  the 
following  conclusions: 

1.  The  X-ray  picture  will  show  that  in  some 
cases  of  fractured  femur,  humerus,  tibia,  and  both 
bones  of  the  forearm  at  the  middle  or  upper  third 
it  is  a  physical  impossibility  to  secure  perfect  adjust- 
ment after  repeated  attempts  at  reduction. 

2.  Some  of  these  cases  can  be  treated  by  the 
open  method  by  which  the  proper  reduction  of 
fragments  may  be  effected  and  retained  without  the 
use  of  any  foreign  body. 

3.  The  danger  of  a  foreign  body  placed  on  a 
fracture  has  been  exaggerated. 

4.  For  some  fractures  the  Lane  plate  is  the  most 
simple  and  efficient  aid  in  fixation,  especially  if  the 
picture  shows  a  wide  separation  of  fragments  and 
interposition  of  tissue,  as  in  the  lower  fourth  of  the 
femur. 

5.  Parkham's  band  applied  to  a  fracture  of  the 
shaft  of  the  femur  which  the  radiogram  shows  to 
be  oblique  or  spiral  will  bring  about  immediate 
immobilization.  It  requires  only  a  small  incision 
and  causes  little  mutilation  of  the  tissues. 

6.  Temporary  internal  fixation  insures  practi- 
cally anatomical  reduction,  and  as  it  is  a  great  aid  in 
the  dressing  of  compound  fractures,  greatly  simpli- 
fies the  after-treatment. 

7.  The  early  removal  of  a  band  or  plate  after 
repair  of  a  fracture  will  prevent  osteitis. 

8.  The  early  application  of  a  band  or  plate  will 
prevent  a  later  operation  by  autogenous  bone  graft. 

9.  The  X-ray  has  demonstrated  that  the  watch- 
ful waiting  of  non-operative  treatment  is  unsatis- 
factory and  has  shaken  our  confidence  in  manual 
reduction  maintained  by  splints,  extension,  and 
suspension.  It  therefore  will  force  us  to  use  more 
accurate  methods.  P.  H.  Kreuscher. 

Carlsson,  P.:  Concerning  the  Treatment  of  Frac- 
tures of  the  Femur  (Ueber  die  Behandlung  von 
Bruechen  am  Oberschenkelschaft).  Nord.  med.  Ark., 
1919,  li,  Ark.  f.  Kir.,  573. 

The  author  reports  all  the  cases  of  fracture  of 
the  shaft  of  the  femur  which  came  to  treatment  at 
his  clinic  between  the  years  1910  and  191 7.  In  1909 
X-ray  examination  of  all  fractures  was  inaugurated 
and  the  treatment  was  more  or  less  controlled  by  it. 

One  hundred  and  fifty-eight  of  the  patients  were 
males  and  47  females.  Fifty-five  per  cent  were  chil- 
dren under  10  years  of  age.  The  type  of  fracture  in 
these  was  usually  spiral  or  transverse.  The  spiral 
fracture  was  more  common  in  those  over  i  year  of 
age  but  in  those  who  were  younger  almost  all  of  the 
fractures    were    directly    transverse.     The    second 


large  group  were  those  occurring  in  young  men  and 
men  up  to  the  age  of  50  years.  As  a  rule  these  were 
due  to  industrial  accidents  and  were  either  simple 
transverse,  short  oblique,  or  comminuted  fractures. 
The  localization  was  somewhat  variable,  but  was 
usually  in  the  shaft  and  more  rarely  near  the  ends. 
Spiral  fractures  were  rare  in  this  group;  more  com- 
mon was  the  bending  fracture  due  to  an  indirect 
force.  Few  women  were  included  in  this  group. 
The  spiral  fracture  was  again  found  in  those  more 
than  50  years  old  but  then  occurred  almost  exclu- 
sively in  women  and  usually  in  the  lower  end  of  the 
femur,  less  frequently  in  the  upper  end,  and  rarely 
in  the  center.  The  cause  in  such  cases  was  more  or 
less  indirect  force,  frequently  insignificant.  The  con- 
clusion is  therefore  apparent  that  the  bones  of  wom- 
en at  this  age  are  more  brittle. 

Five  fractures  were  compound  but  all  of  these 
were  treated  aseptically  and  behaved  like  ordinary 
closed  fractures  without  any  complication.  In  two 
cases  interposition  of  soft  parts  occurred,  necessitat- 
ing operative  interference  on  account  of  non-union. 

The  author  reviews  all  the  current  methods  of 
treatment  employed  by  him  for  the  various  groups  of 
fractures  as  follows: 

1.  Placement  and  immobilization  of  the  limb  to 
keep  the  ends  of  the  bone  in  position  by  the  posi- 
tion of  the  limb. 

2.  Reposition  and  immobilization  of  neighboring 
joints  by  means  of  splints  or  a  plaster  cast. 

3.  Open  treatment  by  operative  means  to  reduce 
the  fracture  and  immobilization  to  retain  the  posi- 
tion. 

4.  Functional  treatment  to  retain  the  function  of 
the  injured  limb  irrespective  of  the  anatomical  de- 
fect which  might  result. 

5.  Extension  treatment:  (i)  indirect  extension  by 
means  of  adhesive  plaster  or  some  similar  adhering 
substance,  and  (2)  direct  extension  by  Steinman's 
nail  extension  method  or  Schmerz's  ice  tongue  or 
clamp  method. 

Only  2  patients  were  treated  by  the  first  method; 
two  old  women  of  79  and  91  years  respectively.  In 
both  cases  the  leg  was  placed  between  two  sacks  of 
sand  and  slight  extension  applied  with  the  patient 
in  bed  until  union  was  obtained.  The  results  were 
unsuccessful. 

Only  the  new-born  and  very  small  children  were 
treated  by  reposition  and  splints  or  body  fixation. 
With  the  latter  method  the  limb  was  flexed  directly 
upon  the  abdomen  and  held  in  place  with  bandages 
according  to  a  method  similar  to  that  used  by  ob- 
stetricians. The  splints  used  were  splints  made  of 
ordinary  wood  or  the  ordinary  Volkman  wire  splint. 
Only  7  cases  were  treated  by  this  method,  6  of  these 
patients  being  children  under  3  years  of  age.  In  2 
cases  the  results  were  perfect.  In  3  there  was  a  slight 
angulation  of  the  bones  at  the  site  of  fracture  and  in 
I  a  shortening  and  lateral  displacement.  One  pa- 
tient, a  woman  of  71  years  of  age,  had  a  fracture  of 
the  lower  third  of  the  femur  without  any  disloca- 
tion.   After  treatment  with  a  Volkman  splint  for 


266 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


forty-three  days  a  good  result  was  obtained  as 
shown  by  the  examination  five  and  one-half  years 
later. 

REPOSITION  AND  PLASTER  CASTS 

Thirty-one  cases  were  treated  with  reposition  and 
plaster  of  Paris  casts.  Of  these  19  were  treated  ex- 
clusively by  this  method.  The  age  of  the  patients 
varied  between  5  and  78  years.  There  were  8  trans- 
verse, 7  oblique,  and  4  comminuted  fractures.  The 
average  length  of  time  the  cast  was  left  on  was 
five  and  one-half  weeks.  In  the  majority  of  cases 
the  dislocation  was  rather  marked  and  in  only  4  out 
of  19  was  there  no  shortening.  All  the  other  patients 
had  shortening  of  the  limb  amounting  to  from  i  to 
8  centimeters.  An  ideal  result  was  obtained  in  only 
one  case,  and  in  this  instance  the  dislocation  was 
only  trivial. 

Summed  up  the  results  were  as  follows:  Shorten- 
ing, which  was  present  in  16  cases  at  the  time  of 
fracture,  was  corrected  entirely  in  6,  decreased  in  7, 
and  unchanged  in  3.    Extensive  dislocatio  ad  catus 
which  was  present  in  19  cases  was  entirely  corrected 
by  reposition  in  only  i  case.   In  another  case  it  was 
partially  corrected  and  in  the  remaining  1 7  was  not 
influenced  at  all.    In  i  instance  it  was  even  aggra- 
vated.   Angulation  which  was  present  in  12  cases 
was  corrected  in  7,  improved  in  i,  and  not  influenced 
in  4.    In  18  cases  in  which  the  author  was  able  to 
estimate  the  retentive  ability  of  a  plaster  cast  he 
found  only  5  in  which  the  correction  obtained  at  re- 
position was  retained  by  the  cast.   In  the  remaining 
13  the  condition  became  worse  after  the  cast  was 
applied  and  in  8  of  these  the  position  of  the  frag- 
ments became  worse  than  before  the  reposition.   In 
10  cases  the  function  at  the  time  the  patient  was 
discharged  was  more  or  less  limited.    Of  14  patients, 
examined  from  one  and  one-half  to  seven  years  later 
by  the  X-ray,  only  2  were  functionally  and  anatom- 
ically normal  and  both  of  these  were  children,  3  and 
5  years  old  respectively.   The  remaining  1 2  patients 
had  permanent  dislocations;  all  had  shortening  from 
2  to  5  centimeters,  the  average  shortening  being 
35^  centimeters.     In  addition  there  was  definite  de- 
formity in  10  cases.   Normal  function  with  abnormal 
anatomical  results  was  obtained  in  only  2  of  these 
12  cases,  and  both  of  the  patients  were  13-year-old 
boys.    Of  14  patients  re-examined,   therefore,    10 
showed  more  or  less  functional  disability,  such  as 
pain,  muscular  weakness,  atrophy,  and  joint  stiff- 
ness, but  all  were  above  13  years  of  age. 

OPEN  OPERATION 

The  number  of  cases  treated  by  open  operation 
was  19  and  the  ages  of  the  patients  varied  from  7 
to  65  years.  Eleven  of  the  fractures  were  trans- 
■  verse,  5  oblique,  and  3  comminuted.  Three  were  in 
the  upper  third  of  the  femur,  1 1  in  the  shaft  proper, 
and  5  at  the  lower  end.  Two  were  compound  frac- 
tures. In  only  2  cases  was  the  operative  treatment 
undertaken  primarily;  in  the  others  it  was  employed 
as  a  secondary  method  following  failures  by  other 
methods.    The  time  of  operation  varied  from  three 


days  to  seventy-four  days  after  injury.  Six  opera- 
tions were  performed  within  ten  days.  In  i  case  the 
treatment  was  an  absolute  failure  and  in  another 
death  occurred  before  reduction  could  be  controlled. 
In  only  7  was  there  an  exact  reposition  of  fragments. 
In  2  cases  a  dislodged  fragment  was  apparent  and  in 
9  there  was  more  or  less  angulation.  Definite  short- 
ening was  found  in  2  cases  and  lateral  displacement 
also  in  2.  In  2  others  resection  of  the  end  of  the 
fragments  had  to  be  done  to  maintain  reposition. 
Later  re-examination  showed  similar  findings. 

The  end-results  were  perfect  in  7  cases.  In  the 
others  there  was  functional  disability  as  before.  In 
6  there  was  muscular  atrophy  or  weakness,  in  7 
stiffness  of  the  part,  and  in  i  severe  pain.  The  aver- 
age age  of  the  patients  in  whom  a  perfect  result  was 
obtained  was  only  10  years  whereas  that  of  the  others 
was  44  years.  The  danger  in  this  group,  of  course,  is 
infection  which  occurred  in  3  cases  out  of  20  and 
resulted  in  2  deaths. 

INDIRECT     EXTENSION     AND     VERTICAL     SUSPENSION 
METHOD 

Ninety-nine  cases  were  treated  by  indirect  exten- 
sion and  vertical  suspension.  The  ages  of  the  pa- 
tients varied  from  6  months  to  1 1  years,  the  average 
being  4^  years.  Forty-seven  of  the  fractures  were 
spiral,  35  transverse,  3  oblique,  and  3  comminuted. 
Two  of  the  fractures  were  in  the  upper  end  of  the 
femur  and  all  others  in  the  shaft  proper.  The  dura- 
tion of  treatment  varied  from  eight  to  forty-one 
days,  the  average  being  twenty-one  and  one-half 
days.  In  12  cases  this  method  had  no  effect  upon 
the  dislocation  and  other  measures  were  necessary. 
The  immediate  results  of  the  treatment  in  other 
cases  were  as  follows:  shortening  was  present  in  41 
cases  but  absent  in  44.  In  3  cases  it  was  more  than 
2  centimeters,  in  13  under  i  centimeter,  and  in  the 
others  from  i  to  2  centimeters.  Angulation  and  lat- 
eral displacement  were  present  at  the  end  of  the 
treatment  in  42  cases.  In  21  of  these  there  was 
no  shortening. 

In  determining  the  end-results  of  the  treatment 
it  was  found  that  in  42  cases  examined  by  the  author 
personally  there  was  shortening  in  only  3,  the 
amounts  being  i,  i}^,  and  3  centimeters,  respectively. 
In  1 1  of  these  42  cases  X-ray  pictures  showed  some 
degree  of  displacement.  Of  33  patients  who  reported 
by  letter,  32  stated  that  they  were  perfectly  restored 
and  that  there  was  no  difference  between  the  two 
limbs.  Bending  was  present  in  only  i  case.  The 
function  was  normal  in  all  of  the  75  cases.  The 
danger  of  this  method  consists  in  the  possibility  of 
adhesive-plaster  decubitus  which  occurred  in  4  cases. 

INDIRECT     EXTENSION     METHOD     WITH    HORIZONTAL 
POSITION   OF   LIMB 

By  the  method  of  indirect  extension  with  hori- 
zontal position  of  the  limb  39  cases  were  treated. 
Fourteen  of  these  patients  were  less  than  14  years 
of  age,  19  between  15  and  50,  and  6  over  50  years. 
Fourteen  of  the  fractures  were  transverse,  i7^ob- 
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lique,  I  spiral,  and  7  comminuted  fractures.  Six 
occurred  at  the  upper  end  of  the  femur,  26  in  the 
shaft  proper,  and  6  at  the  lower  end.  In  all  of  the 
cases  except  one  the  treatment  was  begun  within 
three  days  after  the  accident.  The  average  dura- 
tion of  the  treatment  was  thirty-five  days.  In  9 
cases  all  the  displacement  was  corrrected;  in  4  it 
remained  the  same;  in  6  it  became  worse;  and  in  16 
it  was  more  or  less  improved.  In  regard  to  the  vari- 
ety of  the  displacement  the  author  states  that  short- 
ening was  corrected  completely  in  13  cases,  dimin- 
ished in  10,  unchanged  in  3,  and  increased  in  5. 
Lateral  displacement  was  corrected  in  3,  improved 
in  3,  unchanged  in  20,  and  increased  in  3.  Angula- 
tion was  corrected  in  9  cases,  diminished  in  4,  un- 
changed in  3,  and  increased  in  10  cases.  Hospitali- 
zation varied  from  forty-two  to  two  hundred  and 
fifty-three  days,  the  average  being  seventy-eight 
and  five-tenths  days. 

Late  results:  Of  20  patients  examined  by  the  auth- 
or personally,  10  showed  no  shortening  and  the  re- 
mainder, shortening  of  from  i  to  5  centimeters.  In 
9  cases  the  displacement  was  the  cause  of  the  short- 
ening. The  functional  result  was  apparently  nor- 
mal in  1 7  cases.  In  3  there  was  pain  over  the  site  of 
the  fracture,  in  6  joint  stiffness,  in  5  muscular  atro- 
phy and  weakness,  and  in  7  pain  in  the  entire  limb. 

DIRECT   EXTENSION 

Twenty-nine  cases  were  treated  by  direct  exten- 
sion, 21  with  the  Steinman  nail  extension  method; 
and  8  with  the  Schmerz  clamp  or  ice  tongue  method. 
In  24  cases  the  nail  or  clamp  was  applied  at  the 
condyles  of  the  femur,  in  4  at  the  head  of  the  tibia, 
and  in  i  at  the  malleoli.  General  anaesthesia  was 
employed  for  the  nail  extension  method  but  local 
anaesthesia  was  sufficient  for  the  clamp  method.  The 
nail  was  driven  in  without  preliminary  skin  incision, 
whereas  in  the  clamp  method  the  skin,  soft  tissues, 
and  periosteum  were  first  incised.  Disinfection  was 
accomplished  with  tincture  of  iodine.  In  8  cases  the 
semiflexion  principle  was  adopted,  flexing  the  knee 
on  the  thigh  to  an  angle  of  about  135  degrees.  In 
the  remainder  of  the  cases  the  thigh  was  flexed  on 
the  abdomen  but  the  leg  was  extended  at  the  knee- 
joint.  In  the  semiflexion  method  the  leg  was  held  in 
a  hammock-like  contrivance  supported  directly 
from  the  bed. 

The  ages  of  the  patients  varied  from  5^  to  79 
years.  Nine  were  less  than  15  years  old,  16  between 
15  and  50,  and  4  more  than  50.  There  were  17 
transverse  fractures,  9  oblique  and  spiral  fractures, 
and  3  comminuted  fractures.  Twenty-four  were 
directly  in  the  shaft,  3  at  the  upper  end,  and  2  at  the 
lower  end. 

In  only  8  of  these  cases  was  the  method  employed 
primarily.  Nineteen  had  been  treated  with  the  in- 
direct extension  method  previously  and  2  had  been 
treated  elsewhere.  The  duration  of  the  treatment 
varied  from  nine  to  thirty-six  days,  averaging  twen- 
ty-three days.  Shortening  was  entirely  overcome 
in  24  cases,  and  in  9  of  these  a  transient  hyperex- 


tension  was  observed.  In  the  remainder  the  short- 
ening was  overcome  from  8  centimeters  to  i  centi- 
meter in  one  case  and  from  5  to  3  centimeters  in  an- 
other case.  In  the  others  no  efi'ect  on  the  shortening 
was  obtained.  Lateral  displacement  was  entirely 
corrected  in  2  cases  and  improved  in  13.  In  12  there 
was  no  efi'ect  exerted  upon  it  by  the  method.  In  7 
cases  aggravation  of  the  position  of  the  fragments 
was  noticed.  Hospitalization  varied  from  forty-two 
to  one  hundred  and  forty-one  days,  averaging  sixty- 
four  and  one-half  days. 

In  regard  to  the  late  results,  the  author  states  that 
of  24  patients  who  were  heard  from,  4  reported  per- 
fect recovery.  Of  20  who  were  personally  examined 
by  the  author  9  showed  no  shortening,  4  showed 
lengthening  of  the  limb,  and  the  remaining  8  had 
shortening  varying  from  iJ5^  to  7  centimeters.  In 
only  3  was  there  no  angulation  or  lateral  displace- 
ment. The  period  of  disability  varied  in  14  cases 
between  two  and  eight  months,  averaging  four  and 
four-tenths  months. 

The  principal  danger  of  the  method  is  of  course, 
infection.  Of  29  patients,  22  progressed  without  any 
irritation  where  the  extension  apparatus  was  ap- 
plied. In  2  cases  a  doubtful  infection  was  observed, 
in  I  a  definite  infection,  and  in  another  an  infec- 
tion without  any  bone  involvement.  In  2  cases 
there  was  a  definite  osteitis  in  the  neighborhood  of 
the  foreign  body  and  the  nail  and  clamp  had  to  be 
removed.   No  other  complications  occurred. 

REVIEW   OF   METHODS 

Considering  first  the  group  of  patients  whose  ages 
were  below  14  years,  we  find  that  the  direct  exten- 
sion method  as  well  as  the  operative  method  ren- 
dered a  perfect  result  in  all  cases  treated  by  these 
methods  and  re-examined.  The  indirect  extension 
method  gave  2  imperfect  results  among  14.  The 
least  favorable  results  were  obtained  with  the  plas- 
ter of  Paris  cast,  only  2  out  of  5  being  perfect. 

The  most  important  group  of  course  is  the  group 
of  patients  whose  ages  were  between  15  and  50 
years.  In  this  the  plaster  cast  method  again  rendered 
the  worst  result,  all  patients  having  a  permanent 
displacement  and  some  disturbance  of  function.  The 
operative  method  and  the  indirect  extension  method 
gave  about  similar  results,  only  about  one-sixth  to 
one-seventh  of  the  cases  respectively  having  a  per- 
fect result  and  about  one-half  having  malposition 
and  functional  disturbances.  The  direct  extension 
method  shows  a  definite  superiority  over  these,  the 
results  being  perfect  in  nearly  one-half  of  the  cases 
and  only  two-sevenths  of  the  patients  having  mal- 
positions and  functional  disturbances. 

In  the  aged  none  of  the  methods  rendered  a  per- 
fect result,  but  the  permanent  extension  method 
showed  slight  superiority. 

The  author  therefore  concludes  that  the  plaster 
of  Paris  method  gives  the  worst  results,  10  of  the 
cases  so  treated  belonging  to  the  group  with  the 
worst  results.  The  operative  and  the  indirect  ex- 
tension method  are  nearly  equal,  about  one-half  of 
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all  the  cases  so  treated  having  perfect  results.  The 
indirect  extension  method  is  somewhat  superior, 
however,  in  that  only  one-quarter  of  the  cases  so 
treated  belonged  in  the  group  of  worst  results  (mal- 
position and  disturbance  of  function)  whereas  of  the 
cases  treated  by  the  operative  method  nearly  one- 
half  belonged  to  this  group.  The  direct  extension 
method  is  decidedly  superior,  14  of  24  being  perfect 
results  and  only  5  belonging  in  the  group  of  worst 
results. 

REQUIREMENTS   OF   THE   METHOD   CHOSEN 

1.  To  be  effective  the  method  must  permit  cor- 
rection of  the  displacement  and  maintenance  of  the 
bone  in  the  correct  position  until  consolidation  has 
set  in. 

2.  It  must  permit  permanent  extension  of  the 
limb  in  the  semiflexed  position. 

3.  It  must  permit  motion  in  the  joints,  especially 
in  the  knee-joint,  almost  from  the  beginning  of  the 
treatment. 

Therefore  reposition  with  a  plaster  of  Paris  cast 
must  not  be  employed  as  a  permanent  method  of 
treatment.  While  for  transportation  purposes  this 
method  has  some  value  as  shown  in  war  surgery, 
for  the  actual  treatment  of  fractures  of  the  shaft 
of  the  femur  in  the  hospital  it  should  not  be  em- 
ployed. 

Position  with  the  application  of  a  splint  can  be 
employed  only  when  there  is  no  displacement  and 
when  it  is  unlikely  to  occur.  In  fractures  of  the 
femur  in  the  new-born  the  use  of  the  body  splint  is 
perhaps  the  best  method. 

The  operative  method  must  be  considered  in  a 
different  light  from  the  others.  By  the  operative 
method  of  course  is  meant  plates,  reposition  of  ex- 
posed fracture  ends,  wiring,  bone  inserts,  bone  pegs, 
etc.  The  special  indication  is  the  interposition  of 
soft  parts  between  the  fracture  ends.  After  re- 
position extension  must  be  employed  as  usual  and 
the  danger  of  the  method  is  thereby  much  dimin- 
ished. 

Permanent  extension  is  the  normal  method  but 
the  author  is  still  undecided  whether  to  advise  the 
direct  or  the  indirect  method.  Semiflexion  of  the 
knee-joint  is  highly  desirable  and  is  easily  obtained 
with  the  direct  method  whereas  it  is  difficult  to  ob- 
tain with  the  indirect  method.  In  fractures  in  chil- 
dren the  indirect  method  is  undoubtedly  effective 
as  is  shown  by  the  author's  material.  That  the  late 
results  of  these  cases  are  so  good,  however,  is  due 
not  to  the  superiority  of  the  method  but  rather  to 
the  better  restitutional  ability  of  the  young.  For 
infants  and  very  small  children  the  Schede  vertical 
suspension  method  is  without  doubt  the  best  meth- 
od as  it  permits  cleansing  the  child  very  easily.  The 
age  limit  for  its  use  is  placed  at  about  7.  Up  to  the 
age  of  15  Bucks  extension  with  semiflexion  of  the 
limb  is  perhaps  better  than  for  older  persons.  If  in- 
dicated, direct  extension  should  be  used.  The  author 
is  of  the  opinion  that  elderly  persons  stand  the  direct 
extension  especially  well. 


OUTLINE   OF   TREATMENT 

The  treatment  must  be  individualized  and  based 
upon  the  patient's  age,  the  primary  displacement, 
muscular  development,  and  general  condition. 

The  aim  of  the  method  should  be  a  perfect  ana- 
tomical result  as  well  as  a  perfect  functional  result. 
The  former  must  not  be  obtained  at  the  expense  of 
the  latter.     The  following  rules  are  advised; 

1.  Every  fracture  of  the  femur  should  be  a  hos- 
pital case. 

2.  The  treatment  should  be  instituted  as  soon 
as  possible  after  the  injury  and  after  a  preUminary 
X-ray  examination.  The  case  should  not  be  left 
over  night  nor  should  the  disappearance  of  the 
swelling  be  awaited. 

3.  The  treatment  must  aim  to  correct  the  dis- 
placement during  the  first  few  days.  If  the  method 
chosen  does  not  accomplish  this  a  more  efifective 
method  must  be  substituted. 

4.  The  reposition  should  be  accomplished  prin- 
cipally by  permanent  extension  with  the  limb  in  the 
semiflexed  position.  A  preliminary  forced  reposi- 
tion is  unnecessary  and  if  any  time  has  elapsed  be- 
tween the  injury  and  the  time  treatment  is  begun 
it  is  dangerous  on  account  of  the  possibility  of  a 
thrombus. 

5.  Slight  passive  motions  in  the  knee-joint  should 
be  practiced  as  early  as  the  day  after  the  applica- 
tion of  extension.  Slight  active  motions  may  be 
tried  a  week  later.  The  removal  of  the  extension  ap- 
paratus should  be  followed  by  massage. 

6.  In  the  cases  of  adults  weight-bearing  should 
not  be  permitted  sooner  than  ten  weeks  after  the 
injury.  Even  in  the  cases  of  children  care  must  be 
exercised  in  permitting  weight-bearing. 

7.  The  patient  should  remain  in  the  hospital 
until  aU  function  is  normal. 

TECHNIQUE     OF     THE     DIRECT     EXTENSION     METHOD 

The  greatest  danger  is  infection.  Primary  infec- 
tion is  doubtless  rare.  It  probably  creeps  from  the 
skin  along  the  foreign  body,  either  nail  or  clamp,  and 
is  promoted  by  the  reaction  around  the  foreign  body. 
It  is  therefore  evident  that  the  smaller  the  foreign 
body  the  less  the  danger.  For  this  reason  the  author 
prefers  the  clamp  or  ice  tongue.  Strict  asepsis  is 
essential  at  the  time  of  application.  The  daily  use  of 
tincture  of  iodine  around  the  site  of  application  of 
the  extension  apparatus  is  advised.  Early  removal 
of  the  foreign  body  is  of  primary  importance.  As 
soon  as  the  displacement  is  corrected  and  considered 
firm  enough  the  clamp  or  nail  should  be  removed. 
It  is  better  to  replace  it  in  a  few  cases  than  run  the 
risk  of  infection  by  leaving  it  too  long.  The  site 
of  application  also  deserves  some  consideration.  The 
condyle  of  the  femur,  of  course,  is  the  best  and  logi- 
cal place.  To  apply  extension  at  the  calcaneous  in- 
terferes with  semiflexion.  Christen  objected  theo- 
retically to  the  use  of  the  condyles  because  most 
of  the  muscles  the  pull  of  which  we  aim  to  overcome 
by  traction  are  inserted  into  the  head  of  the  tibia 
and  therefore  he  believed  the  latter  would  be  the 
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logical  place  to  apply  the  extension.  By  doing  so, 
however,  pressure  occurs  upon  the  joint  surface, 
there  is  weakening  of  the  joint  ligaments  from  over- 
||r.  stretching  and  loss  of  tone  may  result  with  in- 
creased mobility.  Only  in  the  lowest  fractures 
should  extension  be  applied  to  the  tibia  to  avoid  the 
hacmatoma  in  the  lower  end  of  the  femur  and  thigh 
if  a  nail  is  employed.  Occasionally  the  nail  be- 
comes loosened  in  the  bone  and  the  danger  of  infec- 
tion is  much  greater.  The  employment  of  the  clamp 
obviates  this. 

A  very  important  point  is  the  position  of  the 
limb.  The  most  advantageous  position  is  semiflex- 
ion with  the  leg  suspended  in  a  hammock-like  con- 
traption suspended  from  a  framework  attached  to 
the  bed.  The  framework  for  the  hammock  as  well 
as  that  for  the  extension  should  be  attached  to  the 
bed  so  that  the  removal  of  the  patient  for  X-ray  ex- 
amination may  be  accomplished  without  moving 
the  limb.  Contra-extension  is  rarely  needed  in  the 
treatment  of  adults  as  the  body-weight  is  generally 
sufficient.  In  the  cases  of  children  it  may  be  neces- 
sary. The  value  of  frequent  X-ray  examination  for 
control  is  hardly  necessary  to  mention  as  it  is  self- 
evident.  Constant  watchfulness  on  the  part  of  the 
surgeon  is  also  necessary  for  a  good  result.  Turn- 
ing the  case  over  to  an  interne  after  applying  the 
extension  is  to  be  condemned.  To  obtain  a  good  re- 
sult a  hearty  and  intelligent  co-operation  on  the 
part  of  the  patient  is  also  necessary. 

L.  A.  JUHNKE. 

SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Leriche,  R.,  and  Policard,  A.:  The  Value  of  the 
Signs  Considered  Indicative  of  Vitality  in 
Bone  Grafts  (De  la  valeur  des  signes  tenus  pour 
caract^ristiques  de  la  vie  des  greffes  osseux).  Bull, 
et  mem.  Soc.  de  chir.  de  Par.,  1919,  xlv,  902. 

It  is  usually  considered  that  a  bone  graft  is  alive 
if:  (i)  it  fills  its  therapeutic  role;  (2)  on  radiographic 
examination  it  is  found  to  have  increased  in  volume; 
(3)  at  operation  it  is  reddish  and  vascular,  bleeds  on 
curetting  and  has  all  the  "aspect  of  life";  (4)  frac- 
tures of  the  graft  have  become  consolidated. 

The  authors  state  that  while  these  signs  have  been 
accepted  as  a  matter  of  faith,  none  of  them  has  the 
least  biological  value.  There  is  no  macroscopical 
sign  of  life  in  a  graft  and  there  is  only  one  criterion 
of  any  value,  i.  e.,  the  histologic  criterion. 

Although  a  graft  may  be  well  vascularized  and 
bleed  easily,  the  bone  tissue  may  be  dead.  When  a 
graft  takes,  its  bone  tissue  is  resorbed  and  new 
bone  gradually  takes  its  place.  Osteogenesis  is  the 
result  of  local  deposits  of  calcium.  Resorption  is 
followed  by  ossification  and  it  is  for  this  that  the 
graft  remains,  and  plays  its  part. 

In  the  authors'  opinion  the  use  of  preserved  grafts 
of  dead  bone,  either  human  or  heteroplastic  grafts, 
will  be  the  method  of  grafting  of  the  future,  and 
henceforth  efforts  should  be  turned  in  that  direction, 

W.  A.  Brennan. 


Goyanes,  J.:  Resection  and  Transplantation  of 
Large  Bone  Segments  in  the  Treatment  of 
Sarcoma  of  the  Long  Bones  of  the  Extremities 

(Resccci6n  y  transplantaci6n  de  grandes  segmentos 
6seos  en  el  tratamiento  del  sarcoma  de  los  huesos 
largos  de  las  extrcmidades).  Rev.  espaH.  de  drug., 
1919,  i,  251. 

Cases  of  sarcoma  involving  bone  which  in  the 
past  have  been  treated  by  amputation  of  the  limb 
can  now  be  treated  by  resection,  owing  to  progress 
in  the  plastic  surgery  of  the  osseous  system. 

Large  segments  from  the  diaphysis  and  above  the 
diaphysis  transplanted  with  their  periosteum  pre- 
serve or  regenerate  their  vitality  and  replace  the 
functions  of  the  resected  areas. 

The  transplant  seems  to  be  resorbed  slowly  by 
osteoporosis  and  is  replaced  by  degrees  without  loss 
of  its  macroscopical  individuality  by  the  osteo- 
genetic  power  of  the  periosteum  or  of  the  neighbor- 
ing metaplastic  cellular  tissue. 

The  transplant  modifies  its  architecture  in  con- 
formity with  the  law  of  functional  adaptation  and 
tends  to  acquire  the  form  and  diameter  of  the 
replaced  segment. 

Owing  to  its  lesser  importance  the  fibula  is  to 
be  preferred  for  the  replacement  of  large  extirpated 
segments,  its  diaphysis  or  the  diaphysis  with  the 
epiphysis  being  utilized  according  to  the  graft 
required. 

Infection  of  the  wound  does  not  necessarily  mean 
the  loss  and  elimination  of  the  graft. 

Partial  sequestration  of  the  graft  is  possible,  the 
remainder  being  integrally  preserved  as  in  the  case 
of  a  normal  bone  attacked  by  septic  infection. 

In  addition  to  transplants  for  pseudarthrosis,  etc., 
the  author's  statistics  comprise  7  large  bone  resec- 
tions for  sarcoma,  4  of  the  tibia  and  3  of  the  femur. 
In  one  case  in  which  the  tibia  was  involved  a  trans- 
plant was  obtained  from  the  diaphysis  of  the  fibula 
according  to  the  Hahn-Huntington  method;  in  the 
other  three  tibia  cases  resection  of  part  of  the 
diaphysis  and  of  the  inner  epiphyseal  surface  and 
free  graft  of  the  fibula  gave  excellent  results.  In 
three  cases  in  which  the  femur  was  involved  the 
lower  part  of  the  diaphysis  and  epiphysis  was 
resected  and  the  upper  half  of  the  fibula  grafted. 
One  patient  died  from  shock.  In  another  case  an 
amputation  was  necessary  on  the  eighth  day  owing 
to  gangrene  produced  by  popliteal  thrombosis.  The 
graft  was  found  in  good  condition.  The  other 
patient  is  doing  well.  W.  A.  Brenn.an. 

Marshall,  J.  C:  Osteoplastic  Closure  of  Cavities 
in  Bone.  Brit.  M.  J.,  1919,  i,  759. 

The  frequency  of  bone  sinuses  following  bone 
injury  has  made  sequestrotomy  one  of  the  most 
common  surgical  procedures.  In  most  instances  this 
operation  is  attended  with  satisfactory  results 
though  the  remaining  bone  cavity  frequently  gives 
rise  to  continued  drainage  and  constitutes  a  condi- 
tion which  is  of  considerable  clinical  importance. 
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The  author  summarizes  the  main  points  in  his 
discussion  of  the  treatment  as  follows: 

1 .  Filling  bone  cavities  with  "bipp"  is  in  every  case 
a  successful  method  of  treatment  provided  always 
that  the  preparation  is  thorough. 

2.  There  are  two  types  of  cases:  (i)  the  larger 
group,  in  which  a  sufficient  thickness  of  soft  tissues 
is  present  to  cover  the  opening  and  simple  filling 
is  adequate;  (2)  the  type  in  which  no  soft  tissues 
can  be  placed  over  the  opening  which  lies  flush 
with  the  skin;  these  cases  can  be  treated  success- 
fully by  covering  the  opening  with  a  skin-bone  flap 
and  filling  the  cavity  with  "bipp." 

3.  The  advantages  of  the  "bipp"  method  of 
treatment  are:  (i)  less  extensive  disturbance  of 
tissues  than  in  any  other  operative  procedure  for 
closure  of  the  cavity — no  small  consideration  in 
war  scars;  (2)  anatomical  restoration  of  the  bone 
with  resulting  strengthening  rather  than  weakening; 
exposure  of  fresh  osteogenetic  surfaces;  and  (3)  a 
good  cosmetic  result,  H.  W.  Meyerding. 

Symonds,  C.  J.:  The  Treatment  of  Bone  Sinuses 
by  Solid  Metal  Drains.  Lancet,  igig,  cxcvi,  971. 

The  author  reported  twenty-five  years'  experience 
in  the  treatment  of  sinuses  in  bones  by  means  of 
both  hollow  and  solid  metal  and  glass  drains,  at  a 
meeting  of  the  London  Medical  Society.  He  called 
attention  to  the  value  of  such  drains  in  procuring 
satisfactory  drainage  in  infective  osteitis,  especially 
when  it  is  impossible  to  obliterate  the  cavity  by 
dishing  it  out.  They  may  be  left  in  place  and  re- 
duced in  size  as  necessary.  H.  W.  Meyerding. 

Willems,  C:  Immediate  Active  Mobilization  in 
the  Treatment  of  Gunshot  Wounds  of  the 
Joints.    Med.  Rec,  1919,  xcv,  999. 

Willem's  treatment  of  purulent  arthritis  consists 
in  very  extensive  bilateral  longitudinal  incisions 
into  the  joints  followed  by  immediate  active  mobili- 
zation. In  applying  mobilization  in  the  treatment  of 
joint  suppuration  his  first  object  was  to  obtain 
effective  drainage.  Whereas  hitherto  it  has  been 
impossible  to  drain  a  joint  thoroughly,  immediate 
active  mobilization  is  a  means  as  simple  as  it  is 
efficacious  in  effecting  such  drainage  after  a  simple 
arthrotomy. 

Taking  the  knee-joint  as  an  example,  the  author 
describes  the  way  in  which  active  movements 
assure  drainage  and  emphasizes  the  following 
points:  first,  the  necessity  of  making  a  long  incision, 
passing  beyond  the  level  of  the  quadriceps  cul-de- 
sac  above  and  the  articular  line  below;  second,  the 
necessity  of  keeping  the  incision  constantly  open 
throughout  its  whole  extent  and  preventing  union 
at  the  angles;  third,  the  necessity  of  reaching  the 
maximum  excursion  of  the  movements  early. 
Ordinarily  the  longitudinal  linear  arthrotomy  should 
be  bilateral.  A  unilateral  incision  should  be  made 
only  when  the  secretion  is  scanty.  In  such  cases  the 
external  incision  will  be  more  efficacious.  The 
horseshoe  incision  is  strongly  condemned. 


In  the  case  of  the  elbow  bilateral  arthrotomy  is 
less  often  necessary,  the  external  incision  usually 
being  sufficient  unless  the  secretion  is  very  abundant. 

When  treated  by  a  wide  incision  and  active 
mobilization  a  suppurative  arthritis  acts  like  an 
ordinary  abscess.  The  suppuration  is  at  first 
abundant,  then  gradually  decreases  to  a  few  drops, 
and  finally  dries  up. 

The  arthrotomy  wounds  early  show  a  tendency 
to  become  the  site  of  exuberant  granulations  which 
form  voluminous  masses  rolling  outward.  These 
masses  also  press  into  the  joint,  becoming  continu- 
ous with  the  synovial  membrane  which  is  red  and 
presents  an  cedematous  puffiness  over  the  entire 
surface.  This  hides  the  borders  of  the  cartilaginous 
surfaces,  but  the  latter  remain  healthy  and  preserve 
their  normal  appearance  for  they  are  neither 
ulcerated  nor  detached.  There  is  no  evidence  of 
involvement  of  the  bone  by  the  infection,  which 
seems  to  be  confined  strictly  to  the  synovial  sac. 

It  is  true  that  the  knee  swells,  or  remains  swollen 
and  assumes  a  globular  aspect,  but  the  enlargement 
is  due  in  great  measure  to  the  tumefaction  of  the 
arthrotomy  wounds.  On  palpation  the  peri-articular 
tissues  are  found  to  be  soft  and  not  infiltrated,  and 
the  contour  of  the  bone  is  made  out  easily.  The 
popliteal  space  especially  preserves  its  normal  sup- 
pleness and  is  not  painful  on  pressure.  In  no  case  in 
which  the  method  was  applied  vigorously  and  per- 
severed in  to  the  end  was  there  a  peri-articular 
abscess,  which  is  the  best  proof  that  retention  of 
the  pus  and  extension  of  the  infection  are  effect- 
ively prevented  by  this  treatment. 

The  appearance  and  the  quantity  of  the  secretion 
vary  according  to  the  nature  of  the  infecting  micro- 
organism. In  streptococcal  arthritis  suppuration 
is  relatively  slight  in  amount;  the  wound  has  a 
clean  look  and  is  covered  with  a  glassy  varnish  of 
characteristic  appearance.  When  other  bacteria 
are  present  the  pus  may  be  abundant,  thick,  or 
stringy.  On  the  granulating  surfaces,  areas  of  dried 
exudate  form  like  that  which  glues  the  eyelids 
together  in  conjunctivitis.  At  the  end  of  a  variable 
but  always  a  long  time,  the  suppuration  is  reduced 
to  an  insignificant  amount;  pus  no  longer  appears 
except  in  a  few  drops  when  extreme  movements  of 
flexion  or  extension  are  made. 

The  nature  of  the  micro-organism  seems  to  influ- 
ence the  duration  of  the  suppurative  process,  the 
streptococcic  infection  lasting  the  longest,  often 
for  several  months.  Other  things  being  equal,  the 
cases  in  which  suppuration  is  most  profuse  at  the 
beginning  are  not  those  which  last  longest;  on  the 
contrary,  the  prolonged  cases  are  those  in  which 
the  suppuration  is  scanty  and  of  a  glassy  appear- 
ance. 

As  the  suppuration .  diminishes,  the  arthrotomy 
wounds  shorten  and  union  proceeds  from  the  two 
angles  until  finally  only  a  sort  of  fistula  remains 
which  closes  and  then  re-opens  from  time  to  time 
to  give  exit  to  a  few  drops  of  serous  fluid.  Finally, 
cicatrization  occurs  and  the  wound  is  healed. 
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It  is  not  advisable  to  let  matters  go  as  far  as 
spontaneous  closure  of  the  wound  for  in  his  earlier 
cases,  in  which  the  author  permitted  this,  he 
observed  that  from  the  moment  the  articulation 
dried  up  there  was  a  tendency  to  articular  stiffness. 
To  prevent  this  condition  the  wound  should  be 
closed  progressively  by  secondary  suture.  In 
practice,  Willems  now  closes  the  incision  which 
gives  exit  to  the  lesser  amount  of  secretion  as  soon 
as  the  suppuration  is  noticeably  reduced.  Later  he 
partially  sutures  the  other  wound  in  the  section 
which  serves  least  for  drainage.  After  a  certain 
period  of  drainage  by  active  movements  the  dis- 
charge makes  for  itself  a  definite  channel  at  one 
part  of  one  of  the  incisions  and  it  is  here  that  the 
terminal  fistula  occurs.  In  taking  the  precaution 
to  anticipate  this  process  by  partial  suture  Willems 
avoids  stiffening  the  joint  and  reduces  the  duration 
of  treatment.  The  secondary  closure  should  not  be 
attempted  until  the  surgeon  has  acquired  sufficient 
experience  in  the  method  and  is  able  to  determine 
exactly  the  opportune  moment  for  the  operation. 
The  secondary  closure  gives  a  better  cicatrix, 
permits  suturing  layer  by  layer,  and  prevents 
herniae  of  the  synovial  membrane.  These  hernise  are 
encountered  more  frequently  after  purulent  ar- 
thritis when  spontaneous  closure  of  the  arthrotomy 
wound  has  occurred  than  after  non-infectious  lesions 
sutured  in  a  more  careful  way. 

Large  and  pliable  cicatrices  leave  a  relaxed 
articulation  which  sometimes  results  in  a  lack  of  the 
firmness  in  the  joint  which  is  so  necessary  for  walk- 
ing. This  weakness  is  partly  responsible  for  the 
effusion  which  sometimes  occurs  after  complete 
closure  of  the  wounds.  Willem  has  observed  that 
effusions,  sometimes  in  large  amounts,  occur  rapidly 
in  formerly  infected  joints  in  patients  who  were 
cured  after  several  weeks  or  months  and  had  per- 
fect mobility  and  marked  absence  of  muscular 
atrophy.  In  some  instances  they  follow  a  trau- 
matism, as  that  resulting  from  a  fall,  but  at  other 
times  they  appear  without  any  appreciable  cause. 
Like  all  traumatic  effusions,  they  are  associated  with 
a  certain  amount  of  pain  and  marked  reduction  in 
the  extent  of  movement,  especially  in  walking. 
When  such  effusions  are  evacuated  by  puncture,  as 
in  ordinary  hasmarthrosis,  the  pain  and  functional 
weakness  disappear  at  once.  The  fluid  removed  is 
serous,  more  or  less  clear  and  always  sterile. 

The  author  believes  that  the  absence  or  presence 
of  a  peri-articular  abscess  indicates  whether  an 
infected  joint  is  being  well  or  badly  drained.  When 
the  movements  are  insufficient  or  when  the  incisions 
are  too  short,  the  patient  is  apt  to  develop  septic 
fever  which  falls  as  soon  as  perfect  drainage  of 
secretion  is  again  assured.  While  then  remaining 
very  moderate,  the  fever  usually  persists  for  several 
weeks.  Often,  however,  the  entire  course  of  the 
disease  is  almost  completely  apyretic.  The  patients 
walk  about  with  their  suppurating  knees  or  elbows 
protected  by  simple  small  dressings,  and  have  the 
appearance  of  perfect  health. 


The  technique  of  the  movements  should  be  exactly 
the  same  in  suppurative  arthritis  as  in  non-inf€cted 
lesions;  in  both,  the  mobilization  should  be  begun 
immediately  after  the  arthrotomy.  The  mobiliza- 
tion ought  to  be  active,  done  by  the  patient  himself 
by  simple  contraction  of  his  muscles.  Passive  move- 
ments should  never  be  employed.  The  movements 
should  be  pushed  to  their  extreme  limits  and  re- 
peated without  interruption. 

Mobilization  should  not  be  accompanied  by  any 
other  method  of  drainage.  Irrigation  is  absolutely 
forbidden.  A  small  dressing,  loosely  applied,  should 
be  used  and  renewed  as  it  becomes  soiled.  Premature 
cicatrization  must  be  opposed  by  separating  the 
edges  of  the  wound  daily  by  forceps  grasping  the 
skin.  Never  introduce  the  fingers  or  any  instrument 
into  the  joint  cavity.  In  cases  of  purulent  arthritis 
of  the  knee  the  author  allows  his  patients  to  walk 
even  before  cicatrization  of  the  wounds.  While  not 
painful,  the  movements  are  laborious  and  at  first  are 
made  with  considerable  effort.  His  experience  has 
been  that  patients  already  gravely  infected  often 
hesitate  to  make  the  necessary  effort  for  vigorous 
muscular  contractions  and  that  therefore  it  is 
necessary  to  place  them  under  the  care  of  someone 
whose  sole  duty  it  is  to  see  that  they  do.  The  author 
is  emphatic  in  repeating  that  in  purulent  arthritis 
immediate  mobilization  alone  will  give  perfect 
functional  results. 

Pain  does  not  exist  except  when  pus  is  incompletely 
drained  from  the  joint.  The  patients  learn  very 
rapidly  to  recognize  the  cause  of  the  pain  themselves 
and  soon  realize  that  the  best  way  to  stop  it  is  to 
make  more  frequent  and  more  extensive  movements. 

Toward  the  end  of  the  cicatrization,  closure  of  the 
wound  may  occur  too  soon  and  the  signs  of  retention 
may  appear.  This  may  call  for  repeated  puncture 
of  the  knee  before  the  final  closure  of  the  wound. 
The  author  insists  that  puncture  is  always  sufficient 
in  these  cases  of  terminal  retention  and  that  it  is 
never  necessary  to  resort  to  mechanotherapy. 

Willem's  method  is  applicable  also  in  suppurative 
arthritis  accompanied  by  bony  lesions  and  when  the 
ligaments  of  the  joint  are  very  largely  destroyed. 
In  cases  of  comminuted  fractures  of  the  epiphysis 
continued  extension  should  be  combined  with 
mobilization. 

Another  condition  in  which  the  knee  may  be 
mobilized  is  purulent  arthritis  with  extensive 
destruction  of  the  soft  parts  of  its  anterior  aspect. 
When  suppuration  has  destroyed  the  crucial 
ligaments  of  the  knee  and  resulted  in  posterior 
subluxation  of  the  tibia,  the  active  movements  may 
be  kept  up'af  continued  screw  extension  is  applied 
to  the  leg. 

The  author  concludes  his  article  with  the  ad- 
monition that  we  should  never  be  contented  with 
partial  success.  In  cases  of  purulent  arthritis  with 
extensive  bony  lesions  conservation  with  well- 
conducted  mobilization  will  give  functional  results 
infinitely  superior  to  those  of  resection,  but  here  the 
treatment  is  long  and  difficult.    He  who  has  the 
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courage   to    undertake   it    will   have    unhoped-for 
success  which  will  well  repay  him  for  his  trouble. 

£.  C.  ROBITSHEK. 

Langworthy,  M,:  The  Treatment  of  Joints 
Stiffened  by  War  Injuries.  J.  Orlhop.  Surg.,  19 19, 
i,  349- 

The  changes  in  the  tissues,  namely,  the  capsule, 
ligaments,  muscles,  and  tendons,  are  those  of  scar 
formation  and  loss  of  substance  or  both. 

The  basis  of  treatment  is  gradual  movement 
of  the  joint  by  a  series  of  small  movements  which 
increase  daily,  starting  always  from  the  original 
position  and  followed  by  immobilization  for  about 
twenty-four  hours  in  the  new  position. 

The  method  described  can  be  employed  so  gently 
and  can  be  so  easily  graduated  that  the  greater 
danger  of  lighting  up  latent  infection  is  minimized. 
For  this  reason  also  it  can  be  employed  much 
earlier,  which  is  a  distinct  advantage.  The  ability 
to  return  or  resume  the  original  position  will  not 
be  lost.  In  other  words,  a  knee  which  is  stiff  in 
complete  extension  and  which  is  being  flexed  will 
not  loose  the  power  while  regaining  flexion  to 
extend  completely.  The  most  valuable  feature  of 
this  method  is  the  relaxation  of  all  tissues  which 
takes  place  during  the  daily  period  of  solid  im- 
mobilization. This  occurs  to  such  an  extent  that 
the  force  necessary  toincrease  the  range  of  movement 
each  day  is  minimized.  The  process  really  becomes 
a  process  of  repeatedly  taking  up  slack.  Also  it 
would  seem  probable  that  the  short  tissues  are 
allowed  time  to  grow  longer;  they  are  lengthened 
constructively  rather  than  stretched  destructively. 
There  is,  moreover,  a  psychical  value  which  should 
not  be  underestimated.  Observation  by  the  patient 
of  the  daily  improvement  and  the  fact  that  he 
moves  the  limb  with  his  own  muscles  from  the 
starting  point  through  a  gradually  increasing  arc, 
undoubtedly  shorten  the  duration  of  treatment. 
Thus  also  the  method  accomplishes  a  gradual 
re-education  of  muscles  which  have  not  been  func- 
tioning. This  is  not  nearly  so  easily  accomplished 
after  a  forcible  manipulation  under  anaesthesia, 
in  which  case  the  greatest  desire  of  the  patient  is 
to  prevent  the  pain  which  movement  causes. 

In  treating  a  knee  which  is  stifif  in  extension  the 
knee  is  allowed  to  be  its  own  hinge.  A  snug  plaster 
cast  is  applied  to  the  leg  from  just  above  the  mal- 
leoli up  to  the  point  on  the  leg  which  touches  the 
thigh  when  the  knee  is  flexed  to  90  degrees.  An- 
other cast  is  applied  to  the  thigh  as  high  as  possible 
and  down  to  the  point  which  touches  the  calf  when 
the  knee  is  fully  flexed.  A  piece  of  telephone  wire 
is  bent  and  incorporated  in  the  plaster  and  caused 
to  project  at  the  back  of  the  upper  end  of  the  leg 
cast  so  that  the  end  of  the  board  3  inches  wide  laid 
against  the  back  of  the  knee  and  pushed  downward 
from  above  will  be  maintained  about  one  inch 
below  the  edge  of  the  upper  end  of  the  leg  cast. 
A  similar  piece  of  wire  is  incorporated  in  the  back 
of  the  thigh  cast  and  caused  to  project  half  way 


between  the  upper  and  lower  edges  so  that  the 
end  of  the  board  laid  against  this  wire  loop  cannot 
progress  upward.  At  the  extreme  upper  edge  of 
the  thigh  cast  and  at  the  lower  edge  of  the  leg  cast 
posteriorly  a  wire  is  incorporated  in  the  plaster  and 
allowed  to  project  as  a  small  loop.  A  piece  of  small 
rope  and  the  light  board  mentioned  complete  the 
materials  necessary  for  beginning  treatment. 

The  patient  is  placed  face  downward  on  a  table. 
In  the  top  of  this  table  it  is  well  to  have  cut  two 
slots  so  that  a  wide  strap  can  be  placed  over  the 
thigh  casts,  through  the  slots,  and  anchored  below 
for  the  purpose  of  holding  the  thigh  on  the  table 
firmly.  The  ankle  is  then  grasped  around  the 
malleoli  and  raised  with  the  knee  thus  flexed,  no 
matter  how  slightly,  and  the  board  marked  so 
that  it  may  be  cut  to  fit  between  the  two  wire 
projections  in  the  cast  above  and  below  the  knee. 
At  the  tinie  this  measurement  is  made  the  thigh 
cast  must  be  shoved  as  high  as  possible  since  it  has 
a  tendency  to  slip  down  because  of  the  conical 
shape  of  the  thigh.  When  the  board  is  ready,  the 
strip  of  webbing  or  rope  is  passed  through  the 
small  loop  at  the  lower  end  of  the  leg  cast  and  the 
loop  at  the  upper  end  of  the  thigh  cast.  The  knee 
is  then  flexed  as  far  as  comfortable  by  lifting  the 
foot.  The  board  is  slipped  between  its  wire  loops 
and  the  rope  pulled  tight  and  tied  by  an  assistant. 

The  little  board  placed  as  directed  prevents  the 
thigh  cast  from  slipping  down,  and  because  its  upper 
end  is  anchored  so  high  up  on  the  thigh  cast  it  also 
prevents  the  lower  edge  of  the  cast  from  pushing 
forward  into  the  popliteal  space.  On  the  correct 
arrangement  of  this  small  piece  of  board  and  the 
wire  loops  which  hold  it  hangs  the  entire  efiiciency 
and  comfort  of  the  apparatus.  The  next  day  the 
patient  is  again  placed  on  the  table,  the  rope  is 
untied,  and  the  board  removed.  The  knee  is  pas- 
sively extended  and  as  much  active  flexion  and 
extension  as  is  possible  is  performed  by  the  patient 
several  times.  This  having  been  done,  the  knee  is 
flexed  as  much  as  possible  in  the  same  way  as  at 
the  beginning  of  treatment  and  the  board  is  marked 
again  to  fit  into  its  wire  loops  which,  with  the  increase 
of  flexion,  will  be  approximated.  When  the  board 
has  been  shortened,  flexion  is  repeated,  the  board 
slipped  in,  and  the  rope  tightened  and  tied  as  before. 
It  is  sometimes  diflficult  to  tie  the  rope  so  that  some 
of  the  flexion  is  not  lost.  This  may  be  remedied 
and  the  rope  made  as  tight  as  desired  by  laying  a 
sufficient  number  of  small  blocks  of  wood  on  the 
board  to  reach  and  tighten  the  rope. 

It  will  be  seen  that  this  is  not  in  itself  a  device 
for  flexing  the  knee.  It  is  rather  a  means  for  im- 
mobilizing the  knee  in  the  position  in  which  it  is 
placed  by  the  operator. 

Flexion  of  an  elbow  stiff  in  extension  is  accom- 
plished in  exactly  the  same  way,  the  arm  being 
prepared  as  is  the  thigh,  and  the  forearm  as  is  the 
leg. 

Following  the  same  method  the  author  treats 
contractures  of  other  joints.  L.  C.  Donnelly. 
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Pennell,  V.:  Tendon  Transplantation  in  Drop- 
Wrist  Due  to  Nervous  Injury.  Brit.  M.  J.,  1919, 
i,  704. 

The  author  gives  the  following  indications  for 
tendon  transplantation  at  the  wrist-joint:  (i)  sev- 
erance with  large  loss  of  substance  of  the  musculo- 
spiral  nerve;  (2)  severance  of  the  musculospiral  nerve 
with  much  bony  injury  and  prolonged  suppuration; 
(3)  when  very  rapid  and  complete  wasting  of  exten- 
sor muscles  has  supervened;  (4)  in  all  cases  of  divi- 
sion of  the  posterior  interosseus  nerve. 

In  severance  of  the  posterior  interosseus  nerve 
just  below  the  midpoint  of  the  forearm  the  author 
detaches  the  supinator  longus  at  its  intersection  and 
joins  it  with  the  extensor  ossis  metacarpi  pollicis  and 
the  extensor  carpi  radialis  longior  with  the  common 
digital  extensors  or  the  extensor  longus  pollicis  if  the 
finger  extensors  are  spared. 

In  complete  musculospiral  paralysis  the  use  of  the 
hand  is  lost,  due  to  the  fact  that  the  fingers  cannot 
be  closed  until  the  hand  is  put  in  slight  extension. 
This  has  led  to  the  fixation  of  the  wrist  or  support 
in  the  latter  position  by  means  of  a  ligament  made  of 
fascia  lata.  The  fascia  may  be  attached  to  the  third 
and  fourth  metacarpals  and  to  the  radius  and  ulna, 
and  the  flexor  carpi  radialis  anastomosed  to  the 
extensor  communis  digitorum  or  the  pronator 
quadratus.  In  addition,  the  palmaris  longus  may  be 
anastomosed  to  the  extensor  ossis  metacarpi  pollicis 
to  aid  in  thumb  abduction. 

The  author  does  not  favor  the  transfer  of  the  flexor 
carpi  ulnaris  and  radialis  to  the  extensor  carpi  ulnaris 
and  radialis  longior.  Attention  is  called  to  the 
necessity  for  strict  asepsis,  correct  alignment  of  the 
tendons,  early  movement,  and  re-education  of  the 
transplanted  muscles.  The  author's  conclusions 
are  based  upon  the  observation  on  twelve  cases  in 
which  an  operation  was  performed  with  favorable 
results.  H.  W.  Meyerding. 

Verrall,  P.  J. :  Stiff  Fingers;  with  Special  Reference 
to  Methods  of  Treatment  by  Metal  and  Plaster 
Splints.  J.  Orthop.  Surg.,  1919,  i,  335. 

Stiffness  of  the  fingers  may  be  due  to  loss  of 
extension,  loss  of  flexion,  or  both,  but  at  any  given 
time  treatment  should  be  directed  mainly  to  one  or 
the  other. 

Loss  of  extension  is  commonly  due  to  (i)  con- 
tracture of  the  muscle,  traumatic,  ischaemic,  or 
postural;  (2)  adhesions  of  the  tendons  to  the  skin 
or  other  structures;  (3)  peri-  or  intra-articular  ad- 
hesions; and  (4)  nerve  lesions  of  the  ulnar  or  median 
nerves. 

Loss  of  flexion  may  be  due  to  (i)  involvement  of 
the  extensor  tendons  in  scar  or  callus,  especially  in 
wounds  of  the  metacarpal  region;  (2)  adhesions  of 
the  flexor  tendons  to  scars;  (3)  peri-  or  intra-articular 
adhesions;  and  (4)  traumatic  or  postural  contracture 
of  the  muscles. 

Tendons  tightly  bound  down  by  scar  tissue  should 
be  freed  by  operation  and  the  scar  removed.  Those 
adherent   to   the   skin   only   may   be   successfully 


treated  by  massage  or,  if  this  fails  or  is  too  tedious, 
by  excision  of  the  scar.  Short  tendons  should  be 
stretched  as  much  as  possible  before  operative 
lengthening  is  attempted. 

Tendon  grafts  are  not  so  successful  on  the  flexor 
aspect  of  the  hand  as  on  the  dors.um. 

Cases  of  extension  scars  on  the  dorsum  of  the 
hand  with  destruction  of  the  extensor  tendons  and 
perhaps  metacarpal  fractures  are  frequent.  A 
successful  method  of  treatment  consists  of  excising 
the  scar  and  bringing  the  skin  together  without  any 
effort  to  unite  the  tendons.  After  the  wound  is 
healed  gentle  massage  will  prevent  adhesions  of 
the  cicatrix  to  the  deeper  structures.  At  a  second 
operation  strips  of  fascia  lata  about  5  mm.  wide 
are  sutured  to  both  ends  of  the  tendons  and  in  this 
way  the  gap  is  bridged.    Movement  is  begun  early. 

A  few  types  of  stiff  fingers  are  described  to  illus- 
trate the  methods. 

1.  Fingers  flexed  with  wrist  dorsiflexed;  extension 
possible  with  wrist  flexed.  This  is  the  type  of  ischaem- 
ic contraction  which  is  due  to  shortening  of  the 
flexor  tendons.  It  is  treated  by  the  use  of  the  Jones 
splint  applied  to  the  flexor  aspect  and  beginning 
at  the  distal  joint.  Each  joint  is  left  in  the  de- 
formed position  until  all  the  joints  distal  to  it  are 
corrected.  Constriction  must  be  avoided.  The 
tendon  bound  down  by  the  scar  must  be  relieved  by 
operation. 

2.  Wrist  movement  free;  one  or  more  fingers 
flexed  at  all  three  joints;  contraction  unaffected 
by  the  position  of  the  wrist.  For  the  treatment  of 
this  condition,  which  should  consist  of  extension 
without  loss  of  flexion,  the  author  has  devised  a 
metal  splint  which  is  held  to  the  dorsal  surface  of 
the  hand  and  forearm  by  plaster  of  Paris.  This 
splint  is  16  inches  long,  3^  inch  wide  and  }4  inch 
thick  and  terminates  in  a  triangular  loop.  The 
transverse  bar  of  the  triangle  is  4  inches  long.  To 
follow  the  bend  of  the  partially  dorsiflexed  wrist  the 
axial  bar  is  curved.  A  small  thin  bar  placed  trans- 
versely prevents  the  splint  from  rotating.  The 
terminal  triangle  is  curved  slightly  toward  the 
palmar  surface.  The  hand  and  forearm  are  first 
encased  in  felt  through  which  the  thumb  protrudes. 
Over  this,  the  splint  is  applied,  and  over  the  splint  a 
plaster  cast  extending  down  to  the  level  of  the  neck 
of  the  metacarpals.  At  the  end  of  twenty-four  hours 
when  the  cast  has  hardened  adhesive  plaster  is 
applied  so  as  to  encase  the  two  distal  phalanges  of 
each  finger  and  leave  a  loop  at  the  end  of  the  finger. 
The  method  of  cutting  the  plaster  is  illustrated  by 
a  diagram.  Through  the  loops  tapes  are  passed  and 
tied  to  the  transverse  bar  of  the  triangle.  As  ex- 
tension improves  these  are  gradually  tightened.  The 
tapes  are  untied  every  day,  the  fingers  flexed  to 
their  original  position  several  times,  actively  and 
passively,  and  the  tapes  retied. 

The  treatment  of  fingers  stiff  in  extension  is  along 
similar  lines  except  that  the  splint  is  modified  some- 
what and  applied  to  the  anterior  (flexor)  surface. 

J.  J.  KURLANDER. 
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Nutter,  J.  A.:  Arthrodesis  of  the  HIp-JoInt  and 
Its  Indications.  Canadian  M.  Ass.  J.,  1919,  ix, 
548. 

The  author  discusses  briefly  the  anterior  route  of 
approach  to  the  hip-joint  and  describes  the  pos- 
terolateral route  as  follows:  "The  incision  is  from 
the  anterior-superior  spine  downward  and  backward 
to  the  great  trochanter;  then  directly  downward 
along  the  femur  for  2  inches,  with  a  short  backward 
incision  where  the  two  first  incisions  meet.  The 
tensor  fasciae  femoris  and  the  gluteus  medius  are 
separated,  the  fascial  expansion  of  the  gluteus 
maximus  is  cut  through  in  the  line  of  the  posterior 
incision,  and  the  great  trochanter,  with  its  many 
muscular  attachments,  is  exposed.  The  other  part 
of  the  great  trochanter  is  then  chiseled  free, 
carrying  with  it  the  gluteus  and  other  muscles 
which  overlie  the  femoral  neck  and  head.  After 
reflecting  these  upward  and  backward  the  joint 
capsule  is  exposed."  In  closing,  the  trochanter  is 
wired  into  place.  A  spica  is  applied  with  the  leg  in 
abduction  to  remain  several  months. 

Arthrodesis  of  the  hip-joint  is  indicated  espe- 
cially in: 

1.  Monarticular  hypertrophic  arthritis  of  the 
hip-joint,  particularly  in  working  people  who  need  a 
straight  weight-bearing  leg. 

2.  Deformity  with  or  without  pain  in  adults 
following  hip-joint  disease  of  childhood  in  which 
ankylosis  is  not  complete.  In  these  cases  arthrodesis 
removes  the  pain,  the  deformity,  and  the  possi- 
bility of  return  to  activity  of  the  joint  focus. 

3.  Deformity  with  incomplete  ankylosis  after 
acute  infectious  arthritis  of  the  hip,  e.  g  .,  gonorrhoeal 
arthritis. 

4.  Traumatic  conditions  and  old  fractures  of  the 
femoral  neck.  K,  L.  Vehe. 

Ogilvy,  C. :  An  Operation  for  the  Permanent  Cor- 
rection of  Weak  Feet  in  Children.  /,  Orthop. 
Surg.,  1919,  i,  343- 

In  these  cases  there  is  an  abnormal  eversion  of  the 
feet.  The  correction  is  obtained  by  inverting  them 
and  keeping  them  inverted.  This  may  be  done  by 
raising  the  inner  border  of  the  heel  of  the  shoe  or 
both  the  inner  border  of  the  sole  and  the  heel.  A 
metal  plate  or  arch  support  worn  inside  the  shoe  is 
used  by  many  to  accomplish  the  same  end.  However 
after  treatment  has  been  continued  for  several  years 
and  these  correcting  shoes  or  arch  supports  have 
been  removed,  it  will  be  seen  that  the  eversion 
originally  present  still  persists.  This  is  true  of 
cases  that  have  been  under  the  author's  care  for 
four  or  five  years.  It  is  found  that  the  point  of 
greatest  relaxation  is  at  the  astragalonavicular 
joint.  Here  there  is  a  ball-and-socket  joint  upon 
which  the  fore-foot  pivots.  When  the  toes  are 
turned  outward  the  strain  upon  this  joint  is  increased 
and  is  followed  by  increasing  relaxation  of  the  joint 
ligaments.  The  head  of  the  astragalus  rotates 
downward  and  inward.  This  articulation  is  the  site 
of  the  greatest  strain. 


For  the  permanent  correction  of  this  condition 
the  author  produces  an  arthrodesis  of  the  astragalo- 
scaphoid  joint.  After  this  the  foot  is  put  up  in  a 
plaster  cast  in  marked  inversion,  care  being  taken  to 
exaggerate  the  varus. 

The  cast  is  worn  from  five  to  six  weeks  at  the  en  d 
of  which  time  the  foot  will  be  found  to  be  in  over- 
corrected  inversion.  This  will  gradually  disappear 
until  at  the  end  of  three  months  from  the  time  of  t  he 
operation  the  patient  will  be  able  to  walk  with  ease 
and  comfort.  It  is  well  to  keep  the  inner  border  of 
the  heels  raised  A  of  an  inch  for  a  year  after  opera- 
tion. 

The  operation  should  not  be  performed  before 
the  patient  is  eight   years  of  age. 

J.  J.  KUSLANDEK. 

Zeuch,  L.  H.:  The  Robert  Jones  Operation  for 
Talipes  Equinovarus.  Illinois  M.  J.,  1919,  xxxv, 
241. 

The  indications  for  the  Robert  Jones  operation 
for  talipes  equinovarus  are:  (i)  a  slight  to  moderate 
degree  of  claw-foot,  due  to  transient  paralysis  of 
the  short  flexors;  (2)  talipes  equinovarus  with  marked 
inversion  of  the  foot;  and  (3)  foot-drop  due  to  infan- 
tile paralysis. 

For  marked  contraction  of  the  tendo  achillis 
which  accompanies  these  deformities,  Jones  advises 
subcutaneous  tenotomy.  The  open  method  is 
recommended  as  it  is  more  accurate  and  poor  results 
practically  never  follow.  The  author  used  the  open 
method  according  to  Anderson.  Tenotomy  relieves 
the  flexion,  but  not  the  extreme  inversion  of  the 
foot.  To  accomplish  this,  Jones  shortens  the  exten- 
sor proprius  hallucis  by  implanting  it  into  the  first 
metatarsal  bone. 

The  technique  is  as  follows:  A  2-inch  incision  is 
made  over  the  tendon  near  its  insertion  into  the 
first  phalanx  of  the  great  toe  and  the  tendon 
exposed,  clamped,  and  cut  close  to  its  insertion. 
A  long  catgut  suture  is  then  threaded  through 
the  distal  end  of  the  tendon  and  drawn  through 
a  drill  hole  in  the  head  of  the  metatarsal  bone. 
This  is  facilitated  by  making  a  small  counter - 
incision  from  the  planter  surface.  The  ten- 
don is  then  sutured  to  the  plantar  fascia,  the  union 
being  re-inforced  by  a  suture  passed  through  the 
periosteum,  tendon,  and  periosteum  on  the  opposite 
side. 

By  the  severing  of  the  tendon,  the  toe  becomes 
superflexed,  but  this  is  partially  compensated  by  the 
short  extensor  of  the  great  toe.  The  end-results 
are  good.  Following  the  operation  the  foot  is  held 
in  a  cast  in  the  over-corrected  position  for  three 
weeks.  At  the  end  of  this  time  the  cast,  which  is 
worn  until  there  is  firm  union,  is  removed  daily  to 
permit  gentle  massage  of  the  foot.  The  patient  is  al- 
lowed to  walk  after  six  wxeks,  and  if  there  is  any 
tendency  to  inversion,  a  brace  is  applied. 

The  results  are  good  whether  the  condition  is 
congenital  or  due  to  infantile  paralysis  or  spasticity. 

J.  J.  KtJRLANDZR. 
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McMechan,  F.  H.:  Laminectomy  under  Local  and 
Regional  Procaine  Anaesthesia.  Am.  J.  Clin. 
Med.,  1919,  xxvi,  416. 

In  this  article  the  author  has  endeavored  to  show 
the  scope  and  utility  of  procaine  anaesthesia  by  quot- 
ing from  the  current  literature  on  the  subject.  He 
believes  that  shock  and  haemorrhage,  which  are  the 
chief  causes  of  death  in  laminectomy,  may  be 
reduced  to  a  negligible  minimum  under  appropriate 
local  and  regional  anaesthesia. 

Points  in  the  surgical  technique  emphasized  by 
McMechan  are:  (i)  ample  exposure;  (2)  X-ray 
identification  of  at  least  one  lamina  before  beginning 
the  operation;  (3)  coffer-damming  the  spaces  on 
either  side  of  the  dural  flaps  with  cotton;  (4)  gentle 
manipulation  of  the  cord  or  roots,  and  the  stovaine 
block  as  a  prophylactic  against  shock;  (5)  minute 
closure  of  the  dural  incision  with  fine  needles  and 
silk;  and  (6)  careful  juxtaposition  of  each  layer — 
muscle,  muscle-sheath,  intervertebral  aponeurosis, 
and  superficial  facia.  E.  C.  Robitshek. 

Adson,  A.  W. :  Results  of  the  Surgical  Treatment 
of  Spinal-Cord  Tumors.  Minnesota  Med.,  1919, 
ii,  205. 

The  author  believes  that  all  too  frequently 
patients  suffering  from  a  spastic  paraplegia  are 
given  a  diagnosis  of  transverse  myelitis,  sclerosis, 
or  lues  without  a  thorough  neurological  examination 
and  thus  are  deprived  of  surgical  treatment.  He 
notes  that  the  history  of  symptoms  in  cases  of  spinal 
cord  tumors  is  not  always  constant  but  usually  is 


suggestive.  The  onset  is  gradual,  generally  beginning 
with  sensory  changes,  but  is  soon  accompanied  by 
motor  disturbances.  The  symptomatology  grows 
progressively  worse  even  though  there  are  periods 
of  slight  improvement.  The  characteristic  neuro- 
logical findings  are  the  sensory  level,  i.  e.,  the  partial 
or  complete  loss  of  pain,  tactile  and  temperature 
senses  at  the  level  of  and  below  the  involved  seg- 
ment of  the  spinal  cord,  exaggerated  reflexes,  and 
motor  disturbances  with  or  without  root  pain.  The 
tumors  are  situated  at  three  levels,  the  extradural, 
subdural  but  not  intramedullar,  and  intramedul- 
lar.  The  pathologic  tissues  of  spinal-cord  tumors 
vary,  but  75  per  cent  are  non-malignant  and  from 
50  to  60  per  cent  are  removable. 

The  results  reported  in  the  article  were  obtained 
from  a  series  of  sixteen  laminectomies  performed 
for  spinal-cord  lesions  at  the  Mayo  CUnic  in  191 7. 
Thirteen  of  the  patients  had  tumors  and  three  had 
meningomyelitis.  Eight  of  the  thirteen  tumors  were 
removed  completely;  five  of  them  were  psammo- 
mata,  one  a  glioma,  one  a  fibroma,  and  one  an  angi- 
oneuroma.  Of  the  five  non-removable  tumors, 
two  were  intramedullar,  one  an  angioma,  one  a 
gumma,  and  one  a  unilateral  inflammatory  mass. 
Twenty-five  per  cent  of  the  patients  recovered 
during  the  year  after  operation,  18.75  per  cent 
are  greatly  improved,  25  per  cent  slightly  improved, 
8.75  per  cent  not  improved.  One  patient  died. 
Therefore  68.75  per  cent  recovered  and  were  bene- 
fited while  31.25  per  cent,  including  the  patient 
who  died,  were  not  benefited. 


SURGERY  OF  THE  NERVOUS  SYSTEM 


Burrow,  J.  L.:  War  Lesions  of  Peripheral  Nerves. 

Med.  Rec,  1919,  xcv,  904. 

The  report  is  based  on  a  study  of  over  15,000  rou- 
tine examinations  of  lesions  of  the  nervous  system. 

In  direct  injury  of  a  nerve  trunk  there  may  be  (i) 
complete  division  of  the  nerve,  (2)  total  division  of 
only  a  few  fibers,  (3)  injury  to  the  nerve  sheath  alone, 
or  (4)  bruising  of  the  nerve  trunks. 

Complete  division  of  the  nerve  is  rarely  seen  in 
cases  of  bullet  wounds  in  large  nerves.  Exposure 
after  a  few  weeks  reveals  a  dense  fibrous  swelling  in 
the  center  of  the  nerve  trunk  where  the  bundles  have 
been  cut  across.  When  due  to  shrapnel  or  metal 
fragments  there  is  more  laceration  and  dense  fibro- 
sis. If  the  division  has  been  complete  and  the  ends 
separated,  a  large  soft  swelling  is  seen  at  the  proxi- 
mal end  and  a  smaller  harder  one  at  the  peripheral 
end. 

In  total  division  of  only  a  few  fibers  a  lateral  neu- 
roma develops,  varying  in  appearance  with  the  de- 
gree of  infection  present.    Young  vascular  fibrous 


tissue  spreads  widely  about  the  area  after  a  few 
weeks  of  sepsis.  When  clean,  there  is  a  sharply  de- 
fined lateral  swelling  consisting  of  fibrous  tissue, 
varicose  vein  fibrils,  and  remnants  of  degenerated 
nerve  fibers.  On  the  uninjured  side  of  the  nerve 
healthy  fibers  pass  over  the  swelling  into  the  periph- 
eral end. 

In  cases  of  injury  to  the  nerve  sheath  only,  the 
pathology  observed  at  operation  may  appear  slight 
to  the  naked  eye.  On  opening  the  sheath  a  few 
strands  of  young  fibrous  tissue  are  seen  entering  the 
nerve  bundles  separating  them  and  causing  torsion 
in  their  course.  The  local  thickening  may  suggest  a 
lateral  traumatic  fibroneuroma. 

Bruising  of  nerve  trunks  is  due  to  injury  of  struc- 
tures closely  associated  with  the  nerve  and  occurs 
usually  after  explosions  as  in  cases  of  "nerve  con- 
cussion. "  Many  of  those  so  injured  return  to  duty  in 
a  few  days.  Others  develop  numbness  along  the  af- 
fected nerves  or  even  the  typical  syndrome  of  causal- 
gia.  The  exact  pathology  in  these  cases  has  not  been 
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carefully  observed,  but  microscopically  an  intraneu- 
ral fibrosis  has  been  made  out  where  to  the  naked 
eye  the  nerve  appeared  little  damaged. 

Indirect  injury  to  nerve  trunks  may  be  caused  by 
displaced  bone  fragments  or  constriction  by  callus 
or  organized  blood-clots. 

Injury  by  displaced  bone  fragments  is  very  com- 
mon. The  nerves  involved  are  chiefly  the  musculo- 
spiral  and  external  popliteal  nerves.  The  cut  ends 
may  be  widely  separated  and  either  embedded  in 
bone  or  dense  scar  tissue  or  bulbed  at  either  end. 

In  constriction  of  nerves  from  callus  or  organized 
blood-clots  three  phases  may  be  noted.  In  1  he  early 
phase  there  are  signs  of  bruising  or  a  partial  lesion. 
Later,  there  is  a  stage  of  irritation  pressure,  and  fi- 
nally, progressive  loss  of  function  due  to  Wallerian 
degeneration. 

Fibrosis  following  intense  suppuration,  "ischaemic 
paralysis, "  is  often  difficult  to  diagnose  and  treat,  es- 
pecially in  the  acute  stage.  The  problem  is  to  deter- 
mine how  much  is  due  to  vascular  and  how  much  to 
actual  nerve  injury.  The  pathologic  study  of  a  few 
cases  has  revealed  Wallet lan  degeneration  as  a  re- 
sult of  local  necrosis  by  infection  or  constriction 
during  repair. 

The  system  employed  as  a  routine  to  arrive  at  a 
diagnosis  in  injuries  to  the  nerves  is  as  follows: 

1.  Preliminary  notes  with  regard  to  the  nature  of 
the  injury,  the  patient's  posture  when  injured,  the 
immediate  effects,  and  the  results  of  treatment. 

2.  Examination  of  the  injured  part  with  regard 
to  the  position  of  the  wounds  and  scars,  the  attitude 
of  the  two  limbs,  contractures,  mobility  of  the 
joints,  the  degree  of  atrophy,  trophic  skin  changes, 
the  condition  of  the  hair,  vasomotor  changes,  sudo- 
motor  changes,  and  the  condition  of  the  nails. 

3.  Palpation  of  scars  to  determine  the  presence 
of  induration,  nodules,  or  neuromata;  of  nerve 
trunks,  to  determine  the  nature  of  the  sensation 
produced  in  the  region  supplied  by  the  nerve;  of  the 
joints,  to  determine  the  degree  of  ankylosis;  and  of 
the  muscles  and  tendons  individually  to  avoid  mimi- 
cry by  healthy  structures  and  to  determine  the  de- 
gree of  tone  and  pain  on  pressure.  In  addition,  per- 
cussion is  applied  to  the  muscle  bellies  to  observe 
the  nature  of  the  response  to  mechanical  stimulation. 

4.  Investigation  in  regard  to  the  response  to  sen- 
sory stimuli.  In  this  examination  care  is  taken  to 
have  the  limbs  thoroughly  warmed  and  the  stimuli 
standardized.  The  stimuli  used  are  as  follows:  (i) 
light  touch,  using  a  small,  soft,  camel's  hair  brush  and 
charting  areas  of  complete  and  partial  anaesthesia; 
(2)  pin-prick,  using  the  spring  algesiometer  devised 
by  Head  and  Holmes  by  which  the  degree  of  pres- 
sure can  be  standardized;  (3)  movement  of  joints 
and  deep  pressure  on  muscles  and  bones  to  deter- 
mine deep  sensibility;  (4)  deep  pressure  on  the  skin 
with  the  blunt  end  of  a  pencil  to  determine  pressure 
sensations  (an  algometer  is  essential  to  gauge  prog- 
ress during  regeneration);  (5)  thermal  stimuli  with 
the  use  of  nickel  silver  test  tubes  which  taper  to  a 
small  blunt  point,  Goldstein's  pointed  solid  metal 


cylinders,  or  a  moderately  thick  copper  wire;  (6) 
Weber's  test  to  determine  the  recognition  of  two 
blunted  points  of  a  compass  applied  simultaneous- 
ly to  the  skin  in  the  long  axis  of  the  limb,  a  function 
associated  with  deep  pressure  sensation;  (7)  vibration 
by  means  of  a  tuning  fork  placed  at  right  angles  to 
the  long  axis  of  the  bone  to  determine  the  vibration 
sense  in  bones,  etc.;  (8)  tests  to  determine  the  dis- 
criminating sensibility  which  involves  distinguish- 
ing the  size  and  shape  of  common  objects  placed  in 
the  hands;  and  (9)  electrical  stimuli,  using  a  rapid- 
ly interrupted  current  of  short  duration  and  a  slow- 
ly interrupted  constant  current,  the  skin  being  warm 
and  moist. 

It  has  been  noted  that  sensations  of  pain,  heat, 
and  cold  are  intimately  bound  together.  The  author 
illustrates  by  a  diagram  the  sensory  picture  in  a  case 
of  unilateral  lesion  of  the  cord  which  produced  the 
Brown-Sequard  syndrome. 

For  measurements  of  the  currents  for  electrical 
stimulation,  the  Lewis-Jones  condenser  set  has  been 
used  considerably  but  is  less  satisfactory  than  an 
electrodiagnostic  method  which  relies  up>on  aver- 
ages or  the  character  of  the  muscular  contractions. 

In  complete  loss  of  function  in  a  nerve  trunk  there 
is  complete  flaccid  paralysis  of  the  affected  muscles 
followed  by  atrophy  and  possibly  by  contracture. 
Also  observed  are  arthritic  changes  and  alteration  of 
the  joint  axes  with  contracture.  Definite  groups  of 
muscles  are  affected  and  there  is  increased  mechani- 
cal excitability  on  direct  percussion.  The  tender 
reflexes  are  abolished.  The  skin  is  dry,  scaly  and 
"  branny, "  reddish-blue  in  color,  and  in  cold  weath- 
er, swollen,  cyanosed,  and  liable  to  chilblains.  The 
hair  resembles  a  corn  field  after  a  heavy  rainstorm. 
Goose  skin  reflexes  are  absent.  The  nails  are  brittle, 
dry,  curved,  and  ridged.  On  palpation  of  the  nerves, 
swelling  may  be  detected  at  the  site  of  injur>\  Tinel's 
sign  is  absent.  An  area  of  loss  of  light  touch  and 
pin-prick  sensation  is  surrounded  by  a  large  zone  of 
hypoaesthesia.  Thermanaesthesia  corresponds  closely 
to  the  loss  of  the  sensation  of  sharpness.  The  area 
of  deep  sensibility  varies  with  each  nerve.  A  few 
weeks  after  injury  the  typical  reaction  of  degenera- 
tion to  electrical  stimulation  is  seen.  A  slight  and 
persistent  briskness  in  the  galvanic  response  may  be 
accounted  for  by  the  presence  of  a  few  healthy 
nerve  fibers. 

A  total  lesion  which  shows  no  evidence  of  regener- 
ation after  twelve  weeks  should  be  operated  upon  at 
once.  Good  sized  gaps  after  resection  may  be 
bridged  by  autogenous  nerve  grafts. 

To  improve  local  circulation  after  operation  the 
use  of  electrotherapy  is  of  value;  also  daily  massage 
and  movement  of  neighboring  joints.  In  addition, 
interrupted  galvanism  should  be  applied  to  each 
paralyzed  nerve  separately.  At  the  first  sign  of  vol- 
untary power  the  electrical  stimulation  should  be 
stopped  and  active  exercises  substituted  tore-educate 
the  muscle  movements.  Later  the  patient  should 
be  given  scientifically  arranged  exercises  in  a  cur- 
ative workshop. 
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In  cases  of  incomplete  lesions  the  signs  and  symp- 
toms of  a  complete  lesion  may  be  present  during  the 
first  two  weeks  although  there  is  some  pain,  a 
bruised  feeling  under  the  skin,  and  partial  preserva- 
tion of  the  deep  sensibility.  After  the  second  week 
the  signs  of  a  partial  lesion  are  definite. 

If  the  improvement  is  progressive  the  use  of  mas- 
sage, electricity,  and  re-education  is  sufTicient. 
When  improvement  is  arrested  for  two  months  sur- 
gical intervention  is  indicated.  The  healthy  motor 
fibers  may  be  picked  out  at  operation  by  the  appli- 
cation of  a  small  sterile  electrode  and  the  use  of 
a  weak  faradic  current. 

All  cases  showing  irritative  phenomena  are  cases 
of  partial  lesion.  The  main  causative  factor  is  fibro- 
sis of  the  nerve  trunk.  The  signs  which  appear  after 
the  fourteenth  day  vary  with  the  extent  of  the  in- 
jury. The  whole  picture  results  from  irritation  at 
the  central  end  of  an  injured  portion  of  the  nerve 
which  results  reflexly  in  the  various  vasomotor  and 
trophic  changes.  There  is  intensive  pain  and  burn- 
ing, aggravated  by  heat  and  relieved  by  cold,  which 
often  wrecks  the  patient  mentally. 

Cases  of  minor  causalgia  may  clear  up  in  a  few 
weeks.  If  not  improved  in  eight  weeks,  surgical  in- 
terference is  indicated.  If  the  signs  of  increas- 
ing compression  appear,  operation  is  advisable  at 
once. 

Excision  of  the  affected  portion  of  the  nerve  with 
end-to-end  suture  or  bridging  of  the  gap  by  nerve 
graft  is  safest.  Local  injections  of  alcohol  are  of  only 
temporary  benefit. 

The  signs  and  symptoms  of  regeneration  are  de- 
scribed as  follows:  Within  a  month  after  nerve  su- 
ture the  skin  assumes  a  healthy  color.  Desquama- 
tion becomes  normal  and  the  nails  become  soft  and 
pliable.  Trophic  sores  heal  quickly.  Within  two 
months  Tinel's  sign  is  noted  at  increasingly  lower 
levels.  Later  the  deep  sensations  gradually  return 
and  are  soon  followed  by  sweating  and  the  skin  sen- 
sations to  coarse  stimulation.  The  return  of  volun- 
tary muscle  control  depends  on  the  nerve  involved 
and  varies  from  six  to  eighteen  months.  Pilomotor 
functions  are  late  in  appearing,  being  dependent 
on  a  variety  of  skin  sensations.  The  ability  to  dis- 
criminate various  skin  stimuli  is  the  last  function 
to  recover. 

Peripheral  nerve  injury  may  be  simulated  by  a 
number  of  conditions,  chief  of  which  are:  (i)  trau- 
matic contractures  (Volkmann's  "ischaemic  paral- 
ysis"); (2)  organic  paralysis  of  the  upper  motor  neu- 
rone type,  e.g.,  a  Brown-Sequard  syndrome;  (3) 
poliomyelitis,  acute  infective  polyneuritis,  etc.;  (4) 
pithiatric  (hysterical)  paralysis  or  contractures;  (5) 
physiopathic  contracture  (reflex  paralysis  of  Babin- 
ski  and  Froment) ;  (6)  paresis  and  muscular  atrophy 
associated  with  joint  lesions;  (7)  contractures  asso- 
ciated with  painful  scars  and  due  to  direct  injury 
to  muscles  and  tendons;  (8)  purely  functional  con- 
ditions due  to  bad  muscle  habit  or  incoordination  of 
muscles  formerly  paralyzed;  and  (9)  chronic  tetanus, 

E.  M.  Miller. 


Hammond,  T.  E.:  The  Non-Operative  Treatment 
of  Nerve  Lesions  Involving  the  Upper  Ex- 
tremity.  /.  Orlhop.  Surg.,  1919,  i,  320. 

The  position  of  physiological  rest  of  the  upper 
extremity  has  added  much  to  medical  knowledge. 
In  this  position  the  elbow  is  flexed  at  120  degrees 
and  the  shoulder  abducted  at  15  degrees  and  in- 
wardly rotated.  The  hands  are  held  midway  be- 
tween pronation  and  supination  to  lessen  the  efTect 
of  gravity  on  the  fingers.  The  wrist  is  dorsiflexed 
45  degrees,  with  the  fingers  flexed  20  degrees  at  the 
metacarpal  and  midphalangeal  joints  and  5  degrees 
at  the  distal  joints.  The  thumb  is  abducted  30 
degrees  in  a  plane  at  right  angles  to  the  palm  and  is 
flexed  at  20  degrees  at  both  the  metacarpal  and 
interphalangeal  joints.  With  the  hand  in  this 
position  the  plane  of  the  anterior  surface  of  the 
forearm  passes  half  an  inch  below  the  tips  of  the 
fingers  and  a  line  continuing  forward  to  the  radial 
border  of  the  forearm  passes  longitudinally  through 
the  thumb. 

The  position  of  physiological  rest  is  maintained 
by  muscle  tone,  by  which  is  meant  a  slight,  con- 
tinuous, involuntary  contraction  dependent  on  a 
reflex  arc  with  a  center  in  the  cord  and  afferent 
fibers  from  the  ligaments  and  tendons  and  eff'erent 
fibers  to  the  muscles. 

By  relaxation  is  meant  placing  a  muscle  in  its 
normal  position  of  rest  so  that  no  strain  is  thrown 
upon  it. 

When  one  group  of  muscles  is  hyper-relaxed  the 
antagonistic  group  of  muscles  must  be  contracted. 
If  this  position  were  maintained  in  the  normal  hand 
for  some  time,  the  stretching  of  the  muscles  would 
give  rise  to  paresis  and  the  chronic  strain  on  the 
ligaments  to  chronic  inflammation  and  adhesions. 
In  nerve  lesions  the  nutrition  of  the  tissues  is 
impaired,  paresis  and  adhesions  following  the 
slightest  strain.  In  powerful  muscles  associated 
with  the  grosser  movements  the  paresis  is  of  little 
consequence  and  soon  disappears.  In  the  hand  the 
slightest  adhesions  impair  function. 

If  the  hand  were  kept  in  the  position  of  rest  for 
several  weeks  no  discomfort  would  result  and  on 
removal  of  the  splint  full  forcible  contraction  of  the 
muscles  could  immediately  take  place.  The  position 
of  physiological  rest  is  the  only  position  in  which 
paralyzed  muscles  can  be  placed  without  stretching 
the  opposing  group. 

Hyper-relaxation  is  bad  as  it  stretches  the  oppos- 
ing muscles  and  ligaments  and  gives  rise  to  paresis 
and  adhesions. 

In  lesions  of  the  musculospiral,  median,  or  ulnar 
nerves  the  hand  should  always  be  placed  in  the 
position  of  physiological  rest,  the  arches  being 
carefully  preserved  in  all  cases. 

The  object  of  treatment  is  to  increase  the  cir- 
culation, to  improve  the  nutrition,  and  to  prevent 
the  formation  of  adhesions. 

It  is  most  beneficial  to  obtain  a  good  circulation 
in  the  limb  before  the  application  of  massage.  In 
all  nerve  lesions  of  the  upper  limb  a  daily  gymnastic 
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course  is  advisable  unless  there  is  some  contra- 
indication such  as  active  inflammation. 

Muscles  which  are  recovering  function  are  easily 
tired.  As  soon  as  the  contraction  shows  signs  of 
diminishing  the  muscle  should  be  immediately 
relaxed  and  massaged.  Voluntary  contraction 
of  the  muscles  should  be  encouraged  provided  the 
paralyzed  muscles  are  not  stretched. 

Much  harm  may  be  done  to  a  muscle  if  it  is 
stimulated  after  the  onset  of  fatigue.  As  soon  as 
the  contraction  to  a  given  current  begins  to  diminish 
the  current  should  not  be  increased;  electrical 
treatment  should  be  stopped  and  massage  sub- 
stituted. 

When  ligaments  are  stretched  chronic  strain 
arises  at  the  attachments;  this  gives  rise  to  chronic 
reflex  vasomotor  changes,  chronic  inflammation, 
and  the  formation  of  adhesions. 

The  author  describes  the  short  and  long  cock-up 
splint  to  be  used  to  maintain  the  position  of  physio- 
logical rest.  This  splint  should  be  worn  until  all 
tendencies  to  recurrence  of  the  contractions  have 
been  absent  for  six  weeks  and  even  then  its  use 
should  be  continued  for  six  months  longer.  Heat, 
vibration,  and  massage  are  of  value  in  restoring 
function.  L.  C.  Donnelly, 

Piatt,  H.,  and  Brentnall,  E.  S.:  Faradic  Stimula- 
tion of  Nerve  and  Muscle  During  Operations. 

Lancet,  1919,  cxcvi,  884. 

Observations  were  made  in  340  operations  on 
peripheral  nerves  in  which  faradic  stimulation 
rendered  possible  the  identification  of  each  branch 
exposed  and  the  confirmation  of  its  physiological 
integrity.  When  during  operation  a  nerve  is 
accidentally  cut,  a  nerve  trunk  is  found  displaced 
far  from  its  bed,  an  end-to-end  anastomosis  can  be 
effected  only  after  division  of  one  or  more  proximal 
branches  of  the  nerve  because  of  retraction,  or  a 
nerve  is  gathered  and  concealed  in  a  mass  of  ad- 
hesions, the  only  method  of  positively  locating 
the  nerves  involved  is  by  the  faradic  current. 

The  current  is  applied  by  the  bipolar  method  in 
preference  to  the  unipolar  method.  Two  small 
surgical  probes  sharpened  down  to  fine  points  at  one 
end  are  covered  with  rubber  tubing  and  bound 
together  with  a  small  wooden  wedge  between  them. 
To  these  the  wire  is  attached  and  the  whole  boiled 
and  thoroughly  dried.  The  current  used  is  of  min- 
imal strength.  P.  W.  Sweet. 

Standage,  R.  F.:  Tendon  Transplantation  and 
Fixation  for  Nerve  Injuries.  Itidian  M.  Gaz., 
1919,  liv,  161. 

The  selection  of  the  proper  treatment  in  cases 
of  nerve  injury  and  the  resulting  paralysis  has  been 
guided  by  a  consideration  of  the  surgical  possibilities 
and  the  station  in  life  of  each  patient,  his  necessity 
for  a  perfect  result,  and  his  ability  to  get  proper 
after-treatment  and  efficient  apparatus. 

In  the  author's  opinion  tendon  transplantation  is 
the  operation  of  choice  in  certain  disabilities  due  to 


severance  of  a  nerve  trunk,  especially  in  the  par- 
alysis due  to  division  of  the  musculospiral  nerve.  In 
this  latter  type  useful  hands  can  be  obtained  in  from 
two  to  three  months  by  tendon  transplantation  while 
nerve  repair  gives  a  doubtful  prognosis  and  requires 
about  one  or  two  years  of  persistent  and  careful  after- 
treatment. 

Tendon  transplantation  has  been  carried  out  in: 
(i)  irreparable  injury  to  the  musculospiral  nerve 
with  wrist-drop;  (2)  similar  injury  to  the  median 
nerve;  (3)  injury  to  the  musculocutaneous  nerve  in 
the  leg  with  paralysis  of  the  peronei  muscles  and 
resulting  pes  equinovarus. 

For  paralysis  of  the  musculospiral  nerve  the 
following  transplantations  are  done: 

1.  The  pronator  radii  teres,  detached  from  its 
radial  insertion,  is  transplanted  into  the  long  and 
short  radial  extensors. 

2.  The  flexor  carpi  radialis  tendon,  divided  at  the 
wrist,  is  brought  around  the  radius,  over  the  wrist 
extensors,  and  transplanted  into  the  tendons  of  the 
extensores  ossi  metacarpi,  primi  and  secundi  inter- 
nodii  poUicis,  and  the  extensor  indicis. 

3.  The  flexor  carpi  ulnaris  tendon,  divided  at  the 
wrist,  is  brought  round  the  ulna  and  transplanted 
into  the  tendons  of  the  extensor  carpi  ulnaris  and  the 
extensors  of  the  three  inner  fingers. 

For  irreparable  injury  of  the  median  nerve  the 
Robert  Jones'  method  is  used.  This  consists  in  im- 
planting the  paralyzed  portion  of  the  deep  flexor  in- 
to its  normal  portion  which  is  supplied  by  the  ulnar 
nerve  by  transplanting  the  flexor  carpi  iilnaris  into 
the  flexor  sublimis  digitorum  and  uniting  the  exten- 
sor carpi  radialis  longior  to  the  flexor  longus  pollicis. 

Instead  of  transplanting  the  tibialis  anticus  from 
the  inner  to  the  outer  side  of  the  foot  in  musculocu- 
taneous nerve  injuries  the  author  transplants  the 
tendon  of  the  peroneus  longiis  into  the  tibialis 
anticus.  This  makes  the  latter  a  bifid  muscle  which 
permits  the  foot  to  be  flat  on  the  ground. 

Irreparable  injury  of  the  external  popliteal  nerve 
and  consequent  drop-foot  are  treated  by  fixing  the 
long  peroneal  tendon  through  a  hole  drilled  in  the 
tibia  and  making  a  loop  to  which  is  attached  the 
lower  end  of  the  divided  tibialis  anticus. 

Irreparable  complete  lesions  of  the  sciatic  nerve 
are  treated  by  a  series  of  operations  as  follows:  (i) 
lengthening  of  the  tendo  achillis,  (2)  fixation  of  the 
peroneus  longus  and  tibialis  anticus  to  the  tibia  as 
described,  (3)  tenotomy  of  the  hamstrings,  and  (4) 
resection  of  the  knee  to  produce  a  stiff  joint. 

The  ulnar  nerve  responds  well  to  reparative  sur- 
gery. This  is  fortunate  as  its  lesions  are  crippling  and 
cannot  be  repaired  by  tenoplasties,        K.  L,  Vehe. 

Stookey,  B.,  and  Guild,  S.:  A  Method  of  Exposing 
the  Musculospiral  and  the  Posterior  Interos- 
seous Nerves.  Surg.,  Gynec.  &*  Obst.,  1919,  xxviii, 
612. 

The  spiral  incision  usually  employed  for  complete 
exposure  of  the  musculospiral  nerve  is  unsatisfactory 
because  extensive  dissection  may  be  necessary  to 
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locate  the  nerve,  the  triceps  muscle  must  be  cut,  and 
the  nerve  is  apt  to  be  involved  in  the  cutaneous  scar. 

The  author  describes  the  three  following  incisions 
for  exposure  of  the  nerve  from  the  lower  border  of 
the  teres  major  muscle  to  the  antecubital  fossa: 

The  first  incision  lies  in  a  line  from  the  tip  of  the 
olecranon  to  the  posterior  angle  of  the  acromion.  It 
is  begun  three  finger-breadths  below  the  acromion 
and  extends  to  5  centimeters  below  the  level  of  the 
deltoid  insertion,  going  through  the  deep  fascia.  At 
the  upper  angle  the  long  and  outer  heads  of  the  tri- 
ceps are  separated  bluntly  in  their  fascial  planes  down 
to  the  lower  angle  of  the  wound.  The  aponeurosis 
presenting  is  incised,  thus  exposing  the  nerve  up  to 
the  lower  border  of  the  tendon  of  the  teres  major. 

The  second  incision  runs  parallel  to  the  first  except 
for  a  sHght  anterior  curve  at  the  lower  end.  It  begins 
12  centimeters  above  the  antecubital  fossa  external 
to  the  brachialis  anticus,  following  the  interspace 
between  it  and  the  supinator  longusin  which  the  low- 
er one-third  of  the  nerve  is  found.  By  following  the 
course  of  the  nerve  beneath  the  triceps  and  through 
the  intermuscular  septum  a  groove  may  be  opened  in 
which  the  severed  ends  of  the  nerve  may  be  united 
without  further  dissection. 

If  a  more  complete  exposure  is  necessary  a  third 


incision  may  be  made  midway  between  the  other  two, 
parallel  to  the  first,  extending  from  3  centimeters 
above  the  level  of  the  deltoid  insertion  directly  down- 
ward for  12  centimeters,  and  carried  through  the 
triceps  longitudinally.  This  third  skin  incision  may 
be  omitted  if  either  of  the  first  two  is  prolonged  in  an 
oblique  or  curved  direction  and  the  skin  edges  under- 
mined. 

All  of  these  incisions  give  good  exposure  of  the 
nerve  and  preserve  the  sensory  skin  supply. 

The  posterior  interosseous  nerve,  the  injury  of 
which  causes  paralysis  of  the  extensors  of  the  thumb 
and  fingers,  may  be  exposed  through  an  incision  12 
centimeters  long  extending  from  the  external  condyle 
downward  between  the  extensor  communis  digitorum 
and  the  extensors  carpi  radialis  through  the  deep 
fascia.  These  muscles  are  separated  bluntly  up  to 
their  common  origin.  Here  the  fibers  are  cut  longi- 
tudinally up  to  the  external  condyle  and  retracted, 
exposing  the  supinator  brevis.  At  a  point  two  finger- 
breadths  below  the  condyle  its  fibers  are  separated 
bluntly,  exposing  the  posterior  interosseous  nerve 
running  at  right  angles  to  the  muscle. 

It  should  be  a  principle  of  nerve  surgery  never  to 
attempt  an  incision  parallel  to  a  nerve  having  a 
spiral  course.  E.  M.  Miller. 
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CLINICAL    ENTITIES— TUMORS,    ULCERS,    AB- 
CESSES,  ETC. 

Qu^nu,  E.:  Traumatic  Toxsemia  with  Depressive 
Syndrome  (Traumatic  Shock)  in  War  Wounds 

(De  la  toxemic  traumatique  a  syndrome  depressif 
(shock  traumatique)  dans  des  blessures  de  guerre). 
Rev.  de  chir.,  1918,  Ivi,  204. 

The  so-called  traumatic  shock  of  war  wounds, 
according  to  Quenu,  is  a  chemical  intoxication  of  the 
tissues.  In  191 7  he  first  showed  that  this  shock 
did  not  appear  as  early  as  it  would  if  it  had  a  nerve 
origin,  that  it  preceded  the  formation  of  bacterial 
products,  and  that  since  it  was  not  of  nerve  or 
septic  origin  some  other  cause  of  its  appearance 
must  be  sought. 

A  rapid  amehoration  of  the  symptoms  after  early 
amputation  in  shocked  patients,  and  the  finding  of 
shock  with  special  frequency  in  those  with  injuries 
causing  vast  destruction  of  the  muscles,  were  factors 
indicating  that  the  source  of  traumatic  shock  ob- 
served in  the  wounded  lies  in  the  wound  itself.  The 
syndrome  called  shock,  therefore,  may  be  engendered 
by  an  intoxication  and  there  may  be  a  variety  of 
toxic  shock  quite  apart  from  that  which  occurs  in  ex- 
tensive haemorrhages,  nervous  shock,  and  the  shock 
observed  in  the  course  of  septicaemia. 

Immediate  shock,  according  to  Qu6nu,  results  only 
in  severe  haemorrhages  or  when  abdominal  wounds 
are  comphcated  with  effusion  of  the  stomach  or 
intestinal  contents  into  the  abdomen.    He  is  satis- 


fied that  both  experimental  research  and  clinical, 
observation  have  shown  that  the  traumatic  de- 
struction or  amputation  of  a  limb  by  a  war  pro- 
jectile or  similar  injury  does  not  produce  immediate 
shock.  Primary  shock  is  that  which  is  generally 
observed  within  the  first  few  hours  after  injury. 

In  the  chapter  on  pathogenesis  a  number  of  cases 
and  facts  are  cited  in  favor  of  the  theory  that  shock 
is  due  to  a  tissue  intoxication.  Quenu  claims  to  have 
been  the  first  to  establish  this  theory  soUdly  on  a 
clinical  basis. 

Abdominal  injuries  offer  particularly  favorable 
conditions  for  the  early  development  of  intoxication 
of  the  tissues.  This  intoxication  is  purely  chemical 
and  is  due  to  toxins  of  non-bacterial  origin  which 
result  from  rapid  muscular  proteolysis. 

The  conclusions  reached  by  American  authors  and 
by  Cannon  in  particular  agree  with  those  of  Delbet 
and  the  author  in  regard  to  the  causes  of  shock  and 
of  the  succession  of  the  different  phenomena, 
the  origin  of  which  is  resorption  in  the  area  of  the 
injured  muscular  tissues.  The  nature  and  the  genesis 
of  the  toxins  generated  in  this  area,  however,  are 
still  matters  for  exact  determination  in  the  labora- 
tory and  by  biological  research.  Certain  studies 
already  made  show  that  in  shocked  patients  there  is 
a  disturbance  in  the  nitrogenous  and  carbohydrate 
metabolism  and  suggest  some  alteration  in  the 
hepatic  function.  Delbet  has  shown  that  the  toxins 
of  muscular  autolysates  are  poisons  which  especially 
affect  the  nervous  system. 
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Qu6nu  believes  that  the  term  "  traumatic  shock. "  is 
a  misnomer  and  prefers  to  call  the  condition  "trau- 
matic toxaemia." 

The  last  chapter  of  the  article  is  devoted  to 
the  treatment  especially  the  value  of  blood 
transfusion.  On  the  basis  of  the  new  theories  as  to 
the  nature  of  shock,  it  logically  follows  that  operation 
should  not  be  avoided  and  that  it  is  best  to  destroy 
the  source  of  the  toxins  and  thus  obviate  the  intoxica- 
tion due  to  absorption.  In  the  case  of  a  limb, 
sacrifice  of  the  member  may  be  necessary.  A  number 
of  cases  are  cited  from  published  reports  in  which 
shock  rapidly  disappeared  after  an  amputation. 

In  Quenu's  opinion  operation  should  be  performed 
as  quickly  as  possible  in  order  to  prevent  the  elabora- 
tion of  toxic  products  and  their  dissemination. 

W.  A.  Brennan. 

Cannon,  W.  B.:  Wound  Shock.   Mil.  Surgeon,  1919, 
xliv,  494. 

This  paper  was  a  lecture  to  the  officers  of  the 
Army  Sanitary  School  at  Langres,  France,  and  was 
based  upon  studies  at  the  Laboratory  of  Surgical 
Research,  A.  E.  F.,  Dijon. 

Wound  shock  is  the  same  in  all  wounds  of  certain 
kinds,  whether  due  to  accidents  in  civil  life  or  war 
injuries.  Such  cases  exhibit,  beside  the  local  wound, 
a  general  bodily  state,  the  state  of  shock,  which  is 
characterized  as  follows:  the  patient  is  cold,  sweat- 
ing, listless,  and  occasionally  restless;  the  respira- 
tion is  shallow,  the  pulse-rate  rapid,  the  blood 
pressure  low,  and  the  skin  pale.  The  most  out- 
standing feature  of  this  significant  group  of  symp- 
toms called  "shock"  is  the  low  blood-pressure. 

The  theories  to  account  for  shock  have  been  many. 
Reference  is  made  to  the  following: 

1 .  The  low  blood-pressure  is  due  to  exhaustion 
of  the  vasomotor  center  with  relaxation  of  the 
arterioles.  This  view  was  held  by  Mitchell,  Keen, 
and  Morehouse  at  the  time  of  the  Civil  War  and  is 
supported  by  Crile  on  the  basis  of  observations  upon 
nerve  cells  in  cases  of  shock.  Such  nerve  cells  were 
subjected  to  low  blood-pressure  for  a  considerable 
time  before  the  observations.  As  we  know  that  of 
all  tissue  cells  the  nerve  cells  are  the  most  sensitive 
to  a  lack  of  blood  supply  (temporary  retardation 
of  blood  flow  to  the  brain  causes  fainting),  the 
question  arises  as  to  whether  the  nerve-cell  changes 
are  not  the  cause  rather  than  a  mere  effect  of  low 
pressure. 

2.  Another  theory,  with  considerable  recent 
support,  attributes  shock  to  a  liberation  of  fat, 
particularly  in  fractures  of  long  bones,  which  pro- 
duces pulmonary  embolism.  The  result  of  such 
emboli  in  the  lungs  is  assumed  to  be  a  decrease  in  the 
blood-supply  from  the  right  to  the  left  heart  and 
hence  a  fall  of  arterial  pressure  with  its  effects. 
Not  debating  that  fat  is  liberated  into  the  blood- 
stream, the  author  states  that  the  anatomy  of  the 
lung  shows  ample  capacity  of  the  vessels  there  to 
supply  the  left  heart  in  spite  of  the  presence  of 
massive  emboli;  indeed,  half  the  lung  area  may  be 


removed  without  interfering  with  the  circulation 
Furthermore,  the  symptoms  of  fat  emboli  sufficient 
for  circulatory  disturbance  (apna*a,  etc.),  are  not 
seen  in  shock  and  the  blocking  of  the  circulation  in 
the  right  heart  with  the  resulting  congestion  in  the 
systemic  veins  is  also  absent.  In  shock  a  needle 
finds  the  superficial  veins  with  unusual  difficulty 
because  they  are  so  collapsed.  Finally,  the  approved 
treatment  for  shock,  transfusion  of  blood,  which  has 
beneficial  effects,  is  exactly  contrary  to  indications 
if  the  cause  be  pulmonary  embolism  and  venous 
congestion. 

3 .  A  third  theory  assumes  that  there  is  a  loss  of 
CO2  from  the  circulating  blood  (the  "acapnia"  of 
Henderson)  and  that  it  is  to  this  that  the  fall  of 
blood-pressure  is  due.  Pain  is  said  to  be  the  initial 
cause  of  the  rapid  breathing  and  the  loss  of  CO2.  but 
in  shock  both  the  pain  and  this  characteristic 
breathing  are  commonly  absent.  Hence  this  theory, 
like  the  others  mentioned,  lacks  convincing  proof. 

4.  Old  observations  made  with  no  thought  of 
shock  in  mind  found  that  the  first  products  of  pro- 
teid  digestion,  the  proteoses  and  peptones,  are 
extremely  toxic.  These  injected  into  the  circulation 
will  produce  "peptone  shock."  Certain  "lym- 
phagogues"  are  known  to  act  by  so  changing  the 
capillary  walls  that  the  lymph  escapes  in  increased 
amount.  It  is  known  also  that  injured  tissue  cells 
undergo  digestion  into  products  similar  to  those  of 
normal  digestion.  Would  not,  therefore,  a  wound 
with  its  great  tissue  destruction  be  a  source  of  toxic 
products  causing  increased  permeability  of  capillary 
walls,  a  fall  of  blood-pressure,  and  constitutional 
changes?  Records  of  experiments  bearing  on  this 
are  given. 

A  case  of  injury  to  the  leg  followed  by  pressure 
resulted  in  fatal  shock  which  was  not  due  to  haem- 
orrhage. Another  case,  exactly  similar,  in  which 
clips  were  placed  on  the  blood  vessels  for  thirty- 
five  minutes  after  the  injury,  thus  preventing  the 
absorption  of  toxins,  showed  no  fall  of  pressure,  but 
promptly  after  the  removal  of  the  clips  the  pressure 
fell  back  to  shock  level.  As  before  the  injury  the 
nerves  to  the  leg  had  all  been  cut,  connection  with 
the  central  nervous  system  was  severed  and  the 
shock  could  not  be  attributed  to  nerve  impulses. 
Later  the  blood-vessels  were  tied  and  the  original 
pressure  regained.  Such  observations  rationally 
suggest  that  shock  is  brought  about  by  absorption 
of  toxic  products  from  injured  tissue,  these  being 
carried  by  the  blood-stream  throughout  the  body. 

Shock  is,  therefore,  a  toxaemia  and  distinguish- 
able from  the  local  injury.  Delayed  shock,  familiar 
in  this  war — injuries  followed  by  shock  only  after 
time  enough  for  the  absorption  of  toxins,  as  at  the 
base  hospitals  and  not  at  the  front — has,  in  this, 
a  logical  explanation.  Accordingly,  a  tourniquet 
applied  to  a  severely  injured  extremity  close 
above  the  wound  would  prevent  fatal  shock,  and  if 
amputation  has  to  be  done,  should  not  be  removed 
until  after  the  operation.  It  has  been  noted  that 
cases  in  which  a  tourniquet  was  applied  for  haem- 
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orrhage  the  patients  escaped  the  shock  which  the 
terrible  laceration  seemed  to  assure.  This  questions 
the  judgment  of  instructors  who  advise  releasing  the 
tourniquet  every  twenty  minutes  to  restore  the  cir- 
culation, especially  in  view  of  the  cases  cited  in  which 
shock  followed  only  the  release  of  the  constriction. 

Broken  bone  ends  in  lacerated  tissues  must  be 
kept  still  to  obviate  further  damage  and  toxaemia. 
In  the  recent  war  the  Thomas  splint  has  probably 
prevented  shock  in  many  instances  during  trans- 
portation simply  by  its  fixation.  Gas  gangrene  from 
various  bacilli  which  are  proteolytic  in  action  is 
associated  with  shock,  the  action  being  biochemical 
like  that  of  autolysis  in  dying  tissue  and  "liberating 
toxic  materials  from  protein  decomposition.  The 
fall  of  blood-pressure  below  80  becomes  itself  injuri- 
ous, due  to  the  decrease  in  the  oxygen  supply  to  the 
tissues  and  the  resulting  acidosis;  the  lower  the 
pressure  the  more  rapid  the  injury,  and  the  longer 
the  pressure  the  greater  the  injury. 

The  best  treatment  for  critical  low  pressure  is  the 
transfusion  of  blood.  This  supplies  the  volume  of 
fluid  and  increases  the  number  of  oxygen  carriers. 
Therefore  it  is  particularly  indicated  when  haem- 
orrhage is  present  as  well.  Other  fluids  are  good 
also,  even  if  transient  in  effect :  normal  salt  solution, 
glucose  solution,  gum-salt  solution  (0.6  per  cent 
gum  acacia  in  o .  9  per  cent  sodium  chloride) .  Trans- 
fusion, or  infusion,  must  be  done  early  to  get  ahead 
of  the  damage  to  the  vital  medullary  centers;  other- 
wise the  pressure  falls  back  again  as  soon  as  the 
inflow  ceases.  This  fact  emphasizes  the  importance 
of  resuscitation  measures  in  warfare  as  near  the 
front  as  possible.  In  addition  to  the  measures  men- 
tioned fluid  by  mouth  or  rectum  is  of  great  value. 
Robertson  has  determined  that  1,500  cubic  centi- 
meters (33  per  cent  of  a  man's  blood-volume)  can 
be  added  to  the  circulating  blood  in  this  way  in 
twenty-four  hours  and  maintained.  Heat  also  is 
of  extreme  importance.  Blood  counts  have  demon- 
strated that  in  severe  shock  there  is  a  capillary 
stagnation,  the  red  count  in  the  capillaries  common- 
ly being  as  much  as  2,500,000  more  than  in  the  veins. 
This  fact  and  the  loss  of  heat  from  sweating,  ex- 
posure, wet  clothes,  and  lying  upon  the  stretcher 
in  a  patient  who  is  producing  less  heat  than  nor- 
mally, demand  artificial  heat.  Heat,  rest,  and 
morphine  have  saved  many  lives.  Another  fact  that 
must  be  remembered  in  the  treatment  of  such  cases 
is  that  patients  in  shock  are  very  sensitive  to  anaes- 
thesia which  further  depresses  a  dangerously  low 
pressure  and  induces  acidosis.  Ether  inexpertly 
administered  might  be  fatal  where  N2O  and  O 
(the  oxygen  25  per  cent)  preceded  by  morphine, 
in  amounts  sufficient  to  maintain  analgesia  rather 
than  anaesthesia,  would  be  successful. 

F.  W.  PiNNEO. 

Fisher,  W.  H. :  Myxoma.  Ann.  Surg.,  1919,  Ixix,  596. 

Myxomata  are  tumors  composed  of  a  tissue 
which  resembles  none  found  in  the  normal  adult 
organism.     It  is  made  up  of  well-formed  isolated 


cells  of  a  somewhat  stellate  appearance,  giving 
off  delicate  processes.  The  individual  cells  are 
separated  from  each  other  by  a  matrix  contain- 
ing varying  amounts  of  mucin  which  takes  on  a 
difTerential  stain  with  thionin.  In  this  matrix  are 
large  but  thin-walled  vessels.  Many  pathologists 
doubt  the  existence  of  a  pure  myxoma  and  contend 
that  we  should  refer  to  myxomatous  modification 
or  degeneration  of  some  form  of  connective-tissue 
neoplasm  as  a  lipoma  or  chondroma  with  myxoma- 
tous change.  While  this  must  be  admitted  as 
regards  most  myxomata,  there  seem  to  be  a  few 
tumors  which  should  be  classed  as  entities.  Ribert 
has  described  small  pure  myxomatous  tumors 
of  the  endocardium.  According  to  Ewing,  pure 
myxomata  cannot  be  differentiated  into  fibromata, 
lipomata.  or  other  tumors.  Dennis  admits  that 
myxomata  do  occur  and  believes  that  irritation 
leading  to  a  chronic  inflammation  is  an  exciting 
cause  in  many  cases  as  in  the  polypoid  growths  of 
the  nose  in  patients  suffering  from  chronic  catarrh. 
Virchow  reports  myxoma  of  the  labium  which 
recurred  and  eventually  produced  many  myxomatous 
metastases. 

The  author  reports  a  myxoma  of  unusual  size. 
The  patient,  a  woman  50  years  old,  had  noticed  a 
small  tumor  on  the  right  labium  for  five  years. 
Its  growth  had  been  slow  and  it  had  never  occa- 
sioned any  discomfort  except  by  its  size.  After 
removal  it  was  found  to  weigh  7  pounds  and 
measure  8  inches  in  diameter.  Microscopic  ex- 
aminations of  various  portions  showed  it  to  be  a 
typical  primary  myxoma.  The  author  agrees  with 
those  who  believe  that  a  pure  myxoma  should  be 
classed  as  an  entity.  The  patient  has  had  no  re- 
currence at  the  end  of  more  than  a  year  and  weighs 
40  pounds  more  than  she  did  before  the  operation. 

Gatewood. 

Kelly,  H.  A.:  The  Early  Recognition  and  Treat- 
ment of  Cancer.  The  Duty  and  Opportunity 
of  the  General  Practitioner.  Therap.  Gaz.,  1919, 
xliii,  381. 

The  author  states  that  we  might  briefly  summarize 
the  results  of  the  past  years  of  multiplied  activities 
in  the  domain  of  malignant  disease  by  saying  that 
they  have  brought  the  subject  of  cancer  prominently 
before  the  consciousness  of  the  public  and  in  this 
way  have  secured  a  more  or  less  nation-wide  co- 
operation in  the  discovery  and  treatment  of  many 
cancer  cases  in  their  early  stages.  Such  early  dis- 
covery and  treatment  of  the  condition  saves  thou- 
sands of  lives  yearly,  and  when  ultimately  the  entire 
medical  profession  acts  together  in  seeking  out 
and  securing  prompt  treatment  for  all  early 
cases,  the  lives  of  many  thousands  more  will  be 
saved.  The  general  practitioner  is  urged  to  assume 
that  a  condition  is  malignant  until  the  contrary  is 
proved. 

The  most  obvious  of  aU  cancers,  as  well  as  the 
commonest,  are  those  which  begin  in  the  skin  of  the 
face  and  are  called  basal-celled  epitheliomata.    The 
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treatment  of  these  face  cancers  consists  in  either 
radium  or  surgery,  and  when  instituted  early  is 
most  successful.  Radium  is  preferable  as  it  resolves 
the  tissue  back  to  normal  without  loss  of  substance 
or  disfigurement.  In  the  more  advanced  stages 
nothing  can  be  done  except  to  relieve  the  victim 
with  opiates. 

In  cases  of  cancer  of  the  lip  it  is  also  of  the  utmost 
importance  to  suspect  at  once  the  tiniest  lesion 
which  does  not  heal  immediately,  which  breaks  out 
repeatedly,  or  which  remains  fissured.  Here,  too, 
radiation  or  an  early  operation  will  save  much 
sorrow  and  regret.  The  great  urgency  for  imme- 
diate action  in  this  group  lies  in  the  fact  that  as  soon 
as  the  lesion  assumes  any  size,  and  sometimes  when 
it  is  insignificant,  it  jumps  down  into  the  glands 
of  the  neck  where  only  a  radical  mutilating  opera- 
tion can  reach  it. 

Mouth  and  tongue  cancer  must  also  be  discovered 
early  for  successful  treatment,  for  once  the  deeper 
tissues  are  involved  the  case  is  almost  hopeless  from 
every  standpoint.  Some  tonsillar  growths  are  very 
responsive  to  radium  and  some  not  at  all.  All,  if 
malignant,  are  very  poor  surgical  risks.  The  larynx, 
on  the  other  hand,  is  a  brilliant  field  for  radium  as 
sometimes  even  very  advanced  cases  can  be  helped 
considerably. 

Special  emphasis  is  placed  upon  the  urgency  of 
treating  seriously  every  little  lump  in  the  breast. 
Here  surgery  is  the  recourse,  or  rather  surgery  plus 
the  microscope.  The  suspected  tissue  removed 
should  not  be  thrown  away  but  put  at  once  into  a 
lo  per  cent  solution  of  formalin  and  sent  to  a  first- 
class  pathologist  for  a  report.  The  wide-mouth 
bottle  with  its  lo  per  cent  formalin  solution  is  just 
as  essential  a  tool  for  the  surgeon's  kit  as  his  knife 
or  his  needles  and  suture  materials. 

In  cancer  of  the  breast  there  is  a  surgical  paradox 
to  be  proclaimed,  namely,  that  while  it  is  not  in  the 
best  interests  of  the  patient  to  treat  any  small 
growth  or  good  operable  risk  with  radium,  never- 
theless radium  will  sometimes  do  wonders  in  a 
very  advanced  inoperable  case  and  is  invaluable 
in  recurrences  and  in  preventing  recurrences.  If 
metastases  are  found  in  the  lungs  it  is  useless  to 
radiate. 

Hodgkin's  disease  is  amenable  to  radium  to  an 
extraordinary  degree.  Lymphosarcoma,  which  from 
a  surgical  standjpoint  is  utterly  incurable,  is  easily 
dissipated  by  radium  if  treated  early.  Sarcoma 
of  the  testis,  fatal  through  early  metastases  up 
into  the  abdomen,  often  gives  brilliant  results 
from  radium  and  improvement  even  when  far  ad- 
vanced. 

The  sum  of  the  whole  matter  seems  to  be  this: 
that  greater  zeal  is  needed  on  all  sides  in  getting  hold 
of  cancer  cases  earlier  and  an  equally  greater  zeal  is 
irnperatiye  in  getting  them  operated  upon  or  treated 
with  radium  at  an  early  date. 

The  paper  is  illustrated  with  fourteen  cuts  show- 
ing patients  before  treatment  and  after  they  have 
been  cured  by  radium:   two  cases  of  epithelioma  of 


the  nose;  one  case  of  extensive  epithelioma  of  the 
eye;  one  case  of  extensive  epithelioma  of  the  nose 
and  inner  canthus  of  the  eye;  one  case  of  cancer  of 
the  lower  lip;  one  case  of  Hodgkin's  disease  (cured 
locally) ;  and  one  case  of  lymphosarcoma  of 
the  neck  which  has  remained  well  for  over  five 
years. 

Vries,  W.  M.  de:  The  Formation  of  Metastases  in 
Cancer  (Over  Metastase-Vormung  bij  Ranker). 
Ncderl.  Tijdschr.  v.  Geneesk.,  1919,  i,  1068. 

In  a  previous  report  the  author  stated  that  he 
found  518  cases  of  cancer  in  3,700  autopsies.  In  the 
present  report  he  takes  up  the  question  of  metas- 
tases. In  a  total  of  528  cancers  of  various  parts  of 
the  body  there  were  metastases  into  the  liver  in 
156  and  into  the  bones  in  53.  Metastasis  into  the 
lung  tissue  was  not  much  more  frequent  than  metas- 
tasis into  the  bones,  i.e.,  in  66  cases  only.  Alto- 
gether there  were  375  metastases  in  the  528  cases. 
It  is  possible  that  osseous  metastases  were  more 
frequent  as  the  whole  skeleton  was  not  examined. 

The  occurrence  in  several  instances  of  multiple 
metastases  suggests  that  they  are  formed  by  way  of 
the  blood-stream. 

Metastases  into  the  liver  were  most  frequent  in 
cases  of  cancer  of  the  biliary  passages  (26  out  of  36 
cases).  The  same  cases  also  gave  a  high  percentage 
of  lung  and  osseous  metastases.  Nineteen  cases  of 
prostatic  and  17  cases  of  bladder  cancer  gave  re- 
spectively 5  and  3  osseous  metastases.  Of  69  oeso- 
phageal cancers  there  were  metastases  into  the  liver 
in  18  and  into  the  lung  in  12. 

The  author  believes  that  mechanical  factors  alone 
do  not  sufficiently  explain  the  occurrence  and  varia- 
tion in  location  of  metastases  of  malignant  disease. 
It  is  probable  that  cancer  cells  circulate  very  freely 
in  the  blood  but  die  there  quickly.  In  the  organs  in 
which  metastases  are  rare,  chemical  factors  may  aid 
in  their  destruction,  and  this  possibility  suggests 
the  treatment  of  cancer  with  extracts  prepared 
from  such  organs.  In  the  528  cases  of  cancer  exam- 
ined metastases  were  found  only  7  times  in  the 
stomach,  8  times  in  the  kidney,  and  7  times  in  the 
pancreas.  In  12,730  autopsies,  Kaufmann  found 
1,078  cancers,  only  8  of  which  had  metastases  into 
the  spleen.  In  these  cases  the  primary  lesion  was 
abdominal  or  pelvic.  However,  experiments  made 
so  far  with  splenic  extracts  do  not  appear  to  have 
given  any  encouragement  as  the  results  were  nega- 
tive. 

The  comparison  of  various  statistics  shows  that 
while  primary  cancer  in  certain  countries  varies 
considerably  as  regards  the  organ  involved,  the 
proportion  and  distribution  of  metastases  are  every- 
where about  the  same  for  the  same  organ.  This 
constancy  in  distribution  of  metastases,  the  exemp- 
tion of  the  muscles,  the  extremely  rare  involvement 
of  the  brain,  and  the  prevalence  of  metastases  in  the 
liver,  bones,  and  suprarenals  are  matters  for  which 
no  satisfactory  explanation  can  be  offered  at  present. 

W.  A.  Brennan. 
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Harrop,  G.  A.:  The  Oxygen  Consumption  of 
Human  Erythrocytes.  Arch.  Int.  Med.,  1919, 
xxiii,  745. 

The  earlier  work  on  the  respiratory  metabolism 
of  the  blood  itself  was  in  large  part  rendered  value- 
less because  of  a  lack  of  knowledge  regarding  the 
growth  of  micro-organisms,  the  effects  observed 
being  due  merely  to  bacterial  action.  It  has  been 
shown  by  Warburg  and  by  Morowitz  and  his 
pupils,  however,  that  under  certain  circumstances 
each  of  the  pnm  ipal  formed  elements  of  the  blood, 
leucocytes,  erythrocytes,  and  platelets,  has  a 
measurable  oxygen  consumption. 

Harrop  explains  there  is  now  good  evidence  that 
the  red  cells  in  the  circulating  blood  which  appear 
reticulated  when  stained  in  fresh  preparations  with 
brilliant  cresyl  blue  are  young  erythrocytes.  The 
reasons  for  this  belief  are,  in  the  first  place,  that 
increased  bone-marrow  activity,  as  indicated  by  a 
rise  in  the  number  of  red  cells  and  in  the  percentage 
of  haemoglobin,  is  accompanied  by  a  parallel  increase 
in  the  percentage  of  these  cells  in  the  blood;  and, 
in  the  second  place,  that  a  large  percentage  of  all  of 
the  red  blood-cells  in  the  bone-marrow  without  nuclei 
are  reticulated. 

The  author  has  carefully  studied  the  oxygen  ab- 
sorption in  the  blood  of  persons  suffering  from  various 
types  of  anaemia  and  has  compared  it  with  the 
concentration  of  reticulated  cells  as  well  as  with 
other  abnormal  findings  in  the  blood  in  an  effort  to 
correlate  the  oxygen  consumption,  if  any,  which 
occurs  in  human  anaemia  with  the  other  available 
findings. 

The  method  used  in  estimating  the  reticulated 
cells  was  that  of  Robertson.  This  gives  well-stained 
and  well-distributed  preparations.  One  thousand 
cells  were  counted  in  each  case  and  the  percentage 
determined  therefrom. 

For  the  determination  of  the  blood-oxygen  the 
blood-gas  apparatus  devised  by  Van  Slyke  was 
employed. 

The  following  conclusions  were  drawn: 

1.  Normal  mature  human  erythrocytes  have  no 
oxygen  consumption  measurable  by  present  methods. 

2.  When  measurably  increased  in  the  blood  of 
individuals  with  anaemia,  the  oxygen  consumption 
has  no  relation  to  the  severity  of  the  anaemia  and  no 
constant  relation  to  histologic  abnormalities  in  the 
erythrocytes  other  than  increases  in  the  number  of 
reticulated  cells. 

3.  Blood  which  contains  abnormal  numbers  of 
reticulated  erythrocytes  has  an  oxygen  consumption 
proportional  to  the  percentage  of  reticulated  cells 
present. 

4.  The  data  afford  evidence  that  the  two  phenom- 
ena go  hand  in  hand.  Both  are  due  to  the  presence 
of  abnormal  numbers  of  young  cells,  and  both  are 
probably  rather  accurate  indicators  of  functional 
variations  in  the  bone-marrow  and  the  amount  of 
blood  regeneration.  G.  E.  Beilby. 


Bond,  C.  J. :  The  Physical  State  of  the  Blood-Serum 
in  Relation  to  its  Agglutinin  and  Antibody 
Content:  The  Effect  of  Friction  and  Pressure. 

Brit.  M .  J.,  1919,  i,  729. 

This  article  is  interesting  from  many  points  of 
view  but  especially  because  the  author  states  that 
the  blood-serum  can  be  changed  in  its  character  by 
purely  physical  processes.  Such  simple  processes 
as  friction  and  pressure  cause  a  marked  change  in 
the  biological  activity  of  the  serum. 

Ha-magglutinating  sera  are  often  kept  by  allowing 
the  sera  to  dry  on  a  cover  slip.  The  author  noticed 
that  on  redissolving  these  dried  films  they  varied  in 
their  haemagglutinating  property,  and  that  when 
solution  was  facilitated  by  stirring,  the  agglutinating 
properties  were  less  active  than  when  solution  was 
allowed  to  proceed  without  aid.  To  investigate  this 
phenomenon  further  he  placed  serum  in  a  mortar 
and  ground  it  with  the  pestle.  This  caused  it  to 
throw  down  a  sediment.  The  sediment  was  allowed 
to  settle  and  the  clear  supernatant  fluid  pipetted 
off.  The  liquid  was  designated  as  Liquor  I  and  the 
sediment  as  Sediment  I. 

On  subjecting  Liquor  I  to  another  grinding,  still 
more  sediment  was  formed.  Upon  again  separating 
the  liquid  from  the  sediment  either  by  gravity  or 
centrifuge  he  labeled  this  second  liquid  and  sediment 
Liquor  II  and  Sediment  II  respectively.  By  a  third 
process  of  grinding  he  was  able  to  produce  further 
liquid  and  sediment  which  were  labeled  Liquor  III 
and  Sediment  III. 

After  producing  and  separating  the  sediments  and 
liquors  the  author  was  interested  in  the  effect  of 
such  a  grinding  process  upon  the  agglutinating 
properties  of  the  serum.  The  power  of  agglutination 
he  represents  as  follows:  -|-,  ++,  +  ++,  etc. 
It  was  found  that  a  serum  with  an  agglutinating 
power  of  +  could  be  raised  to  an  agglutinating 
power  -f-f -H  in  the  second  and  third  liquors.  The 
specificity  of  the  serum  is  not  changed  by  this 
process.  Any  serum  which  was  negative  in  its 
agglutinating  power  on  certain  red  cells  remained 
negative  after  the  grinding  process. 

Simply  allowing  a  serum  to  stand  wiU  increase  its 
agglutinating  power,  but  not  so  markedly  as  the 
grinding  process.  A  serum  with  a  mere  trace  of 
agglutinating  activity  showed  a  -f  reaction  in 
seven  days.  The  sediment  had  no  agglutinating 
activity  when  suspended  in  normal  saline  and 
mixed  with  red  blood-cells. 

Transudates  contain  no  free  haemagglutinin  nor  do 
their  liquors,  but  their  sediments  do.  The  reaction 
is  the  same  for  ascitic  fluid.  Exudates  show  the  same 
reaction  as  the  serum.  The  cerebrospinal  fluid 
reacts  as  a  transudate.  The  specificity  of  reaction 
in  transudates,  exudates,  and  other  body  fluids 
frequently  disappears  when  subjected  to  the  grind- 
ing process.  The  secretions  such  as  saliva,  mucus, 
and  milk  show  agglutinative  properties  after 
grinding,  but  they  are  not  specific.  In  the  saliva  and 
mucus  the  property  resides  in  the  sediment.  In 
milk  it   is   in   the   liquors. 
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The  normal  excretions  such  as  urine  show  no 
agglutinin  in  the  liquors  but  the  sediments  show  a 
non-specific  agglutination.  Even  the  cells  of  the 
individual  secreting  the  urine  are  agglutinated  by  the 
sediment.  Albuminous  urine  shows  agglutination. in 
the  liquors  as  well  as  the  sediment. 

The  complement  in  guinea-pig  serum  remains  in 
the  liquor  when  subjected  to  the  grinding  process, 
as  does  the  complement-deviating  power  of  syphilitic 
sera.  Grinding  a  negative  serum  does  not  convert 
it   into   a  positive   complement-deviating  serum. 

Bacterio-agglutinins  act  in  the  same  way  as 
haemagglutinins.  They  are  found  in  the  liquors 
and  their  activity  is  increased  by  grinding.  The 
increase  in  their  agglutinative  capacity  is  specific. 

J.  L.  BUTSCH. 

Fleming,  A.,  and  Porteus,  A.  B.:  Blood  Trans- 
fusion by  the  Citrate  Method.  Lancet,  1919, 
cxcvi,  973. 

The  author  prefers  the  citrate  method  of  blood 
transfusion  on  account  of  its  technical  advantage 
and  believes  it  is  the  general  preference  of  men  who 
have  had  considerable  experience  with  the  different 
methods.  The  results  of  this  method  do  not  differ 
from  those  of  others. 

The  direct  method  has  many  drawbacks.  It  is 
difficult,  necessitates  cutting  down  on  the  vessels, 
and  inflicts  more  damage  upon  the  donor  than  is 
justifiable.  By  this  method,  moreover,  the  amount 
of  blood  given,  which  is  of  great  importance,  cannot 
be  estimated.  The  syringe  method  is  troublesome 
as  in  order  to  get  the  proper  co-ordination  it  requires 
two  operators  who  are  accustomed  to  operating 
together.  The  Kimpton  tube  also  necessitates  cut- 
ting down  onto  the  vessels.  The  citrate  method 
avoids  all  these  objections,  leaves  all  the  vessels 
intact,  and  prevents  clotting. 

Fleming  uses  the  Moss  method  of  selecting  his 
donors,  but  points  out  that  this  is  unnecessarj'  when 
what  Lee  said  in  regard  to  transfusion  is  kept  in 
mind.  Lee  pointed  out  that  only  one  thing  matters 
as  regards  compatibility  of  bloods  of  donors  and 
recipients,  i.  e.,  whether  the  serum  of  the  recipient 
will  agglutinate  the  corpuscles  of  the  donor.  This 
can  be  determined  easily  by  mixing  the  donor's 
corpuscles  and  recipient's  serum.  Three  drops  of  the 
donor's  blood  in  i  cubic  centimeter  of  a  2  per  cent 
sodium  citrate  solution  gives  about  the  proper 
proportion.  The  serum  of  the  recipient  is  obtained 
by  drawing  about  5  cubic  centimeters  of  blood  from 
the  vein  with  a  small  syringe  and  placing  it  in  a 
test-tube.  After  the  blood-clots  and  the  serum  have 
separated,  the  latter  is  pipetted  off  into  another 
clean  test-tube.  The  test  is  then  made  on  a  cover 
slip.  Two  drops  of  the  recipient's  serum  are  placed 
on  the  slip  and  then  one  drop  of  the  suspension  of 
the  donor's  corpuscles.  The  two  are  well  mixed, 
allowed  to  stand  an  instant,  and  then  examined 
under  the  microscope,  the  cover  slips  often  being 
placed  on  a  hollow  ground  slide.  If  the  corpuscles 
are  evenly  scattered  over  the  field  and  no  clumping 


of  the  cells  is  noticed,  the  donor  is  suitable.  If, 
however,  there  is  clumping  and  there  are  large  clear 
spaces  in  the  field,  the  donor's  blood  is  unsuitable. 
In  such  cases  another  donor  must  be  sought  and 
tested  out  in  the  same  way. 

When  many  transfusions  are  made  it  is  better  to 
have  the  patients  grouped.  This  may  be  done  in  a 
moment's  notice  if  the  serum  of  Group>s  II  and  III 
are  at  hand.  The  corpuscles  of  Group  I  are  agglu- 
tinated by  both  sera.  Those  of  Group  II  are  aggluti- 
nated by  Group  III  serum  but  not  by  Group  II 
serum.  Group  III  corpuscles  are  agglutinated  by 
Group  II  serum  but  not  by  Group  III  serum.  Group 
IV  corpuscles  are  not  agglutinated  by  either  of  the 
sera.  Thus  the  blood  of  donors  in  Group  IV  may  be 
given  to  any  one,  while  that  of  donors  in  Group  I 
can  be  given  only  to  persons  belonging  to  Group  I, 
that  of  those  belonging  to  Group  II  to  persons 
belonging  to  Groups  I  and  II,  and  that  of  donors  of 
Group  III  to  those  belonging  to  Groups  I  and  III. 
Eight  per  cent  of  people  belong  to  Group  I;  40  per 
cent  to  Group  II;  10  per  cent  to  Group  III;  and 
42  per  cent  to  Group  1\.  The  most  useful  donors 
are  those  of  Groups  II  and  IV.  The  latter  can  give 
blood  to  all  recipients  and  the  former  to  50  per  cent 
of  them. 

The  author  uses  the  Robertson  pressure  bottle 
apparatus,  which  is  described  in  detail.  His  work 
was  limited  mainly  to  cases  of  acute  haemorrhages 
and  his  results  were  excellent.  He  uses  blood  which 
he  immunizes  by  placing  into  it  small  doses  of  vac- 
cine and  incubating  for  two  hours.  He  tested  the 
effect  of  the  citrated  blood  on  the  coagulative  power 
of  the  blood  and  found  it  did  not  modify  it. 

J.  L.  BUTSCH. 

Lindeman,  E.:  Blood  Transfusions  without  a  Chill 
by  the  Syringe-Cannula  System :  Two  Hundred 
and  Fourteen  Consecutive  Cases.    /.  Am.  M. 

Ass.,  1919,  Ixxii,  1661. 

The  author  has  devised  a  cannula  which  consists  of 
three  telescoping  cannulae.  The  smallest  has  a  sharp 
end  while  the  outer  two  are  dull  pointed  and  succes- 
sively shorter.  These  cannvdae  will  fit  any  Luer 
syringe. 

The  complete  apparatus  consists  of  six  20-cubic 
centimeter  Luer  syringes,  two  tourniquets,  two  sets 
of  cannulae,  one  for  the  donor  and  one  for  the  recip- 
ient, and  three  basins  containing  sterile  normal  salt 
solutions. 

In  the  operation  one  operator  draws  the  blood  and 
then  passes  the  full  syringe  to  a  second  operator  who 
administers  it.  The  second  operator  then  passes  the 
empty  syringe  to  a  nurse  who  rinses  it  in  normal  salt 
solution.  The  cannulae  are  left  in  place  in  the  vessels 
of  the  donor  and  recipient  throughout  the  procedure 
and  the  syringes  are  used  repeatedly.  By  this  method 
whole  blood  is  administered  by  means  of  a  minimum 
of  apparatus  in  a  minimum  of  time  and  without  the 
use  of  anticoagulants. 

Reactions  in  blood  transfusions  may  be  due  to: 
(i)  haemolysis  and  agglutination,  (2)  toxic  substances 
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developed  in  the  blood  during  the  time  it  remains 
outside  of  the  body,  (3)  chemicals  such  as  anticoagu- 
lants and  sodium  chloride,  and  (4)  sensitization  and 
anaphylaxis. 

.  The  author  believes  that  with  careful  supervision 
of  the  tests  for  agglutinins  reactions  can  be  pre- 
vented by  his  method  of  transfusion.    K.  L.  Vehe. 

Galindez,  A. :  The  Importance  of  Hypercholester- 
semia  in  Biliary  Calculus  (Valor  de  la  hipercol- 
esterinemia  en  el  suero  sangulneo  en  la  litiasis 
biliar).  An  d.  Inst.  mod.  de  din.  mH.,  Buenos  Aires, 
1919,  iii.  225. 

In  a  number  of  cases  of  operations  for  biliary 
calculus  Galindez  found  that  the  value  of  cholesterin 
in  the  blood  varied  from  a  maximum  of  3.4  per  cent 
to  a  minimum  of  0.6  per  cent.  The  high  figure  was 
obtained  in  the  case  of  a  patient  in  an  advanced  state 
of  pregnancy.  He  concludes  therefore  that  as  hyper- 
cholesterasmia  is  not  constant  it  cannot  be  considered 
as  a  sign  of  biliary  calculus.  There  is  no  constant 
relation  between  the  cholesterin  in  the  blood-serum 
and  that  in  the  bile. 

Seventy-one  examinations  for  cholesterin  in  the 
blood-serum  were  made  also  in  disease  conditions 
other  than  biliary  lithiasis.  Varying  amounts  of 
cholesterin  were  found.  Thus  cases  of  catarrhal 
icterus  showed  cholesterin  in  amounts  varying  from 
0.7  to  2.1  per  cent  and  pulmonary  tuberculosis 
amounts  varying  from  i  to  3.6  per  cent.  There  is, 
however,  no  constant  hypercholesteraemia  in  the 
majority  of  the  diseases  which  disturb  the  function- 
ing of  the  liver. 

Of  16  patients  operated  upon  for  chronic  appen- 
dicitis, either  alone  or  associated  with  pericolitis,  10 
showed  hypercholesteraemia  and  6  hypocholester- 
aemia. 

Galindez'  study  has  disillusioned  him  with  regard 
to  the  diagnostic  value  of  hypercholesteraemia  in 
cases  of  biliary  calculus.  His  findings  contradict 
those  of  the  French  school.  There  are  other  factors 
besides  lithiasis  capable  of  affecting  the  quantity  of 
cholesterin  in  the  blood-serum.  One  of  these  is  pos- 
sibly insufficiency  or  bad  functioning  of  the  glands 
of  internal  secretion.  W.  A.  Brennan. 

Larkin,  J.  H.,  Cornwall,  L.  H.,  and  Levy,  I.  J.: 
The  Technique  for  the  Wassermann  Reaction. 

/.  Lah.  6*  Clin.  Med.,  1919,  iv,  571. 

The  following  technique  is  employed  by  the 
authors  in  performing  the  Wassermann  test. 
In  its  essential  details  it  is  the  Wassermann-Citron 
technique  with  certain  modifications  based  upon 
the  results  of  the  more  recent  research  in  this  field. 

The  total  volume  of  the  reactions  is  2 . 5  cubic 
centimeters,  being  one-half  the  amount  of  the 
original  volume  used  by  Wassermann  and  his 
co-workers.  Each  ingredient  is  diluted  in  accordance 
with  preliminary  titrations,  so  that  for  the  test  0.5 
cubic  centimeter  of  each  ingredient  is  added.  The 
figures  given  apply  to  the  original  Wassermann 


amounts,  and  for  their  application  to  the  authors' 
work  are  divided  by  two. 

Blood  sera  are  sent  to  the  laboratory  on  the 
afternoon  of  the  day  previous  to  that  on  which 
tests  are  performed.  They  are  allowed  to  coagulate 
and  stand  at  room  temperature  from  one-half  to 
two  hours.  The  clots  are  then  carefully  separated 
from  the  sides  of  the  tubes  with  a  fine  sterile  wire 
and  the  tubes  placed  in  the  ice  chest  overnight. 
On  the  following  morning  the  sera  are  poured  off  or 
pipetted  from  the  clots,  centrifugalization  being 
resorted  to  only  when  the  sera  are  not  clear  and 
free  from  cells.  All  sera  are  inactivated  in  a  water- 
bath  at  55  degrees  centigrade  for  one-half  hour. 

The  haemolytic  system  consists  of  sheep  cells  and 
anti-sheep  haemolytic  amboceptor  derived  from 
rabbits. 

Corpuscles  are  obtained  fresh  from  an  abattoir  on 
the  day  previous  to  that  on  which  the  fests  are 
performed.  The  whole  blood  is  collected  in  a 
sterile  glass  bottle,  tightly  stoppered  and  con- 
taining glass  beads.  It  is  defibrinated  by  gentle 
shaking  for  fifteen  to  thirty  minutes.  After  de- 
fibrination it  is  filtered  through  twelve  thicknesses 
of  sterile  gauze  to  remove  any  small  clots  of  fibrin 
including  cells  in  their  meshes.  The  filtrate  is 
placed  in  15  cubic  centimeter  centrifuge  tubes  and 
centrifugalized  four  times  at  high  speed.  The 
first  centrifugalization  is  for  twenty-five  to  thirty 
minutes.  The  pure  serum  is  then  pipetted  off  and 
the  cells  well  mixed  with  0,9  per  cent  sterile  saline. 
The  second,  third,  and  fourth  centrifugalizations 
are  for  twenty-five,  fifteen,  and  fifteen  minutes 
respectively,  the  saline  being  pipetted  off  and  fresh 
saline  added  each  time.  Samples  of  blood  showing 
any  haemoglobin  tinge  in  the  supernatant  saline 
after  the  third  or  fourth  centrifugalization  are 
discarded.  The  washed  corpuscles  are  placed  in  the 
ice  chest  overnight,  and  on  the  following  morning  a 
5  per  cent  suspension  of  the  packed  corpuscles  is 
made  up  for  titrations  and  tests. 

Guinea-pig  complement  is  obtained  by  bleeding 
to  death  from  the  carotid  artery  from  three  to  five 
animals.  Animals  of  average  size  weighing  from  250 
to  500  grams  are  selected  when  this  is  possible,  and 
are  not  fed  for  at  least  twelve  hours  before  the 
bleeding.  Unnecessary  excitement  of  the  animals 
is  avoided.  The  complement  is  obtained  in  the  late 
afternoon  preceding  the  day  of  the  tests  and  it  is 
allowed  to  coagulate  at  room  temperature.  The 
clot  is  separated  with  a  small  sterile  wire,  and  the 
containers  (15  cubic  centimeter  centrifuge  tubes) 
are  placed  in  the  ice  chest  over  night.  On  the 
following  morning  the  serum  is  pipetted  off  and 
centrifugalized  once  at  high  speed  until  all  cells  are 
thrown  down.  It  is  then  pipetted  to  another 
sterile  container  and  placed  in  the  ice  chest  until 
used.  This  usually  yields  a  clear,  yellowish  serum. 
A  slight  haemoglobin  tinge  is  of  no  particular 
importance. 

The  anti-sheep  haemolytic  amboceptor  is  placed 
in  small,  sealed,  sterile  ampules  after  inactivation 
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at  s6  degrees  centigrade  for  one-half  hour.  The 
ampules,  each  of  which  contains  approximately  5 
cubic  centimeters,  are  kept  in  the  ice  chest  near  the 
ice.  G.  E.  Beilby. 

BLOOD  AND  LYMPH  VESSELS 

Lozano:   The  Present  Status  of  Arterial  Surgery 

(Estado  actual  de  la  cirugia  de  las  arterias).     Rev. 
espaA.  de  drug.,  1919,  i,  193. 

Lozano  reports  the  findings  of  a  commission 
appointed  to  inquire  into  the  recent  developments 
in  vascular  surgery.  The  article  includes  a  discus- 
sion on  (i)  arterial  suture;  (2)  the  treatment  of 
aneurisms;  (3)  operations  for  assumed  or  con- 
firmed arterial  wounds;  and  (4)  sympathectomy. 

The  technique  of  arterial  suture  has  been  greatly 
perfected,  and  owing  to  this  progress  healing  can  be 
obtained  without  coagulation  or  haemorrhage. 

The  results  which  have  been  obtained  so  far  in 
the  experimental  field,  including  work  on  lateral  and 
circular  sutures,  anastomoses,  and  grafts,  were 
obtained  in  cases  in  which  the  arteries  were  in  a 
healthy  condition.  Such  results  have  not  been 
realized  clinically. 

The  clinical  indications  for  vascular  suture  have 
been  reduced  for  the  following  reasons:  (i)  owing 
to  the  infection  of  the  vessel-wall  in  cases  of  wounds ; 
(2)  owing  to  disease  and  degeneration  of  the  arterial 
walls;  (3)  because  in  the  majority  of  cases  ligation 
gives  the  same  results  as  suture  without  the  danger 
of  a  subsequent  haemorrhage. 

In  the  recent  war  suture  was  applied  even  to 
types  of  cases  in  which  it  appeared  unsuitable. 
Ligation  did  not  produce  gangrene  in  more  than 
3  per  cent  of  the  cases  although  applied  to  arteries 
the  condition  of  which  was  considered  dangerous 
owing  to  failure  of  the  establishment  of  collateral 
circulation. 

In  senile  or  atheromatous  gangrene  arterial 
suture  is  not  applicable,  owing  to  the  diffusion  of  the 
lesions. 

In  circumscribed  thrombosis  suture  is  not  applic- 
able owing  to  (i)  the  difficulty  of  diagnosis  and  (2) 
the  benefit  obtained  from  expectant  treatment. 

The  prevention  of  a  solution  of  continuity  in  an 
artery  by  means  of  well-prepared  grafts  of  limi- 
trophic  tissue  is  considered  an  excellent  method 
since  it  provides  a  satisfactory  safeguard  against 
postoperative  haemorrhage. 

In  the  treatment  of  aneurisms  the  Matas  arterior- 
rhaphy  is  the  method  of  choice. 

The  Matas  arteriorrhaphy  is  recommended  for 
aneurisms  and  not  recommended  for  war  wounds 
and  thrombosis  for  the  following  reasons:  (i)  in 
every  aneurism  a  collateral  circulation  is  established 
for  a  long  time,  even  in  the  wall  of  the  aneurismal  sac 
itself;  (2)  in  wounds  and  thromboses  such  collateral 
circulation  is  not  fully  established  and  the  operation 
will  interfere  with  it;  (3)  the  Matas  arteriorrhaphy  is 
not  strictly  an  arteriorrhaphy  but  a  postoperative 
plastic  operation  which  prevents   haemorrhage. 


Surgical  operation  in  vascular  wounds  ought  to  be 
immediate  and  an  exploratory  operation  should  be 
performed  when  the  presence  of  such  wounds  is 
suspected. 

The  sympathectomy  of  Leriche  opens  up  a  new 
field  in  the  surgical  treatment  of  neuralgias,  gan- 
grene, and  contractures  if  the  facts  as  published  are 
true.  W.  A.  Brk.vnw. 

Oudard:  The  Surgical  Treatment  of  Aneurismal 
Hsematomata  (Traitement  chirurgical  des  h^ma- 
tomes  an6vrismaux).  Arch,  de  mid.  el  pharm.  nav., 
1919,  evil,  346. 

Oudard  is  an  advocate  of  very  early  operation  in 
cases  of  aneurismal  haematoma  due  to  war  wounds. 
By  the  term  "arterial  haematoma"  he  means 
the  effusion  of  blood  following  the  complete 
rupture  of  an  artery.  If  a  sac  is  formed  and  its 
walls  undergo  a  distinct  fibrous  or  fibrocalcareous 
organization,  this  haematoma  develops  into  a 
traumatic  aneurism.  Observations  have  shown  that 
as  a  general  rule  a  haematoma  does  not  develop  into 
an  aneurism  in  less  than  twenty-five  days. 

The  majority  of  surgeons  are  not  in  accord  with 
the  conclusion  reached  by  the  Interallied  Surgical 
Conference  with  regard  to  early  operation  for  such 
vascular  injuries.  Of  117  cases  reported  in  the 
literature  Oudard  finds  that  only  30  were  operated 
upon  within  twenty-five  days  and  none  within  the 
first  forty-five  hours.  The  general  impression  is  that 
establishment  of  collateral  circulation  should  be 
awaited  and  that  an  immediate  operation  is  very  apt 
to  be  followed  by  gangrene.  Oudard  does  not  see 
that  the  ligation  of  an  important  limb  vessel  under 
such  circumstances  is  more  dangerous  than  ligation 
of  the  same  vessel  for  an  external  haemorrhage. 
By  early  operation  in  cases  of  haematoma  the  clots 
may  be  removed  with  facility,  the  compressed  vessel 
freed,  and  the  circulation  actively  restored. 

Oudard 's  experience  with  early  operations  has 
been  as  foUows:  9  early  operations  for  aneurismal 
haematoma  of  the  femoral  artery  with  2  cases  re- 
sulting in  gangrene;  5  operations  upon  the  popUteal 
artery  resulting  in  2  cases  of  gangrene;  5  operations 
upon  the  axillary  artery  with  5  recoveries;  14  opera- 
tions upon  axillary  and  subclavian  traumatic  aneur- 
isms with  14  recoveries;  28  operations  upon  traumatic 
aneurisms  of  the  femoral  artery  resulting  in  3  cases 
of  gangrene;  and  7  operations  upon  traumatic  aneur- 
isms of  the  popliteal  artery  with  6  recoveries  and  i 
case  of  gangrene. 

By  "gangrene"  Oudard  means  total  gangrene  of 
the  extremity  of  the  limb,  not  a  mere  superficial 
gangrenous  patch. 

Delaying  operation  exposes  the  patient  to  infec- 
tion, especially  gas  gangrene,  severe  secondary 
haemorrhages,  embolism,  and  disturbances  due 
to  increased  venous  pressure.  Moreover,  if  the 
aneurism  is  permitted  to  develop  it  causes  adhesions, 
nerve  compression,  etc.  Many  of  these  complica- 
tions persist  after  a  late  operation. 

In  operating  Oudard  ligates  both  artery  and  veim. 
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In  the  many  operations  he  has  performed  he  has 
never  had  any  real  didiculty  in  finding  the  per- 
foration, isolating  it,  and  Jigating  the  injured  seg- 
ment. These  operations  have  been  done  within  the 
first  twenty-four  hours  and  at  the  same  time  the 
thorough  surgical  treatment  of  the  wound  has 
obviated  the  danger  of  subsequent  infection. 

The  simultaneous  ligation  of  the  vein  in  cases  in 
which  the  artery  alone  is  injured,  re-establishes 
the  equilibrium  by  creating  an  obstacle  to  the  re- 
turn circulation. 

By  early  operation  upon  ha?matomata  the  traumat- 
ic aneurism  may  be  excluded  from  the  surgical 
pathology  of  war  wounds. 

Five  case  histories  in  which  early  operation  failed 
are  related  with  comments.  W.  A.  Brennan. 

POISONS 

Covey,  G.  W.,  and  Barron,  M.:  Pathology  of  (Mus- 
tard?) Gas  Inhalation.  Am.  J.  M.  Sc,  1919,  civil, 
808. 

According  to  the  field  medical  cards,  35  of  the  37 
cases  included  in  this  study  of  the  effects  of  gas  in- 
halation were  due  to  mustard  gas  alone,  i  to  mus- 
tard gas  and  phosgene,  and  i  to  phosgene  alone.  In 
34  cases  the  action  of  the  gas  on  the  respiratory 
tract  was  the  main  cause  of  death. 

The  first  stage  of  the  effect  of  mustard  gas  inhala- 
tion consists  in  mild  oedema,  haemorrhage,  beginning 
ulceration,  early  fibrinous  deposit,  emphysema,  and 
very  early  bronchopneumonia.  The  second  stage  is 
characterized  by  a  marked  fibrinopurulent  mem- 
brane, more  extensive  ulceration,  emphysema,  ad- 
vanced bronchopneumonia,  and  beginning  necrosis. 
In  the  third  stage  there  is  ulceration  with  necrosis 
and  abscess  formation  and  massive  bronchopneu- 
monia. The  attempts  at  healing  are  revealed  by  the 
organization  and  fibrosis.  P.  G.  Skillern,  Jr. 

Fasiani,  G.  M.:  On  the  Asserted  Transformation 
of  the  Anaerobic  Bacteria  of  Gas  Gangrene 

(Sulla  pretesa  trasformazione  del  germi  anaerobic 
delle  gangrene  gassose).  Sperimentale,  191 9,  Ixxii, 
459- 

The  author  refers  to  an  article  published  in  1916 
by  Conradi  and  Bieling  in  which  they  stated  that 
the  different  anaerobic  bacteria  described  as  agents 
of  gas  gangrene  do  not  constitute  a  distinct  species 
but  are  transformation  stages  of  a  type  of  bacterium 
capable  of  undergoing  important  morphological  and 
biological  changes. 

The  author  undertook  a  series  of  investigations  of 
the  bacteria  isolated  from  cases  of  gas  gangrene  with 
a  view  to  verifying  or  disproving  the  above  asser- 
tion. By  experimenting  with  the  various  anaerobic 
bacteria  obtained  from  the  tissues,  etc.,  in  cases  of 
gas  gangrene  he  found  that  it  was  not  possible  to 
discover  any  modifications  of  the  morphological 
or  biological  characters  of  the  distinct  species  by 
repeated  cultures  in  human  muscle,  by  passage 
through  a  series  of  different  substances,  or  by  animal 


inoculations.  In  the  various  experiments  each  spe- 
cies preserved  its  own  fundamental  characteristics 
unaltered.  The  very  slight  variations  found  in  the 
forms  of  the  colonies  could  not  be  considered  modifi- 
cations of  any  degree  of  importance.  The  author 
therefore  concludes  that  the  assertions  of  Conradi 
and  Bieling  have  no  foundation  in  fact. 

The  anaerobic  bacteria  which  are  found  in  the 
focus  of  gas  gangrene  may  be  divided  into  two  main 
groups.  The  first  comprises  organisms  endowed 
with  a  limited  power  of  attacking  protein  but  with 
a  strong  fermentative  action  upon  the  carbohydrates. 
In  the  second  group  are  those  endowed  with  a  strong 
power  to  attack  and  split  up  proteins.  The  first 
group  were  shown  by  animal  experimentation  to  be 
those  which  are  mainly  involved  in  pathogenic 
processes;  the  second  group  have  little  pathogenic 
action. 

The  variety  of  the  bacteriological  findings  in  the 
different  muscles  invaded  by  gas  gangrene  or  in  the 
same  muscle  group  ought  not  to  be  regarded  as  due 
to  transformation  but  solely  to  abnormality  caused 
by  more  favorable  environmental  conditions. 

W.  A.  Brennan. 

SURGICAL  DIAGNOSIS,  PATHOLOGY,  AND 
THERAPEUTICS 

Van  Hoosen,  B.:  Emetin  Hydrochloride  in  Malig- 
nancy.  Woman's  M.  J.,  1919,  xxix,  loi. 

The  author  has  administered  emetin  for  malignant 
disease  during  the  past  year.  Almost  without  ex- 
ception the  dose  was  5  grains  given  intravenously  or 
intramuscularly. 

Thirty-five  cases  have  been  selected  and  their 
histories  abstracted  in  this  article  as  being  those 
which  best  demonstrate  the  conclusions  reached 
from  a  study  of  100  cases  treated  in  this  way. 

The  author's  summary  follows: 

Repeated  intravenous  injections  of  large  doses 
(5  to  9  grains)  of  emetin  in  cases  of  malignant  disease 
will  result  in:  (i)  the  removal  of  surrounding  infil- 
tration; (2)  fibrosis  in  the  primary  focus  and  in  the 
metastases  of  adenocarcinoma  and  squamous-cell 
carcinoma;  and  (3)  necrosis  and  subsequent  ab- 
sorption in  epithelial  or  sarcomatous  growths. 

Ten  grains  of  emetin  administered  at  intervals  in 
large  or  small  divided  doses  subcutaneously  or 
intravenously  will  control  haemorrhage  from  malig- 
nant disease. 

Fifteen  grains  of  emetin  administered  at  intervals 
in  large  or  small  divided  doses  subcutaneously  or 
intravenously  will  remove  odorous  discharges  from 
malignant  disease. 

Twenty  grains  of  emetin  administered  at  intervals 
in  large  or  small  divided  doses  subcutaneously  will 
mitigate  or  entirely  relieve  the  pain  of  malignant 
disease. 

Twenty  grains  of  emetin  administered  in  small  or 
large  divided  doses  subcutaneously  or  intravenously 
will  produce  a  feeling  of  weakness,  felt  especially  in 
the  knees,  and  a  tendency  to  tachycardia. 
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Small  doses  frequently  repeated  produce  more 
serious  disturbance  than  larger  doses. 

Large  doses  (5  to  9  grains)  given  intravenously 
may  be  followed  by  nausea,  vomiting,  or  a  chill,  the 
reaction  being  either  slight  or  severe  but  rarely 
lasting  more  than  four  hours  and  followed  later  (the 
next  day)  by  a  feeling  of  improvement. 

To  avoid  severe  reactions  give  emetin  hydrochlo- 
ride in  5-grain  doses  (put  up  in  ampule  form)  and 
well  diluted  with  150  cubic  centimeters  of  normal 
salt  solution.  Keep  the  finger  on  the  pulse  and 
interrupt  the  stream  flowing  into  the  vein  at  any 
change  in  the  pulse  or  on  the  patient's  complaint  of 
dizziness  or  faintness.  Fifteen  to  thirty  minutes 
should  be  consumed  in  giving  a  single  injection. 

The  primary  focus  may  be  treated  with  surgery, 
radium,  the  X-ray,  or  the  cautery,  according  to  the 
preference  of  the  physician  after  the  patient  has  had 
all  or  part  of  the  emetin  treatment. 

If  the  primary  focus  is  very  large,  remove  as  much 
of  it  as  possible  soon  after  the  first  dose  of  emetin. 

The  best  time  to  treat  primary  malignant  foci 
surgically  is  one  week  following  a  9-grain  dose,  or 
three  days  following  the  second  S-grain  dose,  there 
being  an  interval  of  four  or  five  days  between  the 
first  and  second  5-grain  doses. 

In  cases  of  large  malignant  growths  delay  in 
removing  the  growth  after  the  administration  of  one 
or  two  doses  of  emetin  may  endanger  the  patient's 
life  by  the  absorption  of  devitalized  protein. 

The  elimination  of  the  toxaemia  of  malignancy  is 
best  accomplished  through  the  intestinal  tract. 

After  the  second  5-grain  dose  of  emetin,  give  the 
patient  daily  doses  of  fortified  oil  or  Rochelle  salts 
to  control  tachycardia. 

One-thirtieth  grain  of  strychnine  sulphate  given 
hypodermically  during  the  intravenous  administra- 
tion of  emetin  may  prevent  a  chill  which  may  follow 
as  a  reaction. 

Emetin  treatment  is  not  as  satisfactory  in  recur- 
rent carcinoma  when  thorough  glandular  removal 
was  done  in  the  original  operative  procedure  as  it  is 
when  the  glands  have  not  been  disturbed. 

In  advanced  cases  of  malignancy  fistulae  often 
appear  after  the  second  or  third  dose  of  emetin. 

The  best  results  have  been  obtained  by  the  ad- 
ministration of  three  5-grain  doses  of  emetin  intra- 
venously on  the  first,  fifth,  and  tenth  days  respec- 
tively. Further  emetin  is  not  given  for  three  weeks. 
At  the  end  of  that  time  two  5-grain  doses  may  be 
given  intramuscularly  one  week  apart.  The  treat- 
ments are  continued  by  giving  two  5-grain  doses 
intramuscularly  one  week  apart  each  month  until 
all  evidence  (clinical  or  microscopic)  of  malignant 
disease  is  removed.  E.  C.  Robitshek. 

Wintemitz,  M.  C,  and  Lambert,  R.  A. :  CEdetna  of 
the  Lungs  as  a  Cause  of  Death.  /.  Exp. 
Med.,  1919,  xxix,  537. 

(Edema  of  the  lungs  is  a  frequent  terminal  event 
in  the  course  of  many  diseases,  both  acute  and  chron- 
ic, and  in  such  cases  is  commonly  interpreted  as  the 


immediate  cause  of  death.  It  constitutes,  as  is  well 
known,  a  striking  feature  in  poisoning  by  most  of  the 
noxious  gases  in  modern  warfare.  It  is,  therefore, 
not  surprising  that  in  the  clinical  and  pathologic 
reports  of  these  fatal  gas  cases  death  should  be 
regularly  attributed  to  pulmonary  adema. 

The  question  as  to  how  oedema  of  the  lungs  may 
bring  about  death  has  long  been  discussed.  The 
view  generally  accepted  is  that  the  fluid  in  the 
pulmonary  alveoli  interferes  mechanically  with 
gaseous  interchange  and  that  when  this  interference 
with  respiration  passes  a  certain  critical  point  the 
patient  dies  of  asphyxia ;  that  is,  he  drowns  in  his  own 
fluid.  It  is  not  the  purpose  of  this  paper  to  discuss 
the  question  as  to  how  oedema  of  the  lungs  causes 
death,  but  rather  the  fundamental  problem  of 
whether  the  mere  accumulation  of  fluid  in  the  lungs  is 
of  itself  a  serious  matter. 

During  the  past  two  years  an  opportunity  has 
been  given  the  authors  to  study  the  effects  of  practi- 
cally all  the  commonly  used  war  gases  under  labora- 
tory conditions.  About  3,000  dogs  and  an  equal 
number  of  other  animals  have  been  exposed  to  gas 
and  then  observed  clinically  and  at  autopsy.  Partic- 
ular attention  has  been  given  to  the  pulmonary 
oedema,  which,  as  in  man,  is  a  fairly  constant  and, 
in  many  cases,  a  striking  phenomenon  of  the  gassed 
state.  The  observations,  together  with  the  results  of 
some  experiments  upon  what  may  be  termed  an 
artificial  pulmonary  oedema  produced  by  filling  the 
lungs  of  a  normal  dog  with  an  isotonic  salt  solution, 
have  led  the  authors  not  only  to  question  the  impor- 
tance of  pulmonary  oedema  per  se  as  a  cause  of  death, 
but  to  conclude  that  oedema  of  the  lungs  in  general 
is  merely  an  indicator  of  some  underlying  disorder 
and  is  rarely,  if  ever,  directly  responsible  for  the 
death  of  the  patient  or  animal.  These  observations 
are  summarized  as  follows: 

Animals  which  die  acutely  from  exposure  to  any  of 
the  gases  of  the  respiratory  irritant  group,  such  as 
chlorine  and  phosgene,  show  at  autopsy  var>nng 
degrees  of  oedema  of  the  lungs.  Although  this  is 
regularly  well  marked  in  certain  species  (dogs  for 
example),  there  are  wide  individual  variations.  In 
other  species  (rats  and  guinea-pigs  for  example),  it 
may  be  a  relatively  inconspicuous  feature,  in  spite 
of  the  fact  that  these  animals  are  particularly 
susceptible  to  the  gas.  Likewise  dogs  which  are 
killed  before  the  action  of  the  gas  reaches  its  max- 
imum effect  show  striking  differences  in  the  amount 
of  fluid  in  the  lungs  and  these  differences  do  not  har- 
monize with  the  variations  in  the  symptoms  man- 
ifested by  the  animals.  Furthermore,  many  dogs 
which  pass  the  critical  forty-eight-hour  period 
successfully  and  are  classed  as  "recovered"  often 
show,  when  killed,  oedema  of  the  lungs  of  greater 
degree  than  other  dogs  of  the  same  experiment  which 
succumbed. 

The  lungs  of  a  normal  animal  may  be  filled  with 
isotonic  salt  solution,  thus  producing  an  artificial 
oedema  comparable  to  that  found  in  the  gassed  state. 

G.  E.  Beilby. 
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Rabin owitz,  M.  A.:   Acute  Hsematogenous  Strep- 
tococcic Peritonitis.    Am.  J.  M.  Sc,  1919,  clvii, 

797- 

Acute  hacmatogenous  streptococcic  peritonitis  is 
the  designation  used  by  the  writer  for  cases  pro- 
duced by  a  streptococcus  infecting  the  peritoneum 
by  way  of  the  blood-stream  without  an  apparent 
intermediary  lesion  of  an  abdominal  viscus. 

From  the  study  of  his  eight  cases  the  author 
concludes  that  an  acute  inflammation  of  the  naso- 
pharynx, particularly  of  the  tonsils,  served  as  the 
original  focus  from  which  virulent  organisms 
reached  the  peritoneum  through  the  blood-stream. 
Although  these  cases  did  not  occur  during  an 
epidemic  of  streptococcic  sore-throat,  the  throats 
and  peritoneal  fluids  yielded  an  identical  coccus. 
May  not  this  organism  (Streptococcus  haemolyti- 
cus),  infect  the  human  body  just  as  in  the  epidemics, 
through  milk  and  its  products  or  by  way  of  human 
carriers,  handlers  of  infected  dairy  products,  or 
those  who  have  been  in  contact  with  cases  of 
streptococcic  angina? 

As  in  only  a  few  instances  there  was  a  history  of 
pain  in  the  throat  or  tonsillitis,  it  is  possible  that  in 
these  cases  there  had  been  no  reaction  on  the  part  of 
the  tonsils  and  the  streptococcus  gained  easy  access  to 
the  blood-stream.  The  absence  of  marked  enlarge- 
ment of  the  cervical  nodes  also  was  evidence  of 
nature's  failure  to  defend  against  systemic  invasion. 
When  the  peritonitis  followed  a  distinct  anginal 
attack  a  period  of  well-being  lasting  three  or  four 
days  frequently  intervened  before  the  sudden  de- 
velopment of  the  symptoms  of  peritonitis. 

The  leucocyte  count  was  very  high,  ranging  be- 
tween 25,000  and  64,000  and  averaging  40,000.  The 
abdomen  was  tender  and  moderately  rigid  all  over. 
There  was  no  marked  distention,  and  careful  exam- 
ination only  infrequently  revealed  evidences  of 
fluid  in  the  flanks.  The  patient  rapidly  passed 
into  the  terminal  phase  of  peritonitis.  Death 
occurred  in  from  three  to  eight  days  of  the  onset  of 
the  peritonitic  stage  and  was  the  result  of  cardiac 
and  vasomotor  collapse  induced  by  a  virulent 
toxaemia. 

Blood  cultures  were  taken  during  life  in  only  four 
cases.  A  positive  culture  was  obtained  in  only  one. 
This  was  a  pure  culture  of  streptococci.  The  author 
believes  cultures  would  be  positive  more  often  if 
they  were  taken  at  the  very  inception  of  the  perito- 
nitic process  rather  than  on  the  second  or  fourth  day 
thereafter  as  was  done  in  his  own  cases. 

At  operation  the  peritoneal  exudate  varied  from  a 
thin,  serofibrinous  to  a  fibrinopurulent  fluid.  The 
peritoneal  fluid  yielded  streptococcus  haemolyticus 
in  pure  culture  in  seven  cases  and  in  association  with 
bacillus  coli  in  one  case. 

Streptococcic  peritonitis  of  the  type  described 
occurs  in  persons  who  have  been  previously  healthy 
and  almost  exclusively  in  young  females. 

Following  a  discussion  of  the  differential  diagnosis 
the  authors  append  abstracts  of  their  case  histories. 

P.  G.  Skillern,  Jr. 


Pauchet,  V.:  The  Pathogenesis  of  Chronic  In- 
testinal   Stasis;    Arbuthnot    Lane's     Disease 

(Pathog6nie  de  la  stase  intestinale  chronique. 
Maladie  d' Arbuthnot  Lane).  Rev.  gSn.  de  din.  el 
de  thirap.,  1919,  xxxiii,  257. 

The  radiological  examination  and  operative  find- 
ings in  cases  of  stasis  may  have  both  a  mechanical 
and  physiological  explanation,  the  physiological 
cause  probably  preceding  the  mechanical.  Stasis 
may  result  from  kinks  due  to  serofibrinous  bands 
around  the  intestine  and  constricting  loops  which 
partially  strangulate  it.  However,  cases  have  been 
observed  in  which  such  constricting  bands  were  not 
accompanied  by  stasis  and  also  cases  of  stasis 
without  constricting  bands.  In  any  particular 
instance  it  is  difficult  to  say  if  the  exact  cause  of  the 
failure  to  function  is  mechanical  or  physiological. 

In  cases  of  functional  disturbance  without  bands 
or  kinks  physical  culture,  massage,  hygiene,  and  the 
use  of  purgatives,  with  perhaps  organotherapy, 
ought  to  be  sufficient  to  overcome  the  condition. 

In  cases  of  obstinate  mechanical  resistance  in 
which  medical  treatment  fails  surgery  shoidd  be 
resorted  to  and  should  consist  of  a  partial  or  total 
colectomy.  The  results  from  this  operation  are 
most  encouraging. 

Whenever  it  is  impossible  to  explain  general 
auto-intoxication  or  abdominal  phenomena  the 
physician  should  be  guarded  in  diagnosing  the  case 
as  chronic  appendicitis,  salpingitis,  or  other  infec- 
tive condition  until  he  has  submitted  the  patient  to 
a  thorough  radioscopic  examination  after  bismuth 
meals  and  until  such  meals  have  entirely  left  the 
small  intestine,  the  caecum,  the  ascending  and  trans- 
verse colons,  and  the  end  of  the  large  intestine,  and 
the  time  taken  by  the  contents  to  pass  through 
each  segment  has  been  noted.  Often  a  series  of  three 
or  four  radioscopic  examinations  will  be  necessary 
before  a  diagnosis  of  chronic  intestinal  stasis  can  be 
made.  W.  A.  Brenn.\n. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Merzbacher,  L. :  New  Experimental  Findings 
Regarding  tlie  Degeneration  and  Regeneration 
of  the  Peripheral  Nerves  (Nuevas  investigaciones, 
experimentales  sobre  la  degeneraci6n  y  regeneraci6n 
de  los  nerves  perifericos).  An.  d.  Inst.  mod.  de  din. 
med.,  Buenos  Aires,  1918,  iii,  293. 

In  a  first  series  of  experimental  investigations 
carried  out  by  Merzbacher  the  left  sciatic  nerve  of  a 
sheep  was  sectioned,  the  two  ends  sutured  with 
catgut,  and  the  sutured  part  wrapped  in  a  sheath 
made  from  a  piece  of  the  jugular  vein  cut  from  the 
same  animal.  The  experiments  had  the  following 
results: 

1.  The  degeneration  in  a  sectioned  and  invag- 
inated  nerve  covered  with  a  vein  sheath  is  identical 
with  that  in  a  nerve  which  is  merely  sectioned. 

2.  In  an  invaginated  nerve  the  formation  of 
neuromata  is  reduced  to  a  minimum. 
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3.  At  the  site  of  the  interruption  of  the  continu- 
ity of  the  nerve  there  is  an  intense  struggle  between 
the  tissues  of  different  origin.  The  result  of  this 
struggle  is  manifested  by  the  formation  of  a  new 
tissue  which  has  three  different  components. 

4.  Neoformation  tissue  originating  from  the 
parts  forming  the  invaginating  vein  inhibits  the 
formation  of  neuromata. 

In  a  second  series  of  experiments  the  sectioned 
sciatic  nerve  was  sutured  and  invaginated  into  a 
piece  of  the  jugular  vein  which  was  filled  with 
cerebral  substance.  In  these  experiments  it  was 
found: 

1.  That  by  invaginating  a  newly  cut  peripheral 
nerve  into  a  segment  of  vein  filled  with  cerebral 
substance  inordinate  and  abundant  proliferation 
of  degenerated  nerve  fibers  was  prevented.  Such  a 
procedure  therefore  would  seem  to  be  indicated 
in  order  to  obviate  the  formation  of  neuromata 
which  are  very  troublesome  during  the  cicatriza- 
tion of  sectioned  nerves. 

2.  That  the  injected  cerebral  substance  has  a 
tendency  to  organize  rapidly. 

In  the  peripheral  parts  of  the  nerves  interrupted 
in  their  anatomical  and  functional  continuity  and 
which,  according  to  Waller's  law,  ought  unfailingly 
to  undergo  complete  degeneration,  the  author 
found  numerous  cylindraxiles  and  nerve  sheaths 
which  were  intact  and  had  escaped  degeneration. 
He  found  also  that  the  parts  of  the  nerve  nearest 
the  brain  matter  which  was  injected  into  the 
invaginated  vein  developed  a  more  energetic  vital- 
ity and  resistance  than  the  parts  further  from  it. 

From  these  findings  the  author  believes  that  it 
is  logically  deducible  that  the  experiments  point 
out  a  ne)w  method  of  increasing  the  vital  resistance 
of  a  nerve  isolated  from  its  trophic  center  and  re- 
storing its  resistance  to  degeneration. 

W.  A.  Brennan. 

Smith,  N.  R. :  Organ  Extracts.  /.  Lab.  &•  Clin.  Med., 
1919,  iv,  517. 

In  the  course  of  a  series  of  experiments  the  author 
had  occasion  to  attempt  to  determine  the  fate  of 
Vaughan's  poisonous  protein  cleavage  product  when 
administered  enterally  to  cats.  The  presence  of 
the  poison  in  the  blood-stream  was  definitely  estab- 
lished by  heart  punctures  following  its  introduction 
into  the  stomach  by  a  tube.  By  withdrawals  of  heart 
blood  from  a  dosed  cat  at  intervals  of  ten  to  twelve 
minutes,  followed  by  immediate  transfer  of  such 
blood  to  guinea-pigs  intravenously,  a  wave  of  toxi- 
city could  be  noted  that  rose  to  a  peak  in  about  one 
hour  and  then  gradually  faded  away.  This  obser- 
vation was  carefully  checked  by  the  injection  of 
normal  cat's  blood.  Following  the  matter  one  step 
farther,  it  seemed  in  order  to  determine  whether 
any  of  the  poison  could  be  recovered  from  the  tissues 
of  such  an  experimental  animal  after  it  had  been 
repeatedly  dosed  with  the  poison.  Alcoholic  ex- 
traction of  the  tissues  followed  by  appropriate  after- 
treatment  of  the  extract  was  the  method  of  procedure. 


The  tissues  of  seven  species  of  animals  were  ex- 
tracted with  alcohol  and  found  to  yield  a  toxic 
extract,  and  it  is  believed  that  the  tissues  of  all 
animals  if  extracted  in  the  same  way  would  produce 
a  similar  extract. 

It  was  found  that  the  extract  of  the  tissues  of  the 
cat,  which  may  be  considered  representative  of  all 
other  tissues,  contained  solids  in  solution  varying 
from  .47  to  1.83  per  cent  of  the  original  tissue. 

The  extracts  were  acid  in  reaction  with  the  occa- 
sional exception  of  the  extract  of  stomach  and  intes- 
tine. Adjustment  of  the  reaction  to  neutrality  did 
not  alter  the  toxicity  of  the  extracts. 

There  was  some  evidence  that  the  toxicity  of  the 
extracts  could  be  modified  by  previous  treatment  of 
the  animals,  especially  by  fatigue.  Inanition  was 
without   effect. 

Ether  does  not  extract  the  toxic  substance  from 
tissue.  Drying  and  fine  division  of  rabbit  muscle 
followed  by  alcoholic  extraction  gave  an  extract  of 
negligible  toxicity.  In  view  of  statements  that  are  to 
follow,  it  is  not  believed  that  the  toxic  agent  was 
destroyed  by  the  drying,  but  rather  that  it  was 
rendered  insoluble  in  absolute  alcohol. 

Ignition  to  a  white  ash  of  the  solids  in  extracts 
prepared  by  the  use  of  alcohol  shows  an  inorganic 
residue  of  approximately  0.4  per  cent  of  the  tissue. 
Subsequent  solution  of  this  ash  to  the  volume  of  the 
extract  from  which  it  was  obtained,  followed  by  in- 
jection, shows  it  to  be  always  as  toxic  as,  and  in  some 
cases  more  toxic  than,  the  extract  from  which  it  was 
derived. 

It  was  found  that  water  covdd  be  substituted  for 
alcohol  as  the  primary  extracting  medium,  and  that 
a  more  toxic  extract  resulted.  Further  investigation 
of  this  extract  showed  that  the  total  solids  had  been 
increased  by  the  use  of  water  about  8  per  cent,  and 
the  inorganic  residue  by  50  per  cent. 

The  increase  in  toxicity  of  the  water  extracts,  as 
measured  in  terms  of  reduction  in  the  size  of  the  dose 
required  to  kill,  was  approximately  parallel  to  the 
increase  of  the  inorganic  material  in  the  extracts. 
The  author  therefore  believes  that  the  inorganic 
constituents  of  the  extracts,  in  whatever  form  they 
may  be,  are  responsible  for  the  toxicity. 

That  the  inorganic  substances  were  in  some  sort 
of  combination  is  indicated  by  the  failure  of  dialysis 
to  make  any  separation  of  organic  and  inorganic 
materials.  Whatever  is  in  the  extracts  dialyzed 
freely. 

By  repeated  freezing  and  thawing  the  toxic  portion 
of  the  extracts  could  be  concentrated  to  a  very  small 
volume  in  the  lower  part  of  the  container  in  which  the 
extracts  were  frozen.  Five  or  six  freezings  gave  the 
maximum  effect.  The  increase  in  toxicity  of  the  lower 
concentrated  portion  was  roughly  equivalent  to  the 
increase  of  solids  in  solution.  The  lack  of  toxicity  in 
the  uppermost  portion  of  such  a  frozen  extract  was 
almost  absolute. 

Boiling  does  not  affect  the  toxicity  of  muscle 
extracts.  The  toxic  agent  of  muscle  extracts  is  not 
removed  by  passage  through  a  Berkefeld  N  filter. 
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Pyrophosphate  salts  arc  highly  toxic  for  guinea- 
pigs  upon  intravenous  injection.  By  comparative 
tests  between  pure  phosphate  salts  and  the  inorganic 
salts  derived  from  the  extract  by  ignition  it  was 
shown  that  the  toxicity  of  the  ash  solutions  was 
caused  by  their  content  of  pyrophosphates. 

The  toxicity  of  rabbit-muscle  extract  could  not  be 
modified  by  treatment  with  serum,  either  with  or 
without  incubation.  This  statement  applies  to  both 
serum  from  a  normal  animal  and  serum  from  an 
animal  that  had  been  repeatedly  injected  with  the 
extract  and  might  therefore  have  been  immunized 
against  the  extract. 

Rabbit-muscle  extract  is  toxic  for  rabbits,  but  in  a 
higher  proportion  per  kilogram  of  weight  than  for 
guinea-pigs. 

The  attempt  to  immunize  rabbits  by  successive 
small  injections  of  extract  shows  that  the  effects  of 
the  extract  by  this  manner  of  injection  become 
cumulative  and  are  exaggerated  beyond  what  would 
have  been  produced  by  a  single  injection  of  the  total 
dosage  up  to  the  time  when  the  animal  succumbs. 
While  lack  of  protein  material  in  the  extracts  forbids 
the  use  of  the  term  "sensitization"  as  ordinarily 
understood,  the  whole  phenomenon  is  typical  of  such 
a  state. 

The  general  trend  of  the  experimental  part  of  this 
work  indicates  that  the  toxic  agent  in  tissue  extracts 
is  a  stable  chemical  entity  or  entities.  The  evidence 
is  sufficient  to  warrant  the  statement  that  the  in- 
organic materials  of  the  extracts,  especially  the 
phosphorus,  in  whatever  form  they  may  be  are  the 
toxic  agents  of  tissue  extracts.  G.  E.  Beilby. 

Archibald,  E.:  The  Experimental  Production  of 
Pancreatitis  in  Animals  as  the  Result  of  the 
Resistance  of  the  Common  Duct  Sphincter. 

Surg.,Gynec.  &"  Obst.,  1919,  xxviii,  529. 

This  paper  deals  with  the  problem  of  the  causa- 
tion of  pancreatitis.  It  is  generally  believed  that 
pancreatitis  is  due  to  gall-stones  and  that  bile  is 
forced  into  the  pancreatic  duct  presumably  by  the 
impaction  of  gall-stones  in  the  ampulla  of  Vater,  but 
it  is  obvious  that  clinically  the  majority  of  cases  do 
not  admit  of  such  an  assumption  as  either  no  stones 
are  present  or  if  present  are  confined  to  the  gall- 
bladder. 

About  six  years  ago  the  author  began  an  in- 
vestigation of  the  function  of  the  sphincter  at  the 
outlet  of  the  common  duct  which  was  described 
by  Odie  nearly  forty  years  ago.  In  1913  he  demon- 
strated that  it  is  possible  to  flood  the  pancreas  with 
a  solution  passed  into  the  gall-bladder  through  a 
cannula  under  a  known  hydrostatic  pressure. 
The  sphincter  was  found  to  be  easily  set  into  spasm 
by  a  rapid  rise  of  pressure  in  the  biliary  system 
or  the  application  of  acid  to  the  duodenal  mucosa. 

Resuming  these  experiments  this  year,  but  using 
ox  and  human  bile  which  in  some  instances  was 
infected  and  in  others  not,  and  sometimes  included 
mucin  and  at  other  times  was  freed  from  its  colloid 
constituents,  the  author  was  able  to  produce  several 


types  of  pancreatitis.  Chief  among  these  were  the 
acute  ha;morrhagic  form  involving  the  whole  organ 
(hardening,  moderate  necrosis,  and  fat  necrosis) 
and  a  mild  type  with  very  slight  swelling  of  the 
pancreas,  but  with  fat  necrosis.  Consequently  we 
are  now  able  to  assert  that  many  cases  of  pan- 
creatitis in  man  must  be  due  to  a  disordered  action, 
probably  a  spasm,  of  the  sphincter  of  the  common 
duct  which  forces  the  bile  into  the  pancreas. 

It  was  observed  that  the  underlying  cause  may 
frequently  consist  in  hyperacidity  in  the  first  por- 
tion of  the  duodenum,  with  or  without  duodenal 
ulcer.  Prolonged  fasting,  alcoholism,  gastric  and 
duodenal  ulcers,  and  hyperchlorhydria,  with  altera- 
tion in  the  bile  due  to  inflammation  and  blockage 
of  the  cystic  duct  therefore  represent  the  probable 
clinical  basis  for  the  occurrence  of  pancreatitis. 

Lewis,  M.  R. :    The  Development  of  Cross-Stria- 
tions  in  the  Heart  Muscle  of  the  Chick  Embryo. 

Bull.  Johns  Hopkins  Hosp.,  1919,  xxx,  176. 

The  results  obtained  by  different  observers  in 
regard  to  the  development  of  the  crcss-striations  in 
muscle-fibers  differ  so  decidedly  that  the  question 
arises  whether  any  one  of  the  views  presents  the  entire 
story.  Even  though  the  discussion  be  confined  to 
the  development  of  this  structure  in  one  organ  and  to 
one  form,  as,  for  instance,  the  histogenesis  of  the 
myofibrils  in  the  heart-muscle  of  the  chick  embryo, 
it  is  found  that  although  the  papers  published  are 
few  in  number  they  differ  fundamentally 

In  an  effort  to  determine,  if  possible,  the  reason  for 
these  differences,  a  careful  cytologic  study  of  the 
development  of  the  heart  of  the  chick  embryo  was 
undertaken.  For  this  purpose  preparations  of 
embryos  varying  in  age  from  10  myotomes  to  four 
days'  incubation  were  made  by  a  number  of  different 
methods.  The  astonishing  outcome  was  that  one 
particular  procedure  always  resulted  in  the  presence 
of  complete  cross-striations  in  the  heart,  whether  in 
very  young  embryos  (10  to  15  myotomes — about 
twenty-five  to  thirty  hours)  or  in  older  ones  (two  to 
four  days). 

The  author  describes  a  number  of  experiments 
which  show  that  the  complete  cross-striations  can 
be  demonstrated  to  be  present  in  the  earliest  heart, 
i.e.,  about  10  myotomes  or  twenty-eight  to  thirty 
hours'  incubation.  In  other  words,  cross-striations 
are  already  present  at  the  age  when  certain  observers 
demonstrate  the  appearance  of  granules,  the  forma- 
tion of  a  net-work,  the  elongation  of  mitochondria, 
etc.  from  which  they  claim  the  cross-striated  fibrils 
are  derived  later. 

Thus  it  is  seen  that  in  the  living  cell  cross-striations 
are  present,  but  not  fibrils.  The  cross-striations  are 
very  thin  bands  on  the  surface  of  the  cell.  They 
extend  across  the  cell  and  are  never  in  the  narrow 
threads  or  fibrils.  The  fixation  of  the  cell  causes 
the  formation  of  the  surface  layer  into  fibrils  in  which 
the  cross-striations  are  drawn  together  into  deeper 
bundles  and  thus  become  evident  as  sharply  marked 
structures.    In  places  where  the  pull  on  the  surface 
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of  the  cell  is  such  that  the  latter  is  not  coagulated 
into  fibrils,  the  cross-striations  remain  spread  out 
as  thin  bands  across  the  cell. 

The  complete  cross-striations  are  present  in  the 
muscle  of  the  heart  of  very  young  embryos  (10 
myotomes)  much  earlier  than  was  supposed  by  other 
observers. 

The  physiologists  have  endeavored  without  success 
to  formulate  a  theory  based  upon  the  myofibrils  to 
account  for  the  contraction  of  the  muscle-cells.  It  is 
not  surprising  that  such  a  theory  has  not  proved 
satisfactory,  at  least  in  regard  to  the  heart-muscle, 
since  the  structure  upon  which  it  was  based  is  not 
a  part  of  the  living  heart-muscle  cell,  but  only  of  the 
dead  cell.  In  other  words,  a  cell  containing  the 
structure  upon  which  i  was  attempted  to  build  the 
theory  is  not  capable  of  undergoing  contraction. 

G.  E.  Beilby. 

Davis,  N.  C,  Hall,  C.  C,  and  Whipple,  G.  H.: 
The  Rapid  Construction  of  Liver-Cell  Protein 
on  a  Strict  Carbohydrate  Diet  Contrasted 
with  Fasting.  The  Mechanism  of  the  Protein- 
Sparing  Action  of  Carbohydrate.  Arch.  Int. 
Med.,  1919,  xxiii,  689. 

The  authors  have  been  impressed  with  the  great 
speed  of  repair  of  the  normal  liver  following  necrosis 
due  to  chloroform.  Under  such  circumstances  the 
formation  of  cell  protoplasm  proceeds  with  remark- 
able rapidity  and  exceeds  any  growth  speed  with 
which  they  are  familiar.  To  illustrate:  a  healthy 
adult  of  75  kilograms  or  165  pounds  body-weight  will 
possess  a  liver  weighing  approximately  1,700  grams. 
A  suitable  chloroform  anaesthesia  during  a  fasting 
period  will  destroy  one-half  or  more  of  this  liver 
tissue,  perhaps  800  grams.  Under  favorable  circum- 
stances complete  repair  can  be  effected  in  from  seven 
to  nine  days — approximately  100  grams  per  day — 
although  the  most  rapid  regeneration  would  develop 
during  the  third  and  fourth  days  and  might  well 
exceed    150  grams. 

Formation  of  new  tissue  at  a  rate  of  100  or  150 
grams  per  day  means  the  construction  of  a  mass  of 
liver  cells  the  size  of  the  normal  spleen  or  kidney  every 
twenty-four  hours.  If  this  speed  of  growth  should 
ever  be  attained  by  a  malignant  tumor  it  would  give 
most  astounding  clinical  histories — medullary  can- 
cers of  the  breast  could  grow  to  huge  size  in  forty- 
eight  hours,  hypernephromata  might  attain  their 
great  size  within  a  week  or  less,  etc.  Such  speed  of 
growth  on  the  part  of  a  neoplasm  would  most  assured- 
ly command  the  respect,  if  not  the  admiration,  of  the 
surgeon.  Yet  the  normal  liver  is  capable  of  this 
speed  of  growth  in  reparative  processes  and  can 
repeat  it  at  frequent  intervals  as  experiments  clearly 
show. 

In  regard  to  the  effect  of  diet  upon  liver  regenera- 
tion, it  is  stated  that  experiments  completed  in  the 
authors'  laboratory  (unpublished)  which  deal  with 
the  regeneration  of  red  blood-cells  in  anaemia  would 
seem  to  indicate  that  under  such  experimental 
conditions   carbohydrates  may  protect   the  body 


protein  from  autolysis  or  katabolism.  It  is  not  im- 
possible that  carbohydrates  may  have  both  functions 
and  may  at  times  spare  the  proteins  at  the  source, 
or  again,  act  by  conservation  of  end-products.  The 
liver-regeneration  experiments  reported,  however, 
are  submitted  as  positive  evidence  that  under  the 
conditions  of  the  experiment  the  exhibition  of  a  car- 
bohydrate enables  the  body  to  build  considerable 
amounts  of  new  cell  protein.  This  is  positive  evidence 
that  carbohydrates  do  act  by  conservation  of 
protein  split-products. 

In  another  paper  the  authors  have  undertaken 
observations  on  fat  feeding  under  the  same  conditions 
and  it  will  be  noted  that  there  are  rather  remarkable 
differences  between  liver  regeneration  as  influ- 
enced by  carbohydrates  and  as  influenced  by  fat. 
The  fat  diet  does  not  favor  liver  regeneration  any 
more  than  does  starvation.  Evidently  fat  does  not 
favor  the  conservation  of  protein  split-products 
under  the  conditions  of  the  experiment. 

The  results  of  the  experiments  are  summarized 
as  follows: 

The  curve  of  urinary  nitrogen  excretion  of  a  dog 
makes  a  sudden  rise  after  chloroform  injury.  The 
actual  amount  of  nitrogen  eliminated  following  the 
injury  is  greater  in  a  fasting  than  in  a  sugar-fed 
animal.  Furthermore,  the  curve  of  excretion  often 
remains  well  above  the  starvation  metabolism  base 
line  if  fasting  is  continued  after  chloroform  an- 
a;sthesia.  If  sugar  is  given  the  curve  immediately 
falls  even  below  the  pre-ana?sthesia  base  line. 

Liver  repair  is  much  more  rapid  and  complete  on 
a  sugar  or  high  carbohydrate  diet  than  it  is  on  star- 
vation. In  fact,  an  injury  of  one-half  of  each  liver 
lobule  may  be  completely  repaired  in  nine  days  on  a 
sugar  diet,  but  only  50  per  cent  repaired  under  fast- 
ing conditions. 

This  is  convincing  evidence  that  the  "protein- 
sparing  action  of  carbohydrates  "  in  this  instance  is  a 
true  conservation  of  protein  split-products.  This 
evidence  can  not  be  explained  as  protein  sparing  at 
the  source  or  as  simple  inhibition  of  protein  autolysis 
or   katabolism. 

It  is  suggested  that  the  liver  may  be  the  place  in 
which  this  union  of  carbohydrates  and  protein  split- 
products  may  be  made  permanent,  whether  the  re- 
sultant products  are  to  be  used  in  the  liver  or 
elsewhere  in  the  body.  G.  E.  Beilby. 

Davis,  N.  C,  and  Whipple,  G.  H. :  Liver  Regenera- 
tion Following  Chloroform  Injury  as  Influ- 
enced by  Various  Diets.  The  Mechanism  of  the 
Protein-Sparing  Action  of  Fat.  Arch.  Int.  Med., 
1919,  xxiii,  711. 

From  the  experiments  performed  by  the  authors 
it  is  clear  that  the  liver  will  regenerate  at  maximum 
speed  following  a  unit  of  chloroform  necrosis  if  the 
animal  is  fed  a  diet  rich  in  carbohydrate,  a  bread  and 
milk  diet,  or  an  ordinary  mixed  diet.  The  diets 
which  rank  next  to  this  optimum  group  may  be  the 
parenchymatous  organs  (liver  and  kidney)  and  meat, 
perhaps  brain,  although  the  latter  is  usually  dis- 
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tasteful  to  dogs.  Liver  regeneration  is  rapid  on  such 
rich  protein  diets  and  more  data  may  show  that  the 
optimum  regeneration  may  at  times  follow  the  ad- 
ministration of  such  foods. 

Thyroid  fed  in  large  amounts  is  known  to  favor 
tissue  katabolism,  but  this  does  not  favor  liver 
regeneration  and  may  even  inhibit  it.  Under  such 
circumstances  the  liver  cannot  take  advantage  of  the 
protein  split-products  and  conserve  them  for  use  in 
the  construction  of  liver -cells.  It  will  be  of  con- 
siderable interest  to  observe  the  effect  of  large  doses 
of  thyroid  combined  with  carbohydrate,  of  small 
doses  of  thyroid  combined  with  carbohydrate,  and  of 
small  doses  of  thyroid  with  and  without  carbohy- 
drate. 

Fat  feeding  supplies  the  most  interesting  observa- 
tion brought  out  in  this  paper.  Sufficient  data  are 
presented  to  show  that  liver  injury  will  be  regenera- 
ted on  a  pure  fat  diet  just  as  rapidly  as  during  com- 
plete fasting.  In  other  words,  the  fat  does  not  con- 
tribute in  the  least  to  the  tissue  building  in  the  liver. 
Several  deductions  may  be  made  from  this  evidence 
when  it  is  recalled  that  pure  sugar  makes  possible 
rapid  and  complete  liver  repair.  Both  fat  and  sugar 
are  burned  as  fuel  in  the  body  and  are  recognized  as 
"sparing  protein"  in  one  way  or  another.  It  has 
been  suggested  in  another  paper  that  sugar  must 
"spare  protein"  by  conservation  of  protein  split- 
products  which  are  constructed  into  liver  protoplasm. 
It  is  of  course  possible  and  even  probable  that  sugar 
also  is  capable  of  "sparing  protein"  by  acting  at  the 
source  of  protein  katabolism  and  preventing  this 
autolysis  or  tissue  break-down.  Fat  obviously  acts 
as  a  "protein  sparer"  not  by  conservation  of  end- 
products  and  reconstruction  of  new  liver  tissue,  but 
by  some  protecting  action  at  the  source  of  tissue 
katabolism. 

The  experiments  reported  mark  out  a  clean-cut 
difference  in  the  metabolism  of  fat  and  carbohydrate 
relating  to  protein  construction  and  destruction.  It 
may  be  that  this  reaction  is  limited  to  the  peculiar 
conditions  of  these  experiments,  but  the  authors 
believe  it  may  be  applicable  to  general  body  metabol- 
ism. Surely  the  metabolism  and  cell  repair  of  a  large 
and  important  organ  like  the  liver  must  play  an  im- 
portant part  in  the  body  metabolism  and  give  more 
than  a  hint  concerning  the  reaction  of  other  less 
rapidly   functioning   cells. 

A  general  discussion  of  the  experiments  by  the 
authors  then  follows.  It  is  clear  from  the  experi- 
mental data  given  that  liver  regeneration  can  be 
completed  more  rapidly  on  a  diet  rich  in  carbo- 
hydrate than  on  a  very  rich  protein  diet. 

This  applies  to  mixed  diets  like  bread  and  skim 
milk  as  contrasted  with  lean  meat  diets.  A  decided 
difference  is  pointed  out  in  liver  regeneration  as 
compared  with  serum  protein  regeneration.  Kerr, 
Hurwitz,  and  Whipple  found  that  serum  proteins 
after  considerable  depletion  were  regenerated  best 
on  a  rich  protein  diet,  for  example,  meat.  It  is 
possible  that  the  differences  noted  may  be  explained 
by  inherent  differences  in  the  proteins  which  are  be- 


ing formed  with  unusual  speed  in  the  body.  Certain 
foods  may  contain  ingredients  especially  suited  to 
construct  a  certain  type  of  body  protein  but  un- 
suited  for  another  type  of  body  protein.  It  is  signifi- 
cant that  an  abundant  mixed  diet  gives  an  optimum 
regeneration  in  such  instances. 

The  difference  in  regenerative  power  between  the 
parenchymatous  organs  and  ordinary  skeletal 
muscle  noted  may  be  only  apparent.  Pups  were 
regenerated  on  liver  and  kidney,  while  adults  were 
fed  the  muscle.  There  is  a  possible  difference  due  to 
age.  On  the  other  hand,  liver  may  be  better  than 
muscle  because  chemically  more  nearly  the  equival- 
ent of  the  tissue  which  is  regenerated.  It  has  been 
shown  also  that  the  parenchymatous  organs  are  more 
protective  against  chloroform  injury  than  skeletal 
muscle  when  fed  during  the  days  preceding  an- 
aesthesia. 

Thyroid  may  accelerate  synthesis  when  given  in 
small  amounts  with  foods,  as  Janney  suggested,  but 
in  the  experiment  here  presented  it  was  given  in 
large  quantities  with  no  food,  and  the  well-known 
action  of  increased  metabolism  with  continued  high 
nitrogen  output  and  no  increase  in  liver  repair  was 
observed. 

The  lack  of  repair  on  a  fat  diet  is  certainly  quite 
striking  when  compared  with  the  results  with  car- 
bohydrates, proteins,  and  mixtures  of  the  two.  Fat 
under  these  experimental  conditions  has  a  very  minor 
role  in  tissue  building  and  apparently  is  limited  to 
its  dynamic  function  as  a  fuel  in  protein  sparing. 

The  article  is  concluded  with  the  following  sum- 
mary: 

A  diet  of  bread  and  skim  milk  gives  the  optimum 
repair  following  a  unit  chloroform  liver  necrosis.  A 
similar  reaction  is  to  be  expected  with  any  mixed  diet 
rich  in  carbohydrate.  A  liver  necrosis  involving 
the  central  one-half  of  every  lobule  (50  per  cent  of  all 
liver  parenchyma)  will  usually  be  repaired  completely 
in  from  seven  to  nine  days. 

A  diet  of  cooked  skeletal  muscle  is  not  as  favorable 
for  rapid  liver  repair  as  the  rich  carbohydrate  diet. 

A  diet  of  cooked  liver  or  kidney  is  more  favorable 
for  rapid  liver  repair  than  a  meat  diet.  This  diet  of 
parenchymatous  organ  tissue  approximates  the  rich 
carbohydrate  diet  in  efficiency  of  liver  repair. 

Beef  extract  given  alone  does  not  favor  liver  re- 
pair, which  indicates  that  meat  extractives  are  not 
particularly  concerned  in  the  reaction  of  liver  repair. 

Thyroid  powder  given  in  large  doses  with  no  food 
does  not  stimulate  liver  repair  but  does  accelerate 
tissue  katabolism  and  increased  nitrogen  elimination. 
This  accelerated  katabolism  may  even  impede  the 
liver  repair  which  is  to  be  expected  in  starvation. 

Brain  feeding  is  favorable  to  liver  regeneration  and 
repair.  This  diet  approximates  lean  meat  feeding  in 
its  favorable  influence  on  liver  repair.  In  this  respect 
the  brain  diet  stands  in  marked  contrast  to  the  fat 
diets. 

Fat  diets  (vegetable  oils,  butter,  lard,  beef  fat,  etc.) 
do  not  aid  in  liver  regeneration.  The  same  repair 
is  to  be  observed  during  fasting  control  periods. 
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The  fat  diet  can  spare  the  proteins  of  the  animal  at 
the  source,  but  cannot  act  in  conservation  of  pro- 
tein material  by  taking  an  active  part  in  reconstruc- 
tion of  new  protein  substance.  G.  E.  Kkii.by. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Watkins,  W.  W.:  Chest  Roent}%enology  In  the 
Selective  Service  Examinations.  Am.  J.  Roent- 
genol., 1919,  vi,  283. 

The  author  conducted  the  roentgen  examinations 
in  1,140  cases  of  suspected  cardiac  and  pulmonary 
disease  for  the  Medical  Advisory  Board  No.  2  of 
Phoenix,  Arizona,  under  the  Selective  Service  Act. 
The  majority  of  the  men  were  examined  by  the 
fluoroscopic  method  alone  except  when  there  was  a 
discrepancy  between  the  physical  and  fluoroscopic 
findings.     In  such  cases  a  plate  was  made. 

The  conclusions  drawn  are  as  follows: 

In  the  examination  of  1,140  drafted  men  for  chest 
disease,  the  physical  examination  never  revealed 
tuberculosis  which  was  not  also  readily  shown  by 
the  roentgen  ray. 

In  24  per  cent  of  the  1,140  men  examined  the 
physical  examination  failed  to  reveal  a  disqualify- 
ing chest  disease  which  was  demonstrated  by  the 
roentgen  ray. 

In  revealing  the  mere  presence  of  tuberculosis  or 
other  disqualifying  chest  disease,  the  roentgen  ray 
would  be  sufficient  in  itself,  but  to  determine  the 
presence  of  activity,  physical  examination  is  neces- 
sary. 

In  any  thorough  physical  examination  of  the 
heart  or  lungs,  the  roentgen  ray  should  be  employed 
unless  the  examiner  is  willing  to  accept  the  risk  of 
20  per  cent  error. 

Just  why  the  physical  examination  which  failed 
to  detect  the  presence  of  tuberculosis  in  20  per  cent 
of  the  cases  should  be  the  deciding  factor  regarding 
the  activity  or  non-activity  of  a  lesion,  the  author 
does  not  state.  W.  A.  Evans. 

Matson,  R.  C:   The  Value  of  Chest  Fluoroscopy. 

J.  Am.  M.  Ass.,  1919,  Ixxii,  1887. 

This  paper,  which  is  based  upon  the  examination 
of  72,985  second-draft  men  at  Camp  Lewis,  is  to 
some  extent  a  criticism  of  an  article  by  Diemer  and 
McRae  {J.  Am.  M.  Ass.,  1919,  Ixxii,  172)  which  was 
based  upon  the  examination  of  425  rejected  men 
from  the  same  series.  Matson's  criticism  is  that 
figures  for  "rejects"  alone  are  misleading,  that 
figures  for  roentgenologic  findings  in  "accepts" 
should  also  be  stated,  and  that  a  comparison  should 
be  made  with  the  physical  findings  in  the  cases  of 
the  425  "rejects." 

From  complete  tables  attention  is  called  to  se- 
lected items  as  follows:  Of  1,500  men  whose  fluoro- 
scopic examination  report  was  "tuberculosis  sus- 
picious," 1,372  were  accepted  by  refer  examiners  for 
full  military  service  and  128  were  rejected  with 
unmistakable  tuberculosis.  Of  2,349  reported  by 
the   fluoroscopists   as   "with   abnormality,"  2,249 


were  accepted  by  refer  examiners  for  full  service  and 
100  rejected  for  chronic  tuberculosis.  Of  12.393 
reported  negative  by  the  fluoroscopists  27  had 
physical  findings  sufficient  to  justify  a  diagnosis  of 
chronic  tuberculosis  and  were  rejected. 

Rejections  were  made  only  by  refer  examiners, 
men  of  ripe  experience  in  the  clinical  diagnosis  of 
tuberculosis.  No  men  were  rejected  upon  the 
roentgenologic  findings  alone.  Re-examination  by 
the  refer  examiner  was  made  in  all  cases  in  which 
there  was  any  evidence  suggesting  tuberculosis  in 
the  history  or  in  the  clinical  or  fluoroscopic  examina- 
tion. 

Matson  claims  that  a  careful  physical  examina- 
tion generally  predicts  the  roentgenologic  findings. 
Roentgenologic  findings  alone  are  of  little  value 
unless  interpreted  by  physicians  having  a  knowledge 
not  only  of  roentgenology  but  also  of  tuberculosis 
from  a  clinical  and  pathological  standpoint.  As 
compared  with  a  careful  physical  examination,  the 
fluoroscopic  examination,  even  when  made  by  an 
expert,  occupies  a  place  of  secondary  importance  so 
far  as  the  diagnosis  of  tuberculosis  in  military  ser- 
vice is  concerned.  Matson  expressly  states  that  his 
report  is  not  to  be  interpreted  as  a  reflection  on  the 
ability  of  Diemer  and  McRae,  both  expert  roent- 
genologists, but  he  believes  that  they  claim  more 
for  fluoroscopy  than  it  should  be  expected  to  yield. 
He  writes  "in  a  spirit  of  constructive  criticism  with 
a  sincere  desire  to  be  fair  to  both  the  physical  and 
the  fluoroscopic  methods  of  examination.  Both 
procedures  have  their  place  and  must  be  held  there. 
Neither  can  supplant  the  other  "        D.  R.  Bowen. 

Bryant,  F. :  The  Cancer  Problem.  Boston  M.iiS.J., 
1919,  clxxx,  576. 

The  author  disclaims  an  attempt  to  present 
anything  new  on  the  subject  and  gives  merely  an 
up-to-date  summary  for  the  lay  and  scientific 
mind.  A  brief  statement  calling  attention  to  the 
antiquity  of  the  disease  precedes  a  discussion  re- 
garding the  generally  accepted  theories  as  to 
its  causation  and  course.  The  importance  of  early 
diagnosis  is  emphasized  if  successful  treatment  is 
to  be  instituted.  Stress  is  laid  on  the  value  of  radio- 
therapy properly  used  as  an  adjunct  to  surgical 
and  medical  treatment.  Applied  before  and  after 
operation,  it  reduces  the  malignancy,  seals  up  the 
lines  of  metastasis,  and  gives  the  greatest  promise  of 
ultimate  recovery  and  permanent  cure. 

Adolph  Hartung. 

Raulot-Lapointe,  and  Sorrel,  E.:  The  X-Ray 
Examination  of  the  Large  Intestine  (Explora- 
tion radiologique  du  gros  intestin).  Presse  med., 
Par.,  1919,  xxvii,  289. 

In  X-ray  examinations  of  the  intestines  it  has 
been  the  author's  custom  for  several  years  to  give 
four  bismuth  test  meals  at  regular  intervals  of 
about  four  hours,  so  that  when  the  stomach  is  about 
to  empty  its  contents  into  the  intestine  a  new 
digestion  begins.    In  this  way  the  bismuth  is  con- 
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tinuously  injected  into  the  small  intestine,  and 
consequently  into  the  large  intestine,  and  it  is  suffi- 
cient to  examine  the  patient  twenty-two  hours  after 
the  first  test  meal  in  order  to  examine  him  simul- 
taneously for  the  results  of  meals  taken  eighteen, 
fourteen,  and  ten  hours  before.  The  method  there- 
fore gives  a  general  view  of  all  the  large  intestine 
and  reduces  the  number  of  necessary  examina- 
tions. 

This  general  view  of  the  large  intestine  which 
permits  the  determination  of  its  length,  the  form  of 
the  difTerent  segments,  and  the  relations  of  the  parts 
to  the  surrounding  organs  is  in  many  cases  suflicient, 
but  there  are  other  cases  in  which  the  roentgenos- 
copic  examination  must  be  supplemented  by 
orthodiagrams  or  radiographs.  Orthodiagrams  have 
unquestionable  advantages  and  facilitate  the  inter- 
pretation of  certain  images.  It  often  happens  that 
the  bismuth  masses  give  shadows  that  are  obscure 
owing  to  the  superposition  of  difTerent  intestinal 
elements;  by  palpation  under  the  screen  the  shadows 
corresponding  to  the  different  elements  can  be 
separated,  and  by  orthodiagrams  an  interpretation 
of  the  images  can  be  arrived  at  which  the  screen 
examination  cannot  give.  Radiography  alone  shows 
only  one  moment  of  the  intestinal  action  and  does 
not  indicate  at  all  or  indicates  very  imperfectly  the 
nature  or  quality  of  the  intestinal  movements. 
Moreover,  it  very  frequently  furnishes  deformed 
images,  even  when  the  most  recent  methods  are 
used.  W.  A.  Brennan. 

HOSPITAL,  MEDICOLEGAL,  AND  MEDICAL 
EDUCATION 

Allowing  Improper  Testimony  to  be  Introduced 
Which  Can  Only  Inflame  the  Minds  of  the 

Jury.      Peters    vs.    Howard,     206    Illinois     App., 
p.  610. 

In  the  case  of  Peters  vs.  Howard  the  court  re- 
versed a  judgment  against  Dr.  Howard  and  dis- 
cussed a  number  of  points  which  should  be  of 
interest  to  the  profession  at  large.  The  plaintiff 
brought  suit  to  recover  for  damages  for  injuries  said 
to  have  been  caused  by  the  negligence  of  the  de- 
fendant who  had  been  retained  to  attend  and  treat 
her  at  childbirth.  She  stated  that  during  his 
treatment  he  carelessly  and  negligently  placed 
against  her  body  and  limbs  hot  water  bottles,  and 
that  by  reason  thereof  large  areas  of  skin  had  been 
burned  and  ulcers  had  formed  on  her  body  and 
limbs. 

The  defendant  filed  what  is  called  a  "general 
issue,"  which  is  a  general  denial  of  all  the  allegations 
in  the  plaintiff's  declaration.  He  filed  also  two 
special  pleas  setting  up  special  defenses  which  were 
that  the  hot  water  bottles  in  question  were  not  the 
property  of,  nor  in  the  possession  of,  nor  under  the 
control  of,  the  defendant  and  that  the  supposed 
negligences  by  the  plaintiff  alleged  were  not  com- 
mitted by  the  defendant  nor  by  anyone  under  his 
control  nor  in  his  employ.    The  demurrer  to  these 


pleas  was  sustained,  the  court  holding  that  the 
defendant  could  introduce  testimony  on  these  two 
grounds  without  the  necessity  of  pleading  them 
specially.  The  trial  court  admitted  testimony  that 
the  attending  physician  had  opened  one  of  the 
blisters  on  plaintiff's  limbs  using  a  safety  pin  which 
he  took  from  one  of  the  bandages,  the  statement  ' 
being:  "Why,  he  unpinned  her  leg  and  took  off  the 
bandage  and  found  a  place  he  thou!?ht  needed 
opening,  and  he  took  the  safety  pin  and  was  in  the 
act  of  opening  the  place  with  the  safety  pin,  and 
she  says,  'Hold  on,  you  mustn't  do  that  with  no 
safety  pin;  he  was  not  going  to  pick  that  sore  with 
no  safety  pin  on  her.'"  A  motion  to  exclude  this 
testimony  was  overruled. 

The  court  in  disposing  of  this  question  of  error 
as  urged  by  the  appellant  in  this  case  states  that  the 
sole  purpose  of  this  evidence  was  to  inflame  the 
minds  of  the  jury  against  a  physician  by  showing 
that  he  was  so  careless  in  his  professional  work  that 
he  would  use  a  brass  pin  just  taken  from  the  bandage 
about  a  wound  to  break  the  flesh  of  appellee.  The 
admission  of  this  evidence  was  erroneous  and  very 
prejudicial,  it  could  not  be  remedied  by  instruc- 
tions, and  it  was  the  foundation  for  a  very  improper, 
inflammatory,  and  prejudicial  argument. 

Another  question  was  raised  in  this  case  because  ' 
an  instruction  was  given  to  the  jury  referring  it  to 
the  declaration  and  stating  in  substance  that  if  the 
jury  believed  the  plaintiff  had  proven  her  case  as 
charged  in  her  declaration  it  should  find  the  defend- 
ant guilty.  The  defendant's  objection  to  this  was 
that  the  declaration  did  not  state  a  complete  cause 
of  action  as  it  did  not  negative  contributory  negli- 
gence and  therefore  the  jury  was  instructed  incor- 
rectly as  to  the  law.  The  rule  is  well  settled  in  Illinois 
that  before  a  plaintiff  can  recover  she  must  prove 
not  only  that  the  defendant  was  negligent  and  that 
such  negligence  was  the  proximate  cause  of  the 
injury  complained  of,  but  also  that  she  was  free  from 
negligence  which  would  contribute  to  the  injury; 
that  is,  that  she  carried  out  the  doctor's  instruc- 
tions in  regard  to  taking  medicine  and  care  of  her- 
self, etc.  The  court  holds  that  malpractice  cases  are 
much  the  same  as  cases  against  a  railroad  company 
for  injury  to  a  passenger,  and  that  in  those  classes 
of  cases  the  plaintiff  must  show  that  she  was  in  the 
exercise  of  due  care  and  free  from  contributory 
negligence  as  a  prerequisite  to  recovery.  The  judg- 
ment was  reversed  and  the  case  remanded  for  a  new 
trial.  J.  A.  Castagntno. 

Liability  of  Physician  and  Manufacturers  of 
Ether.  Moehlenbrock  vs.  Parke,  Davis  &•  Co.,  et  al. 
i6g  Minnesota  N.  W.  R.,  p.  541. 

The  case  of  Moehlenbrock  versus  Parke,  Davis  et 
al.  in  the  169th  Northwestern  Reporter  541,  grew  out 
of  the  following  statement  of  facts.  The  plaintiff,  a 
young  man,  went  to  one  of  the  defendants  for  a  tonsil- 
lectomy. One  of  the  other  defendants  gave  the  an- 
aesthetic using  ether  which  was  manufactured  by  the 
remaining  defendant.     The  contention  of  the  plain- 
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tiff  was  that  the  defendant  physicians  were  negligent 
in  administering  the  anaesthetic  and  that  the  defend- 
ant, Parke,  Davis  &  Co.  were  negligent  in  manufac- 
turing and  placing  on  the  market  impure  and  dan- 
gerous ether. 

From  this  statement  of  facts  the  peculiarly  anta- 
gonistic character  of  the  defenses  to  these  allegations 
can  be  seen  plainly.  The  defense  of  the  doctors  was 
that  the  administration  of  the  ether  was  skillful  and 
proper  but  that  the  ether  was  impure,  while  the  de- 
fense of  the  defendant  company  was  that  the  ether 
was  pure  but  that  it  must  have  been  negligently 
given.  Because  of  this  situation  the  trial  court 
allowed  the  defendants  considerable  latitude  in  their 
examination  of  the  witnesses.  Complaint  was  made 
against  the  rulings  which  allowed  the  defendant 
physicians  to  express  an  opinion  as  to  the  cause  of 
the  death  of  the  plaintiff's  intestate,  but  the  court 
held  that  this  was  not  an  error.  The  witness  may 
express  his  opinion.  The  weight  to  be  given  that 
opinion  rests  with  the  jury. 

The  identification  of  the  ether  analyzed  as  that 
administered  to  the  plaintiff's  intestate  and  to  another 
patient  on  the  day  following  being  sufficient,  and  there 
being  sufficient  evidence  also  to  show  that  there  was 
no  change  in  the  condition  of  the  ether  during  that 
time,  it  was  proper  to  allow  the  introduction  of  test- 


imony showing  the  effects  of  this  ether  upon  the 
patient  during  the  operation  on  the  following  day. 

People  are  sufficiently  alike  to  justify  the  assump- 
tion that  when  a  drug  produces  a  marked  result  on 
one  it  will  produce  the  same  result  when  used  on 
another,  taking  into  consideration,  of  course,  the  age, 
physical  condition,  and  strength  of  each.  In  fact, 
the  entire  practice  of  medicine  and  surgery  is  predi- 
cated upon  this  theory. 

The  defendant,  Parke,  Davis  &  Co.,  contended  that 
the  operating  physicians  were  acting  as  the  agents  of 
the  plaintiff's  intestate  and  that  therefore  their  neg- 
ligence was  also  the  negligence  of  the  plaintiff's  in- 
testate. The  court  held,  however,  that  this  was  not 
the  law  and  that  the  negligence,  if  any,  of  the  de- 
fendant physicians  could  not  be  held  as  the  negli- 
gence of  the  plaintiff's  intestate.  The  only  joint 
enterprise  was  that  of  the  defendant  physicians, 
Moehlenbrock  not  being  able  to  take  any  conscious 
part  in  the  operation. 

It  was  not  necessary  to  prove  that  the  defendant 
company  had  knowledge  of  the  fact  that  the  ether 
was  impure.  It  was  its  duty  to  know  before  the 
commodity  was  placed  upon  the  market  that  it  was 
not  impure  and  dangerous,  and  that  impurities 
could  not  form  in  the  container  in  which  the  ether 
was  sold  or  shipped.  J.  A.  Castagnino. 


GYNECOLOGY 


UTERUS 

Aza,  v.:  The  Early  Diagnosis  of  Cancer  of  the 
Uterus  (Diagn6stico  precoz  del  cdncer  uterino). 
Arch,  de  ginecop.,  1919,  xxxii,  97. 

Aza  sums  up  his  article  as  follows:  Every  haemor- 
rhage, no  matter  how  small,  which  occurs  at  times 
other  than  the  menstrual  period,  warrants  the  sus- 
picion of  cancer,  regardless  of  the  woman's  age. 
Particularly  significant  are  haemorrhages  produced 
by  coitus,  those  which  occur  a  year  or  more  after  the 
menopause,  and  the  sanguineous  discharge  which 
the  Spanish  women  call  "water  from  washing 
meat."  The  majority  of  hard  excrescences  of  the 
cervix  are  cancerous,  as  well  as  those  which  are 
friable  and  bleed  readily;  also  true  ulcers  of  the 
cervix  in  which  there  is  definite  loss  of  tissue.  If  in 
any  of  these  circumstances  the  practitioner  is 
doubtful,  no  time  should  be  lost  before  making  a 
pathologic  examination  of  a  small  piece  from  the 
cervix  or  uterine  scrapings.  M.  M.  Matthies. 

Tufiier:  The  Enucleation  of  Fibroids  and  Preg- 
nancy (finucleation  des  fibromes  et  grossesse). 
Bull.  Acad,  de  med.,  Par.,  1919,  Ixxxi,  748. 

Referring  to  Bar's  recent  communication  on  the 
subject  of  conservative  caesarean  section,  Tuffier 
reports  a  case  of  conservative  uterine  section  for  the 
removal  of  fibroids.  When  practicable  this  operation 
is  always  preferable  to  a  mutilating  hysterectomy. 

Since  1900  Tuffier  has  performed  131  hysterec- 
tomies for  fibromata  and  135  enucleations  with 
preservation  of  the  uterus  and  ovaries.  He  considers 
enucleation  always  the  method  of  choice.  In  49  cases 
in  which  he  began  in  this  way,  however,  he  was 
ultimately  obliged  to  perform  a  hysterectomy. 

Tuffier  takes  up  the  question  of  the  removal  of 
fibromata  before,  during,  and  after  pregnancy.  Be- 
fore pregnancy  in  the  cases  of  young  women,  enu- 
cleation should  be  preferred  to  removal  of  the 
ovaries  or  uterus.  Three  hundred  of  the  author's 
315  patients  were  between  35  and  50  years  of  age. 
In  the  cases  of  the  remaining  15  he  performed  3 
hysterectomies  and  1 2  myomectomies. 

Subsequent  pregnancies  in  several  of  these  cases 
have  shown  that  the  uterine  scar  is  not  a  source  of 
trouble  in  a  later  pregnancy.  Moreover,  in  the 
caesarean  operation  for  fibroma  the  uterine  dimen- 
sions are  less  than  in  the  obstetrical  caesarean  and  the 
scar  has  greater  resistance. 

The  indications  for  operation  for  fibroma  in  the 
course  of  pregnancy  are  very  rare.  In  Tufiier's  3 
cases  they  were  the  same  in  all,  i.e.,  the  presence  of  a 
large,  hard  fibroma  embedded  in  the  lower  pelvis 
and  probably  in  the  supravaginal  part  of  the  neck  of 
the  lower  segment  of  the  uterine  corpus.    In  the  case 


of  one  woman  who  was  four  months  pregnant  2  fi- 
bromata which  together  had  the  volume  of  a  foetal 
head  were  removed  after  section  of  the  uterus.  The 
pregnancy  continued  and  the  patient  was  delivered 
of  a  living  child  after  seven  and  a  half  months.  In 
the  other  2  cases  of  myomectomy  with  suture  one 
patient  aborted  a  week  later.  The  pregnancy  of  the 
fourth  continued  but  the  final  result  is  not  known. 
Everything  depends  upon  the  position  of  the 
fibroma  with  regard  to  the  uterine  mucosa. 

Tuffier  concludes  that  when  an  operation  is  judged 
necessary  for  the  removal  of  a  fibroid,  enucleation, 
when  practicable,  permits  pregnancy  and  a  normal 
labor. 

In  the  course  of  pregnancy  there  are  two  courses 
to  follow:  (i)  the  pregnancy  may  be  allowed  to  go  on 
and  the  tumor  removed  later  following  a  caesarean 
operation;  and  (2)  the  fibroma  may  be  removed  at 
once.    The  latter  course  often  causes  abortion. 

After  labor,  either  natural  or  surgically  induced,  it 
is  better  to  enucleate  fibroids  than  to  run  the  risk 
of  another  pregnancy  complicated  by  new  fibromata. 

W.  A.  Brennan. 

Adeodato,  I.:  Ligamentary  Hysteropexy  in  the 
Treatment  of  Uterine  Retrodeviation  (Con- 
tribuicao  ao  estudo  da  hysteropexia  ligamentar 
no  tratamento  dos  retrodesvios  do  utero).  Brazil 
med.,  1919,  xxxiii,  89. 

Adeodato  believes  that  the  shortening  of  the 
round  ligaments,  or  ligamentary  hysteropexy,  is  the 
most  rational  of  all  the  methods  employed  for 
correcting  retrodeviation  of  the  uterus,  and  that  the 
Alquie-Alexander-Adams  technique  by  the  inguinal 
route  has  never  been  surpassed  from  the  standpoints 
of  anatomy  and  physiology. 

The  same  physiological  advantages,  however, 
can  be  obtained  by  the  abdominal  route  when  for 
the  removal  of  adhesions  or  some  other  surgical 
reason  the  abdominal  route  is  necessary.  There  are 
two  methods  of  accomplishing  this,  i.e.,  the  method 
originated  in  the  United  States  by  Gilliam  and  in 
France  by  Doleris  and  modifications  of  this  opera- 
tion. 

As  the  original  Gilliam  technique  offers  the  possi- 
bility of  intestinal  strangulation,  the  author  prefers 
the  modified  technique  which  he  describes.  In  one 
of  his  cases  operated  upon  by  the  Gilliam  technique 
a  loop  of  intestine  slipped  down  within  the  pocket 
formed  in  front  of  the  uterus  by  the  round  ligament 
which  was  sutured  to  the  rectus  muscle.  To  pre- 
vent this,  Adeodato  now  fastens  the  vertex  of  the 
loop  of  the  round  ligament  to  the  side  rather  than  to 
the  median  line  in  order  to  keep  the  fundus  of  the 
uterus  away  from  the  peritoneal  incision  and  prevent 
the  development  of  adhesions. 
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Certain  cases  of  retroflexion  require  a  complemen- 
tary operation  to  correct  the  angle  of  flexion.  This 
is  applied  to  the  isthmus  in  order  that  the  fundus 
may  not  be  brought  too  close  to  the  sutured  incision 
in  the  peritoneum. 

As  the  surgical  operation  alone  does  not  suffice  to 
free  the  patient  from  all  the  effects  of  the  retro- 
deviation, local  and  general  treatment  should  be 
given  both  before  and  after  operation. 

W.  A.  BRE^fNAN. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Saint,  C.  F.  M.:   Pyosalpinx  Containing  a  Round 
Worm.  Edinburgh  M.  J.,  1919,  xxii,  387. 

Saint  reports  the  case  of  a  16-year-old  girl  who 
was  admitted  to  the  hospital  with  continuous  pain  in 
the  lower  abdomen  accompanied  by  bladder  pain 
and  delay  in  voiding  urine,  vomiting,  and  a  rise  in 
temperature.  Menstruation  had  been  regular,  some- 
what excessive,  and  painful. 

On  examination  it  was  found  that  the  pulse-rate 
was  84,  the  temperature  ioo,and  the  general  condition 
good.  There  was  rigidity  of  the  right  rectus  and 
slight  hypogastric  tenderness.  The  vaginal  findings 
were  a  bulging  of  the  right  fornix  and  displacement 
of  the  cervix  to  the  left. 

Following  a  diagnosis  of  infected  cyst  of  the  broad 
ligament,  a  midline  incision  was  made.  The  operative 
findings  were  as  follows:  a  recent  pelvic  peritonitis, 
omental  adhesions,  normal  left  tube  and  ovary,  and 
distension  of  the  right  broad  ligament  by  a  tense, 
egg-shaped  swelling  which  almost  closed  the  true 
pelvis  and  pushed  the  uterus  over  toward  the  left. 
The  broad  ligament  was  incised  along  the  upper 
border  and  the  cyst  shelled  out  of  its  bed.  When 
ruptured  the  cyst  was  found  to  contain  foul  pus  and 
a  dead  round  worm  3^^  inches  long.  Vaginal  drainage 
was  established  and  recovery  was  uneventful. 

The  author  believes  that  the  worm  gained  entrance 
through  the  vagina  and  os  uteri.      W.  F.  Hewitt. 

Magery,   R.:    Fallopian  Tube  Incarcerated  in  a 
Femoral  Hernia.  Med.  Press,  19 19,  evil,  457. 

The  author  reports  the  case  of  a  multiparous 
woman,  38  years  old,  who  had  had  a  small  lump  in 
the  groin  for  several  years.  Suddenly  severe  pain 
developed  in  the  region  of  the  lump.  The  tumor  did 
not  disappear  when  the  patient  reclined.  When 
examined  she  had  vomited  twice  and  the  pain  had 
continued  for  eight  hours.  The  general  condition  was 
good.  In  the  right  saphenous  opening  a  rounded, 
tense  tumor  the  size  of  a  pigeon  egg,  tender  to  pressure 
nd  without  impulse  on  coughing,  was  palpated. 
At  operation  a  right  femoral  hernia  was  found.  The 
sac  contained  blood-stained  fluid  and  5  centimeters 
of  the  distal  end  of  the  right  tube.  The  tube  was  red 
and  shiny  and  could  be  dropped  back  into  the  ab- 
domen only  after  nicking  Gimbernat's  ligament. 
The  ring  was  closed  by  stitching  the  pectineus  muscle 
to  Gimbernat's  and  Poupart's  ligaments.  The 
patient  recovered.  W.  F.  Hewitt. 


Bizat,  A.  R.:   Ovarian  Salvation  vs.   Ovarian   De- 
struction. Am.  J.  Surg.,  1919,  xxxiii,  134. 

If  the  patient  has  but  one  ovary  and  is  without 
issue,  endeavor  to  conserve  it  until  the  possibility 
of  issue  is  gone;  if  necessary,  it  may  be  removed  at  a 
later  date.  The  same  statement  applies  to  all  cases 
in  which  there  is  doubt,  excepting  in  the  presence 
of  definite  malignancy. 

It  is  a  hazardous  risk  to  leave  an  ovary  on  one  side 
and  a  tube  on  the  other. 

It  is  not  always  safe  to  remove  both  tubes,  leave  a 
part  of  one  ovary,  and  inform  the  patient  that  she 
will  be  barren. 

Under  no  circumstances  should  the  ovaries  be 
removed  for  mere  prophylaxis. 

Edward  L.  Cornell. 

EXTERNAL  GENITALIA 

Sweetser,  H.  B.:  Vaginal  Hernia.    Ann.  Surg.,  1919, 
Ixix,  609. 

The  patient  whose  case  is  reported  was  a  single 
woman,  21  years  of  age,  who  was  employed  as  a  wait- 
ress. Her  only  complaint  was  the  presence  of  a 
swelling  which  protruded  from  the  posterior  wall  of 
the  vagina  at  the  perineal  juncture  when  she  stood 
or  strained,  but  which  almost  disappeared  when  she 
was  lying  down  and  relaxed.  Although  it  was  pain- 
ful, she  had  suffered  no  sudden  severe  attacks  of  pain. 

The  patient  had  never  been  pregnant.  The  vaginal 
orifice  was  very  much  relaxed,  and  upon  straining  and 
especially  when  she  was  in  the  upright  position,  the 
posterior  wall  projected  through  it  in  the  midline  to 
the  size  of  a  smaU  orange,  exactly  simulating  a  large 
rectocele.    The  perineum,  however,  was  intact. 

Under  anaesthesia,  examination  of  the  rectum 
revealed  that  it  was  not  prolapsed  at  all  into  the 
apparent  rectocele  and  took  no  part  in  the  formation 
of    the    swelling. 

A  transverse  incision  was  made  at  the  mucocuta- 
neous juncture  of  the  perineum,  and  a  vertical  median 
incision  up  the  posterior  wall  of  the  vagina,  the  flaps 
being  dissected  back.  The  tumor  wall,  which  was 
later  found  to  be  the  peritoneum,  was  very  thin  and 
easily  separated  from  the  anterior  rectal  wall.  After 
the  dissection  had  been  carried  up  to  the  level  of  the 
recto-uterine  pouch  behind  the  cervix,  the  sac  was 
opened  and  a  large  amount  of  yellowish  fluid  drained 
off,  estimated  at  about  a  pint.  As  it  was  then  not 
possible  to  make  out  the  conditions  present  through 
the  incision  already  made,  the  lower  field  was  aban- 
doned at  this  point  and  the  abdomen  opened  above  the 
pubes. 

The  omentum  was  then  found  firmly  attached  to 
the  uterus  and  broad  ligaments.  The  tubes  were 
absent.  The  ovaries  were  small  and  full  of  small 
cysts.  When  the  omentum  was  detached,  the  coils 
of  bowel  separated,  and  the  uterus  drawn  forward,  an 
opening  was  discovered  in  the  centre  of  the  Douglas 
pouch,  about  i  inch  in  diameter,  through  which  the 
finger  could  be  passed  into  the  cyst  below.    There 
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was  no  cyst  wall  above.  The  opening  was  closed  with 
sutures  which  included  the  sacro-uterine  ligaments 
and  the  abdomen  closed  without  a  drain.  Returning 
to  the  vagina,  the  sac  was  twisted  into  a  cord,  tied 
and  cut  off,  and  the  levator  muscles  sutured  over  the 
stump.  The  redundant  vaginal  wall  was  then  excised 
and  the  edges  sutured. 

The  patient  left  the  hospital  three  weeks  later  when 
the  parts  were  firmly  healed. 

In  seeking  an  explanation  of  the  condition  found, 
i.e.,  a  hernial  sac  containing  fluid  but  no  intestine  or 
other  viscera,  the  author  has  come  to  the  conclusion 
that  at  the  operation  for  removal  of  the  tubes  the 
fibrous  floor  of  the  cul-de-sac  was  injured  and  at  the 
same  time  a  pelvic  peritonitis  had  developed.  This 
had  formed  adhesions  between  the  coils  of  the  bowel 
and  the  omentum,  creating  an  encysted  collection  of 
fluid  at  the  bottom  of  the  cul-de-sac  the  pressure 
of  which  caused  a  pouching  downward  of  the  peri- 
toneum. A  year  later,  when  the  patient  suffered  a 
severe  attack  of  typhoid,  the  tissues  relaxed  and  al- 
lowed a  protrusion  of  the  hernial  sac  into  which  the 
bowel  could  not  enter  because  of  the  adhesions  which 
held  them  up.  Edward  L.  Cornell. 

MISCELLANEOUS 

Giacobini,     G. :      Thyroid     Sterility        (Esterilidad 
tirbidea).  Semana  med. ,  1919,  xxvi,  272. 

Complete  sterility  may  result  from  thyroid  insuf- 
ficiency. Two  cases  are  reported.  The  first  was  that 
of  a  woman  who  had  been  married  ten  years.  For  the 
past  few  years  she  had  suffered  from  menstrual 
disturbances — ^metrorrhagia  which  was  repeated  two 
or  three  times  each  month  and  headaches.  Her  con- 
dition was  diagnosed  as  due  to  thy roid  insufficiency. 
By  means  of  organotherapy  the  menstrual  function 
was  regulated  and  after  two  months  of  treatment  she 
became  pregnant  and  was  delivered  at  term  without 
incident. 

The  second  case  was  that  of  a  woman  who  had  been 
married  eight  years.  Menstruation  was  abundant 
and  haemorrhagic.  This  patient  also  after  treatment 
with  thyroid  extract  became  pregnant  and  was  de- 
livered at  term. 

The  author  states  that  he  could  cite  a  large  number 
of  similar  instances  of  sterility  traceable  to  thyroid 
deficiency,  and  that  this  should  be  classified  as  a 
special  type  of  sterility.  W.  A.  Brennan. 

Barragan,  D.  M.:    Pathologic  Relations  Between 
the   Genital   and    Urinary  Tracts  in  Woman 

(Relaciones  patol6gicas  entre  el  apartc  genital  y 
el  urinario  en  la  mujer).  Rev.  de  med.  y  drug, 
prdci.,  1919,  cxxii,  257. 

Barragan's  long  article  on  the  interrelations  of 
the  female  genital  and  urinary  tracts  has  been  contin- 
ued for  several  months.  Any  pathologic  or  even 
mechanical  condition  in  the  one  is  reflected  in  the 
other.  In  the  concluding  installment  of  the  article 
the  author  points  to  the  care  which  should  be  taken 
to  avoid  injury  to  the  bladder  in  abdominal  opera- 


tions and  especially  when  exerting  traction  on  a 
tumor  or  treating  an  adherent  growth.  Dense  ad- 
hesions may  cause  the  bladder  to  become  twisted 
and  adherent  to  a  tumor  and  it  may  be  possible  to 
identify  it  only  by  filling  it  with  fluid. 

Barragan  has  frequently  been  consulted  by  patients 
giving  a  history  of  bladder  complications  after  hyster- 
ectomy. In  the  case  of  one  patient  who  had  had  a 
hysterectomy  the  symptoms  for  which  she  was 
operated  upon  recurred  and  there  was  a  persistent 
vesicovaginal  fistula.  Subsequently  a  calculus  which 
had  developed  about  some  strands  of  silk  was  re- 
moved by  lithotripsy.  A  similar  operation  was 
necessary  some  months  later,  due  to  the  develop- 
ment of  other  calculi  in  the  site  where  an  injury 
inflicted  on  the  bladder  during  the  hysterectomy  had 
been  sutured. 

A  second  similar  case  was  that  of  a  woman  who 
had  had  an  enormous  ovarian  cyst  removed  three 
years  previously. 

Barragan  discusses  the  pyelonephritis  of  pregnancy 
and  eclampsia.  When  in  the  latter  there  is  a  living 
foetus  two  factors  are  involved:  (i)  the  toxins  from 
the  foetal  metabolism,  and  (2)  the  defence  of  the  ma- 
ternal organism  which  produces  substances  to  neu- 
tralize the  foetal  metabolic  toxins.  When  there  is 
equilibrium  between  the  two  there  is  a  harmonious 
homogeneous  symbiosis,  but  when  there  is  lack  of 
equilibrium  very  marked  disturbances  often  result, 
even  in  the  early  months  of  pregnancy — a  pregnancy 
toxaemia  manifested  by  irrepressible  vomiting,  etc. 
The  various  reactions  of  pregnancy  follow,  their 
character  depending  upon  the  amount  of  inequality 
between  the  two  factors  mentioned.  These  condi- 
tions clearly  result  from  a  disturbance  in  the  normal 
relations  between  the  genital  and  eliminating 
systems. 

Physicians  should  be  on  guard  to  detect  symptoms 
indicating  such  abnormal  conditions  as  early  as 
possible  so  that  they  may  be  able  to  strengthen  the 
maternal  defences.  The  use  of  Ambard's  constant 
is  one  of  the  best  guides.  The  study  of  two  perfectly 
normal  pregnancies  at  three  and  five  months  respect- 
ively showed  this  constant  to  be  0.062  and  0.074. 
As  soon  as  a  pregnancy  toxaemia  is  diagnosed, 
prophylactic  methods  should  be  instituted. 

W.  A.  Brennan. 

Keen,  W.  W. :  A  Case  in  Which  for  over  Thirty- 
Five  Years  a  Woman  Defecated  and  Urinated, 
and  for  Eleven  Years  Menstruated,  by  the 
Rectum.  Ann.  Surg.,  1919,  Ixix,  606. 

The  case  reported  is  worthy  of  record  as  an 
evidence  of  the  possibilities  of  surgery  and  especially 
of  the  fact  that  the  rectum  may  be  utilized  as  a 
common  cloaca  for  the  urine  and  the  menstrual 
flow  as  well  as  for  the  faeces  for  an  indefinite  period. 

The  case  was  one  of  extensive  and  incurable 
vesicovaginal  and  rectovaginal  fistulae  caused  by 
sloughing  as  a  complication  of  typhoid  fever. 
Ultimately  the  author  entirely  closed  the  vaginal 
outlet. 
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At  the  time  this  case  was  first  reported  in  1876 
only  one  similar  case  had  ever  been  published. 
This  was  by  Brown  in  1864.  In  191 7  Peterson 
collected  38  similar  cases  and  reported  in  addition  2 
of  his  own.  While  Maisonneuve  had  performed  the 
same  operation  in  1851  for  the  first  time,  he  did 
not  report  it  until  i88q.  Rose  operated  upon  three 
cases  in  1872,  1883,  and  1886,  one  of  which  was  re- 
ported in  1878  and  the  other  two  in  1903. 

The  author's  case  is  the  only  one  in  which  the 
condition  was  caused  by  typhoid  fever.  In  33  others 
in  which  the  cause  was  stated  25  resulted  from 
childbirth  and  4  from  operations  for  cancer.  Closure 
of  the  vagina  was  successful  except  at  the  internal 
end  of  the  remnant  of  the  urethra.  After  several 
minor  but  unsuccessful  operations  the  author 
excised  this  small  remnant  with  entirely  successful 
results.  Fistulas  in  the  cicatrix  broke  out  at  intervals 
of  2,  19,  and  8  years  but  were  easily  remedied.  Thir- 
teen years  after  the  vaginal  closure  there  was  escape 
of  urine.  Digital  examination  by  the  rectum  showed 
contraction  of  the  rectovaginal  fistula  and  the 
presence  of  a  calculus  in  the  vagina.  The  calculus 
was  crushed  with  a  curved  haemostatic  forceps 
introduced  through  the  rectum.  At  the  time  of  her 
death  at  the  age  of  73  the  patient  had  remained  well, 
with  the  exceptions  noted,  for  35  years,  and  for  5 
months  after  the  closure  of  the  vaginal  outlet. 

Norris,  C.  C:  The  Menopause.  An  Analysis  of 
Two  Hundred  Cases.  Am.  J.  ObsL,  1919,  Ixxix, 
767. 

Menstruation  being  dependent  upon  an  ovarian 
secretion,  it  is  fair  to  assume  that  the  menopause  is 
due  to  a  change  in  the  ovary.    This  theory  is  borne 


out  by  clinical  facts,  histologic  studies,  and  animal 
experimentation. 

The  generally  accepted  statement  that  the  meno- 
pause is  established  at  42  to  45  is  incorrect.  Forty- 
six  to  49  is  nearer  the  actual  age  in  the  eastern  United 
States. 

Among  normal  women  the  age  at  which  the  meno- 
pause appears  varies  within  wide  limits. 

The  following  conditions  prolong  the  menstrual 
functions:  child-bearing,  marital  relations,  good 
nutrition  and  hygiene,  city  life,  and  education,  while 
converse  conditions  tend  to  an  earlier  menopause. 

Climate  and  race  undoubtedly  play  a  definite  part 
in  the  age  at  which  the  menopause  occurs  but  are 
probably  of  secondary  importance  in  the  United 
States. 

Hereditary  influence  is  in  many  cases  a  potent 
factor;  in  some  families  the  menopause  occurs  early, 
in  others  late. 

In  the  majority  of  cases,  the  chief  feature  of  the 
menopause  is  not  the  cessation  or  diminution  of  bleed- 
ing but  the  neuroses.  These  frequently  antedate 
any  change  in  the  menstruation  and  may  continue 
for  six  or  eighteen  months  after  the  final  cessation 
of  bleeding.  The  actual  bleeding,  however,  is  the 
barometer  of  health. 

Normally  the  menopause  is  established  without 
an  increased  loss  of  blood;  When  menorrhagia  occurs 
an  examination  is  indicated.  Metrorrhagia  should 
always  be  viewed  with  suspicion. 

In  about  90  per  cent  of  absolutely  healthy  women 
the  menopause  occurs  normally,  but  among  average 
women  fully  30  per  cent  present  symptoms  which 
call  for  a  careful  physical  and  gynecological  ex- 
amination. Edward  L.  Cornell. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Parmenter,    F.    J.:    Renal   Affections   Associated 
with  Pregnancy.    N.  York  M.  J.,  1919,  cix,  1080. 

For  practical  clinical  purposes  the  author  never 
considers  the  kidney  to  be  the  site  of  a  primary 
infection. 

In  this  article  kidney  infections  are  discussed  ac- 
cording to  their  etiology  as  follows: 

1.  Acute  or  chronic  septic  processes  elsewheie  in 
the  body,  including  focal  infections — infections  in  the 
teeth,  tonsils,  and  sinuses,  intestinal  bacteraemia, 
cholecystitis,  appendicitis,  pelvic  inflammation,  and 
leg  ulcers. 

2.  Bacteria,  bacterial  toxins,  and  other  products 
of  inflammation  which  reach  the  kidney  either 
through  the  •  blood-stream,  the  lymphatics, 
especially  those  along  the  ureter,  or  the  ureteral 
lumen. 

Attention  is  called  to  the  fact  that  bacterial  injury 
to  the  renal  parenchyma  may  be  prevented  by  the 
bactericidal  powers  of  the  cells  of  the  convoluted 
tubules,  the  transitory  nature  of  the  infection,  and 
the  low  virulence  of  the  bacteria.  Factors  which 
lower  the  renal  resistance  in  the  presence  of  infection 
are  trauma,  previous  damage  from  infection,  con- 
comitant disease  such  as  calculus,  and  marked 
ureteral  obstruction,  when  the  kidney  suffers  not  only 
because  of  mechanical  blocking  but  also  from  the 
culture  medium  afforded  by  retained  urine. 

Parmenter  divides  all  cases  of  kidney  infection 
into  two  types:  (i)  bacteriuria  and  (2)  pyelone- 
phritis. 

Bacteriuria  is  recognized  clinically  by  the  presence 
of  bacteria  in  the  ureteral  urine  in  the  absence  of  any 
abnormal  substance  such  as  pus.  Symptoms  may  be 
absent  entirely  or,  if  present,  entirely  urinary. 

Pyelonephritis,  either  acute  or  chronic,  is  char- 
acterized by  general,  local,  or  urinary  symptoms. 
The  general  symptoms  are  the  same  as  those  of  any 
infection — chills,  prostration,  a  rise  in  the  pulse-rate 
and  temperature,  and  leucocytosis.  The  local 
symptoms  are  such  as  are  found  in  any  abdominal 
infection.  The  urinary  symptoms  are  referred  to 
the  bladder  and  consist  of  frequency  and  urgency  of 
urination,  tenesmus,  and  the  passage  of  small 
amounts  of  turbid  urine.  Symptoms  of  renal  colic 
are  infrequent.  The  general  and  local  symptoms 
depend  upon  the  severity  of  the  infection  and  the 
lack  of  drainage;  the  urinary  symptoms  point  to 
the  establishment  of  at  least  partial  drainage. 

The  diagnosis  of  pyelonephritis  is  made  from  the 
history  and  physical  examination,  with  a  careful 
search  for  foci  and  detailed  urological  tests.  The 
latter  include  chemical,  bacterial,  and  microscopic 
tests  on  the  separate  urines,  an  estimation  of  the 


kidney  function  by  a  dye  test,  and  a  pyelographic 
study  of  the  outhne  of  the  renal  pelvis. 

The  cocci  type  of  infection  is  more  severe  and  will 
more  often  demand  nephrectomy. 

The  less  radical  measures  are: 

1.  Removal  of  the  source  of  infection  when 
possible. 

2.  Removal  of  any  obstruction  in  order  to  Umit 
the  spread  and  virulence  of  the  infection.  The 
knee-chest  posture  for  the  pregnant  woman  is  helpful 
and  the  ureteral  catheter  is  often  indicated.  Stric- 
ture of  the  urethra  is  rare  in  the  female  but  con- 
traction of  the  meatus  is  found  and  may  be  relieved 
by  dilatation. 

3.  The  employment  of  every  means  to  increase 
the  patient's  resistance. 

4.  Removal  of  all  chronic  fod  early  in  pregnancy, 
especially  if  urinary  symptoms  are  present. 

Labor  should  be  conducted  with  the  least  possible 
instrumentation  so  as  to  prevent  an  ascending  lym- 
phatic infection.  Catheterization  should  be  avoided 
unless  absolutely  necessary,  but  if  it  is  needed,  i  oz. 
of  saturated  boric  solution  should  be  left  in  the 
bladder  for  its  antiseptic  effect.         W.  F.  Hewitt. 

Welz,  W.  E.:    Pregnancy  in  a  Case  of  Improved 
Sporadic  Cretinism.  Am.  J.  Obst.,  1919,  Ixxix,  655. 

The  patient,  aged  36,  began  to  get  fleshy  at  10 
years  of  age.  At  23,  one  year  after  marriage,  she 
had  a  severe  nervous  breakdown,  being  in  bed  three 
months  with  marked  delusions  and  illusions.  Since 
then  she  had  enjoyed  good  health.  Her  height  was 
63  inches,  temperature  98.8,  pulse  78,  weight  189 
pounds.  Her  weight  had  increased  gradually  since 
her  twelfth  year  of  age.  She  had  a  hearty  appetite, 
normal  urination,  and  severe  constipation.  The 
skin  was  dry,  coarse  in  texture,  and  yellowish- 
gray  in  color;  the  face  puffy,  especially  about  the 
eyelids.  The  hair  was  coarse  and  gray,  and  its 
color  had  been  the  same  for  sixteen  years.  There 
was  little  hair  under  the  arms  or  on  the  genitals 
but  a  few  coarse  hairs  on  the  upper  and  lower  lips. 
The  root  of  the  nose  was  glightly  depressed,  the 
lips  very  thick,  and  the  teeth  poor.  The  head  was 
large,  the  fontanelles  closed  normally,  and  the  head 
thrown  forward  when  the  patient  was  standing. 
The  thyroid  gland  could  not  be  palpated.  The 
abdomen  was  globular,  with  a  marked  panniculus 
adiposus;  above  the  pubes  was  a  large,  pendulous 
pad  of  fat.  The  legs  and  arms  were  also  well  padded 
with  fat.  The  breasts  were  large  and  pendulous, 
being  mostly  fat  with  little  glandular  tissue.  The 
legs  and  arms  were  noticeably  short.  The  upper 
arm  was  10  inches  long,  and  the  lower  arm,  10 
inches.  The  hands,  which  were  6  inches  long,  were 
stubby  and  broad. 
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The  patient  was  delivered  at  term  by  cesarean 
section  because  of  a  generally  contracted  pelvis. 
Recovery  was  complete.  Edward  L.  Cornell. 

Potockl:  Retroperitoneal  Haematoma  In  the 
Course  of  Pregnancy  (H6matome  r6tro-p6ritoneal 
au  cours  de  la  gestation).  Ann.  de  gyntc.  etd'obst., 
1918,  xliii,  346. 

Potocki  states  that  as  gestation  often  aggravates 
previously  existing  disease  it  may  in  this  way  favor 
the  production  of  haemorrhages  in  regions  apart 
from  the  genital  zone,  although  such  cases  are  rare. 

The  case  reported  was  that  of  a  woman  aged  3  5 
years  who  was  in  her  third  month  of  pregnancy. 
While  apparently  in  a  state  of  good  health,  she  was 
seized  suddenly  with  alarming  symptoms  suggest- 
ing a  severe  internal  hsemorrhage.  On  admission 
to  the  hospital  it  was  thought  that  the  condition 
was  a  ruptured  ectopic  pregnancy.  A  more  detailed 
examination,  however,  disclosed  the  presence  of  a 
tumor  in  the  left  side  of.  the  abdomen  extending 
from  the  upper  part  of  the  iliac  fossa  to  the  costal 
border.  Owing  to  the  patient's  weakness  it  was 
at  first  thought  best  to  defer  surgical  treatment,  but 
as  during  the  night  she  was  again  seized  with  the 
same  symptoms,  an  operation  was  performed  imme- 
diately. ; 

The  genital  organs  were  negative.  On  pushing 
aside  the  intestines,  however,  an  enormous  violet-red 
mass  was  found  in  the  retroperitoneal  region. 
Before  the  operation  could  be  carried  further  the 
patient  died.  Autopsy  showed  that  the  mass  was 
an  enormous  haematoma  under  the  posterior 
parietal  peritoneum  which  had  pushed  up  the 
pancreas  and  suprarenal  capsule  and  had  almost 
completely  enveloped  the  kidney. 

The  author  is  of  opinion  that  the  pregnancy  was 
in  no  way  etiologically  connected  with  the  haemor- 
rhage, but  that  its  co-existence  may  have  favored  it. 

While  the  origin  of  the  haemorrhage  was  not  ex- 
plained by  the  autopsy  findings,  the  author  con- 
cludes that  it  originated  in  the  kidney  but  was  not 
due  to  a  tuberculous  lesion.  The  vessel  most  prob- 
ably involved  was  the  renal  artery. 

Diagnostically  haematomata  of  the  type  described 
may  be  differentiated  from  those  of  an  ectopic 
pregnancy  by  their  situation.  Surgical  intervention 
is  indicated  in  severe  cases  to  assure  haemostasis  and 
evacuation  of  the  blood.  W.  A.  Brennan. 

Gaturani,  M.:  To  What  Extent  Must  We  Depend 
upon  the  Microscopic  Examination  to  Support 
the  Clinical  Diagnosis  of  Ectopic  Pregnancy? 

Am.  J.  Obst.,  1919,  Ixxix,  716. 

Of  100  specimens  of  tubes  or  adnexae  removed 
after  the  clinical  diagnosis  of  ectopic  pregnancy,  only 
15  failed  to  produce  positive  microscopic  evidence. 

The  rupture  of  the  tubes,  which  is  ragged  and 
typical  of  the  erosion  of  the  chorionic  cells,  is  almost 
pathognomonic  of  ectopic  pregnancy.  In  forty-two 
cases  of  rupture,  only  one  showed  negative  micro- 


scopic findings.  In  cases  of  complete  tubal  abortion 
and  harmatosalpinx  of  long  standing  evidence  of 
pregnancy  is  very  difficult  to  find.  Considering  the 
difficulty  of  obtaining  microscopic  evidence,  the 
percentage  of  negative  cases  in  the  series  submitted 
to  microscopic  examination  is  small. 

The  information  derived  from  cases  of  haemato- 
salpinx  or  haematocele  considered  to  be  due  to  other 
causes  then  ectopic  pregnancy  is  also  at  times 
incomplete.  The  detailed  and  convincing  observa- 
tions of  I'reund.  Schambacker,  and  Bazy  are  suffi- 
cient to  demand  at  least  the  revision  of  the  old 
teaching  that  haematosalpinx  and  haematocele  are 
nothing  but  accidents  of  ectopic  pregnancy  (Veit). 
To  avoid  exaggeration  it  is  best  to  accept  the  con- 
tention of  Zweifel  that  it  has  been  histologically 
proved  that  ectopic  pregnancy  is  the  cause  of 
haematocele. 

Unless  a  dififerent  etiological  factor  can  be  dem- 
onstrated in  doubtful  cases,  the  importance  of  the 
clinical  data  must  not  be  underrated. 

Edward.  L.  Cornell. 

Farrer,  L.  K.  P.:  An  Analysis  of  309  Cases  of 
Ectopic  Gestation  in  the  Woman's  Hospital 
in  the  State  of  New  York.  Am.  J.  Obst.,  1919, 
Ixxix,  733. 

In  the  ten  years  from  Jan.  i,  iQog,  to  Jan.  i,  1919, 
there  were  recorded  in  the  Woman's  Hospital  320 
cases  of  ectopic  gestation.  The  clinical  history  and 
the  operative  findings  bore  out  this  diagnosis,  but 
as  in  eleven  cases  the  pathologists  did  not  find 
foetal  elements  in  the  tissues,  the  author  has  not 
included  these  cases  in  his  statistical  study,  beheving 
with  Cragin  and  Bovee  that  ovarian  and  tubal 
haemorrhage  of  non-gestational  origin  cannot  be 
differentiated  from  the  haemorrhage  caused  by  an 
ectopic  gestation  except  by  microscopic  examination 
of  the  tissues. 

During  the  same  decade  there  were  19,674 
patients  in  the  gynecological  service  of  the  Woman's 
Hospital  of  which  309  were  cases  of  ectopic  gestation, 
an  incidence  of  i .  5  per  cent. 

Infection  or  mechanical  alteration  due  to  ad- 
hesions of  the  fallopian  tubes  predisposes  to  ectopic 
gestation. 

The  onset  of  symptoms  of  an  acute  attack  occurs 
equally  as  often  at  the  time  of  an  expected  period 
or  just  after  a  normal  period  as  it  does  when  a 
period  is  overdue. 

Pain  with  or  without  bleeding  is  present  in  every 
case  of  ectopic  gestation  unless  it  is  unruptured. 

Tearing,  lancinating  pain  is  not  as  common  in 
ectopic  gestation  as  pain  of  a  cramp-like  or  bearing- 
down  character. 

Unusual  one-sided  pelvic  pain  when  associated 
with  evidences  of  peritoneal  irritation  and  fainting 
warrants  the  diagnosis  of  ectopic  gestation. 

The  treatment  should  be  operative  in  ever^'  case 
as  soon  as  suitable  hospital  arrangements  can  be 
made,  examination  being  deferred  until  the  patient 
has  entered  the  hospital  if  she  is  in  a  serious  condition. 
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The  end-results  justify  leaving  the  opposite  tube 
in  the  abdomen  at  the  time  of  operation  unless  it  is 
positively  diseased.  Edward  L.  Cornell. 

Lowe,  G.  v.:  Abdominal  Pregnancy.  Brit.  M.  J., 
igig,  i,  767. 

On  September  18, 1918,  a  woman,  aged  35,  was  ad- 
mitted to  the  maternity  ward  of  Sheffield  Union 
Hospital.  She  stated  that  she  had  had  four  normal 
labors  previously,  that  her  last  period  had  occurred  in 
November,  and  that  she  had  had  "labor  pains"  for  a 
week  before  admission. 

The  patient  looked  ill  and  anxious,  and  complained 
of  a  foul  taste  in  her  mouth.  The  tongue  was  dry 
and  coated.  The  temperature  was  99.6  degrees.  The 
abdomen,  which  was  enlarged  up  to  the  ensiform  car- 
tilage, felt  very  tense  and  was  extremely  tender;  fcetal 
parts  were  very  difficult  to  make  out.  There  wasa  soft 
elastic  swelling  above  the  pubes.  The  uterine  souffle 
was  heard  on  the  left  side,  but  the  foetal  heart  sounds 
were  not  audible.  The  presentation  was  vertex,  low 
down  in  the  pelvis,  and  movable;  the  os  uteri  was 
represented  by  a  small  dimple  immediately  beneath 
the  symphysis  pubis.  The  urine  was  acid,  specific 
gravity  1,022,  and  contained  albumin. 

A  diagnosis  of  abdominal  pregnancy  was  made  and 
the  abdomen  opened.  The  uterus  was  found  to  be 
enlarged  up  to  the  size  of  a  five  months'  pregnancy; 
the  fallopian  tubes  were  intact.  A  full-time  dead 
foetus  was  found  to  be  lying  in  a  bag  of  membranes 
which  was  attached  to  the  left  side  of  the  broad 
ligament.  The  foetus  was  extracted,  the  broad 
ligament  clamped,  and  the  mass  removed.  The 
placenta  was  attached  partly  to  the  pelvic  colon  and 
partly  to  the  broad  ligament,  and  in  separating  it  a 
considerable  amount  of  haemorrhage  occurred. 
As  the  patient's  pulse  became  very  feeble,  the  ab- 
domen was  closed  as  quickly  as  possible,  the  lower 
third  of  the  wound  being  kept  open  by  three  long 
gauze  drains.  An  intravenous  injection  of  two  pints 
of  saline  was  given  when  she  was  put  back  to  bed. 

After  operation  the  patient  was  incontinent,  and 
did  not  retain  glucose  injections  by  bowel.  On  Sept- 
ember 20  she  had  an  attack  of  vomiting  with  dis- 
tension of  the  abdomen.  The  gauze  drains  were 
removed  on  September  21,  and  a  long  piece  of  gauze 
soaked  in  flavine  was  inserted  behind  the  uterus. 
There  was  a  small  quantity  of  lochia.  On  Septem- 
ber 25  the  temperature  rose  to  101.4  degrees.  On 
September  27  a  faecal  fistula  developed,  and  a  piece  of 
membrane  presented  through  the  wound.  An  attack 
of  phlebitis  in  the  left  leg,  which  began  on  October 
10,  had  completely  cleared  up  on  October  28. 

When  the  patient  was  discharged  from  the  hos- 
pital quite  well  on  Feb.  3,  1919,  the  wound  was 
completely  healed. 

Dorman,  F.  A. :  Two  Cases  of  Abdominal  (Ectopic) 
Pregnancy  Operated  upon  Near  Term  witli 
Living  Children.    Am.  J.  ObsL,  1919,  Ixxix,  782. 

The  first  case  was  that  of  a  woman  29  years  old 
who  developed  a  toxaemia  and  was  treated  in  the 


hospital  for  three  weeks  without  relief.  Owing  to 
the  presence  of  several  fibroids  in  the  lower  uterine 
segment,  a  caesarean  section  was  performed.  Pre- 
vious to  the  operation  it  was  not  known  that  the 
pregnancy  was  ectopic.  The  membranes  were 
broken  and  the  child  extracted.  As  the  bleeding 
was  profuse,  the  sac  was  rapidly  freed  from  the 
omental  adhesions  by  ligature  and  cutting,  and 
drawn  up  out  of  the  abdominal  cavity.  It  was  then 
found  to  be  connected  with  the  right  broad  ligament 
of  which  apparently  it  was  an  extension.  By  clamp 
and  ligature  close  to  the  base  of  the  ligament,  the 
sac  was  completely  extirpated.  Examination  of  the 
uterus  showed  that  it  was  enlarged  to  the  size  of  a 
three-months'  pregnancy  and  there  were  four  sub- 
stantial fibroids  in  its  posterior  wall.  A  pedunculated 
fibroid  about  the  size  of  a  small  grapefruit  was  at- 
tached to  the  left  horn  and  another  somewhat 
smaller  to  the  right  horn. 

The  uterine  mass  with  its  attached  tumors  was 
removed  by  clamps  and  ligature,  leaving  only  the 
left  ovary  and  the  cervical  stump.  The  broad  liga- 
ment wound  was  sewed  over  with  a  continuous 
catgut  suture,  and  after  all  bleeding  had  been  con- 
trolled the  abdominal  incision  was  closed  in  layers. 
The  child  weighed  6  pounds,  14  ounces. 

The  second  case  was  that  of  a  woman  who  was 
seen  by  the  author  in  consultation  Sept.  28,  191 7. 
The  patient  gave  a  history  of  sudden  severe  pain 
referred  to  the  right  side  of  the  abdomen  and  was  in 
a  state  of  quite  severe  shock,  as  shown  by  a  feeble, 
accelerated  pulse.  The  condition  had  come  on  at 
night,  and  at  first  suggested  sudden  separation  of 
the  placenta.  After  the  administration  of  morphine 
the  pulse  improved  markedly.  The  patient  was  then 
about  seven  months  pregnant.  The  last  menses 
had  occurred  in  February.  During  the  second  and 
third  months  there  had  been  nausea  and  severe  pain 
in  the  right  side.  At  this  time  the  patient  had  been 
in  a  hospital  in  a  western  town  and  had  been  told 
that  she  had  an  ectopic  pregnancy  and  urged  to 
submit  to  an  operation. 

On  November  9,  because  of  moderate  albumin- 
uria, she  was  sent  to  the  hospital  and  kept  on  a 
careful  diet.  An  operation  was  performed  on  No- 
vember 17.  The  peritoneum  was  incised,  exposing 
the  foetal  sac  which  was  found  attached  to  the 
omentum  by  several  light  adhesions.  The  present- 
ing portion  of  the  sac  was  incised  and  the  hand, 
passing  through  the  placental  tissue,  seized  the 
head  and  extracted  the  child.  The  child  was  a 
female,  weighing  4  pounds,  1 1  ounces.  The  incision 
in  the  foetal  sac  was  closed  with  clamps  and  the  sac 
drawn  out  of  the  abdominal  cavity.  The  omental 
adhesions  were  cut  between  ligatures.  After  trac- 
ing the  sac  down  to  its  origin  in  the  left  broad  liga- 
ment, it  was  clamped  off  from  the  horn  of  the  uterus 
and  excised.  Bleeding  points  were  controlled  by 
ligature.  On  the  right  side  near  the  caecum  the  sac 
was  extensively  adherent  to  the  intestine.  In  the 
midst  of  this  was  a  small  mass  of  brownish  blood 
clots  which  was  obviously  the  cause  of  the  attack 
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of  pain  and  faintness  that  had  occurred  the  previous 
month  when  the  patient  was  first  seen. 

The  sac  was  separated  by  blunt  dissection  from 
the  adherent  intestines  and  the  clot  removed. 
The  ha;matoma  was  also  walled  in  by  the  fundus 
uteri,  which,  moderately  enlarged,  extended  up- 
ward in  the  right  iliac  fossa.  A  tear  in  the  peritoneal 
coat  of  the  uterus  caused  by  the  blunt  dissection  was 
closed  with  catgut,  after  which  the  abdomen  was 
closed. 

The  postoperative  history  was  excellent.  The 
highest  temperature  was  100.6,  but  for  ten  days  the 
pulse  ranged  above  100.  On  the  twenty-third  day 
the  mother  and  child  went  home  in  good  condition. 

Edward  L.  Cornell. 

Davis,  E.  P.:   Therapeutic  Abortion.    Therap.  Gaz., 
1919,  xliii,  389. 

The  writer  holds  that  to  justify  the  production  of 
an  abortion  a  condition  must  exist  which  renders  the 
continuation  of  the  pregnancy  hazardous  to  the 
patient's  life  or  is  capable  of  terminating  it.  He  finds 
the  most  frequent  conditions  demanding  therapeutic 
abortion  are  the  toxaemias  of  early  pregnancy,  per- 
nicious nausea  and  vomiting,  and  inability  to  main- 
tain the  metabolism  of  the  body.  He  would  insist  upon 
the  most  intensive  observation  of  these  patients  by 
an  intelligent  caretaker  so  that  there  may  be  no  error 
in  computing  the  total  intake  and  output  and  the 
total  amount  of  nourishment  retained  for  twenty- 
four  hours.  A  precise  record  should  be  kept  also  of 
the  general  condition  and  symptoms.  Accurate 
laboratory  research  including  a  nitrogen  partition  of 
a  twenty-four  hour  specimen  of  urine  will  establish 
a  positive  diagnosis  of  toxaemia  as  all  such  cases  show 
a  profound  disturbance  in  the  nitrogen  metabolism. 

Heart  lesions  with  evidence  of  decompensation  are 
also  held  as  furnishing  grounds  for  therapeutic  abor- 
tion. In  discussing  tuberculosis  the  author  draws  a 
sharp  line  between  such  infection  acquired  subsequent 
to  pregnancy  and  an  infection  existing  before  preg- 
nancy. In  the  former  cases  he  believes  the  patient  is 
more  apt  to  respond  to  early  treatment  and  that  the 
pregnancy  should  be  allowed  to  proceed  as  long  as 
the  improvement  is  noted.  In  the  case  of  patients  who 
were  tuberculous  before  conception  the  pregnancy 
should  be  terminated  at  once.  When  religious  belief 
or  ecclesiastical  authority  would  prevent  the  inter- 
ruption of  pregnancy,  it  is  the  duty  of  the  physician 
to  state  the  truth  without  reserve,  placing  the  burden 
of  responsibility  for  the  final  decision  upon  the  con- 
science of  the  husband  and  wife. 

As  to  the  method,  the  author  states  that  he  prefers 
dilatation  under  nitrous  oxide  and  oxygen,  with  solid 
dilators,  curettage  with  a  sharp  curette  followed  by  a 
uterine  douche  of  i  per  cent  lysol,  and  tamponade  of 
the  uterus  and  vagina  with  10  per  cent  iodoform 
gauze.  The  packing  should  be  removed  in  thirty-six 
to  forty-eight  hours  when  a  free  vaginal  douche 
should  be  given.  Subsequently  the  knee-chest 
posture  is  recommended  and  the  administration  of 
strychnia  and  ergot.  H.  K.  Gibson. 


Bar,  P.:  The  Place  of  the  Hi^  Caesarean  Section 
in  Obstetrical  Operations  (Place  qu'il  convient 
d'attribuer  a  i'op^ration  c6sarienne  haute  parmi 
las  interventions  obst^tricaies).  Btdl.  Acad,  de  mid., 
Par.,  1919,  Ixxxi,  571. 

Bar's  study  is  based  on  his  personal  experience 
in  275  conservative  casarean  operations  performed 
either  by  himself  or  his  assistants.  Because  of  the 
favorable  results  obtained  he  has  been  led  to  per- 
form the  operation  in  cases  in  which  formerly  he 
would  have  thought  it  inadvisable.  He  does  not 
perform  it  however  upon  women  who  show  even 
slight  signs  of  infection,  increase  in  temperature, 
or  vaginitis.  His  rule  is  also  not  to  operate  during 
labor  unless  at  the  beginning  while  the  membranes 
are  still  intact.  In  the  last  97  ca;sarean  operations 
performed  he  operated  in  only  one  case  after  the 
woman  had  been  in  labor  for  twenty-four  hours, 
only  once  after  the  membranes  had  ruptured,  and 
nine  times  after  the  patient  had  been  in  labor  less 
than  two  hours.  The  other  85  operations  were 
performed  before  the  appearance  of  the  first  pains. 

Bar  always  operates  with  the  patient  in  the 
Trendelenburg  position  and  packs  off  the  uterus. 
The  uterine  incision  is  made  very  high  on  the  an- 
terior surface  and  the  ovum  is  extracted  without 
rupturing  the  sac.  The  technique  is  simple.  A 
buttonhole  incision  having  been  made  in  the  uterus, 
the  finger  is  introduced  and  the  membranes  stripped 
as  far  as  possible.  The  uterus  is  then  sectioned  while 
the  finger  proceeds  with  the  stripping  of  the  sac. 
If  the  placenta  is  inserted  low  or  in  a  cornu  the  sac 
may  tear  but  the  extraction  should  be  carried  out 
as  usual.  Bar  no  longer  tampons  the  uterus.  Ex- 
perience has  shown  that  secondary  haemorrhages  are 
rare,  and  they  occurred  only  once  in  the  last  37 
cases.  In  22  of  the  07  cases  the  operative  haemor- 
rhage was  little  or  nothing,  in  10  it  was  considerable, 
and  in  65  medium  in  amount.  While  in  the  author's 
opinion  immediate  haemorrhage  need  not  be  greatly 
feared,  he  takes  the  precaution  of  injecting  20  drops 
of  ergotine  subcutaneously. 

In  only  2  cases  was  an  extraperitoneal  caesarean 
section  done.  The  claim  that  in  the  low  operation 
the  haemorrhage  is  slight  does  not  count  for  much 
according  to  the  figures  quoted  by  Bar.  The  more 
important  claim  that  the  infection  is  less  apt  to 
spread  is  very  valid  for  those  who  operate  by  the 
high  route  without  selecting  their  cases,  but  has 
little  weight  when  the  cases  are  carefully  selected 
as  in  this  series.  Rupture  of  the  uterine  wall  in  a 
subsequent  pregnancy  is  more  to  be  feared  after 
a  low  than  after  a  transperitoneal  uterine  section. 
Such  a  rupture  also  depends  on  the  suturing. 

Of  97  patients  operated  upon  by  Bar  by  the  high 
abdominal  route  during  the  past  five  years  one 
had  slight  shock,  one  a  tendency  to  intestinal  oc- 
clusion, and  others  an  increase  in  temperature,  etc. 
All  97  patients,  however,  finally  left  the  clinic  well 
and  able  to  nurse  their  children. 

The  mortality  which  thirty  years  ago  was  above 
10  per  cent  is  at  the  present  time  2  or  3  per  cent. 
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Experience  continues  to  emphasize  the  fact  that 
a  casarean  section  should  be  performed  only  in 
non-infected  cases  and  that  no  case  can  be  regarded 
as  uninfected  when  the  woman  has  been  in  labor 
a  long  time  and  the  membranes  have  been  ruptured. 

When  performed  in  selected  cases  by  skillful 
hands  following  a  simple  technique  on  women  not 
threatened  by  infection,  ca^sarean  section  is  an 
operation  which  gives  an  almost  certain  successful 
result  for  both  mother  and  child. 

Bar  next  takes  up  the  question  of  end-results, 
i.  e.,  postoperative  adhesions  and  the  possibility 
of  future  ruptures  of  the  uterus.  When  the  operation 
is  performed  upon  non-infected  patients  the  adhe- 
sions are  slight  and  do  not  offer  difficulty  in  future 
interventions.  The  risk  from  adhesions  in  these 
cases,  therefore,  is  so  little  that  it  may  be  considered 
of  secondary  importance.  With  regard  to  sub- 
sequent rupture  of  the  uterine  wall  in  the  site  of 
suture,  the  author  states  that  in  22  cases  in  which 
the  ca?sarean  was  repeated  there  was  i  perforation 
and  in  21  a  greater  or  less  degree  of  thinning  of  the 
wall  about  the  scar.  It  cannot  be  denied,  therefore, 
that  a  notable  thinning  of  the  uterine  wall  is  fre- 
quent, but  this  can  be  obviated  to  a  great  extent  by 
care  in  suturing.  The  suturing  should  be  wide  and 
deep,  the  threads  passing  well  into  the  mucosa. 
Infection  is  avoided  by  selection  of  cases.  In  Bar's 
experience  a  woman  who  has  undergone  a  caesarean 
operation  is  not  exposed  to  any  serious  risk  of 
uterine  rupture. 

The  indications  for  the  caesarean  section  should  be 
definite  and  the  operation  should  never  be  performed 
in  their  absence.  It  is  a  serious  surgical  procedure 
but  the  results  are  very  satisfactory  when  it  is 
reserved  for  only  those  cases  in  which  extraction 
by  the  natural  route  is  clearly  impossible  or  par- 
ticularly dangerous. 

Caesarean  section  is  legitimate  in  all  cases:  (i) 
when  an  obstruction  arising  from  the  bony  pelvis 
or  the  soft  parts  indicates  that  expulsion  will  be 
difficult  and  that  a  forceps  extraction  or  extraction 
after  version  will  be  necessary,  and  (2)  when  some 
accident  renders  a  rapid  termination  of  the  pregnan- 
cy or  labor  particularly  desirable  before  natural 
labor  sets  in.  Common  to  all  indications  is  the 
reservation  that  the  operation  should  be  performed 
only  when  there  is  no  risk  of  infection. 

In  the  final  part  of  his  article  Bar  discusses  some 
of  the  accidents  threatening  pregnancy  and  labor, 
such  as  placenta  praevia,  eclampsia,  etc. 

W.  A.  Brennan. 

Conaway,  W.  P.:    Caesarean  Section  for  Unusual 
Conditions.  Am.  J.  ObsL,  1919,  kxix,  778. 

The  first  patient,  a  primipara  41  years  old,  had 
had  peritonitis  for  ten  days  due  to  acute  appendicitis. 
Attempts  at  vaginal  delivery  had  been  made  unsuc- 
cessfully. The  classic  caesarean  section  was  then  per- 
formed with  the  delivery  of  twins.  For  a  week  after 
delivery  the  patient  had  chills  and  a  fever  of  104 


degrees.  Drainage  of  a  cul-de-sac  was  followed  by 
recovery  and  the  discharge  of  the  patient  twenty- 
seven  days  later. 

The  second  case  was  that  of  a  primipara  35  years 
of  age  who  had  intestinal  obstruction  with  a  temper- 
ature of  1 01  degrees  due  to  appendicitis  and  salpin- 
gitis with  no  free  pus.  After  ca;sarean  section  the 
convalescence  was  stormy  for  one  week.  The  patient 
was  discharged  in  one  month. 

The  third  case  was  that  of  a  woman,  a  primi- 
para aged  30.  Caesarean  section  was  required  because 
of  a  breech  presentation  in  which  the  head  failed  to 
pass  the  inlet.  After  several  attempts  to  deliver  the 
child,  it  was  thought  better  to  perform  a  cesarean 
section  even  if  the  foetus  were  dead,  rather  than  a  de- 
capitation, because  it  was  quicker  and  safer,  A  gauze 
drain  was  left  in  the  uterus.  The  patient  was  dis- 
charged from  the  hospital  in  three  weeks. 

The  fourth  patient,  20  years  old,  who  was  also  a 
primipara,  was  operated  upon  for  eclampsia.  The 
convalescence  was  normal  except  for  a  phlebitis  which 
lasted  ten  days.  Edwaed  L.  Cornell. 

LABOR  AND   ITS   COMPLICATIONS 

Ramsay,  B.  L.:  Twilight  Sleep:  Its  Present  Status. 

Illinois  M.  J.,  1919,  xxxv,  297. 

Twilight  sleep  has  been  successful  in  the  hands  of 
some  and  a  failure  when  used  by  others.  Authorities 
are  about  equally  divided  for  and  against  it,  but  all 
agree  that  it  has  an  element  of  danger  for  the  fa-tus. 

The  condition  is  induced  by  the  use  of  morphine 
sulphate  and  hyocine  hydrobromide.  Narcophin  is 
claimed  by  some  to  be  less  toxic  than  the  former.  The 
object  of  the  procedure  is  to  produce  analgesia  plus 
amnesia,  an  ideal  state  not  always  attained.  To  de- 
termine the  degree  of  analgesia  plus  amnesia  possible 
in  the  mother  without  grave  risk  to  the  foetus,  the 
susceptibility  of  the  patient  to  the  drug,  the  condition 
of  the  foetal  heart,  and  the  degree  of  pain  present 
must  be  determined.  The  indications  for  twilight 
sleep  are:  (i)  nervousness,  (2)  cardiac  lesions,  and 
(3)  slow  and  excessively  painful  dilation  of  the 
cervix.  The  doses  of  the  drugs  recommended  are, 
morphine  sulphate  1/6  grain,  hyoscin  hydrobromide 
i/ioo  grain,  and  atropine  sulphate  i  to  1/180  grain, 
given  subcutaneously,  the  hyoscin  being  repeated. 

The  first  dose  is  administered  when  there  is  great 
pain,  providing  the  dilation  is  the  width  of  two 
fingers  or  more,  so  that  manual  dilatation  and  forceps 
delivery  can  be  resorted  to  if  necessary.  As  soon  as 
the  effect  of  the  first  dose  begins  to  wear  off  the 
second  dose  is  given  after  careful  examination  of  the 
condition  of  the  foetal  heart.  When  effects  on 
the  foetal  heart  are  noticed  forceps  are  used  at  once. 

Twilight  sleep  seems  to  have  no  effect  upon  post- 
partem  contractions  or  haemorrhage  and  does  not 
delay  recovery.  Many  of  the  babies  are  drowsy, 
especially  if  delivery  is  completed  within  three  hours 
of  the  first  injection.  The  lack  of  muscle  assistance 
is  counterbalanced  by  the  relief  of  suffering,  but  the 
necessity  for  the  application  of  instruments,  especially 
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low  forceps,  is  more  frequent.  Labor  is  materially 
lengthened  in  only  a  few  cases.  This  method  of 
delivery  ig  not  recommended  as  a  routine  procedure. 

F.  H.  Harms. 

Icasalegui,  M.  P.:  Two  Cases  of  Acute  Pulmonary 
CBdema  during  Labor  and  in  the  Puerperium 

(Dos  cases  de  edema  agudo  del  pulmon  en  el  parte 
y  alumbramiento).  GuipHzcoa  med.,  April,  191 9 
(from  abstract  in  Afed.  Ibera,  19 19,  vii,  1491). 

The  first  patient  to  whom  the  author  refers  sud- 
denly showed  an  expression  of  extreme  anguish  dur- 
ing the  expulsive  period.  The  respiration  became 
rapid  and  stertoric  and  was  accompanied  by  the 
expectoration  of  a  serosanguineous  liquid.  The 
uterine  movements  were  paralyzed.  In  view  of  the 
alarming  situation  the  author  applied  the  forceps  at 
once. 

After  the  extraction  of  the  foetus  the  symptoms 
of  oedema  re-appeared  but  subsided  upon  the  with- 
drawal of  from  300  to  400  grams  of  blood. 

In  the  case  of  the  second  patient  who  showed 
similar  respiratory  difficulty  the  author  immediately 
withdrew  about  400  grams  of  blood  with  an  in- 
stantly favorable  result. 

The  cause  of  the  pulmonary  oedema  was  neither 
in  the  lung  nor  in  the  heart  and  the  urine  showed 
nothing  abnormal  on  analysis.  In  the  case  of  the 
second  patient  the  sphygmomanometer  demon- 
strated that  the  cause  of  the  pulmonary  oedema  was 
arterial  hypertension. 

These  cases  led  the  author  to  the  following  con- 
clusions : 

1 .  The  only  valid  treatment  for  acute  pulmonary 
oedema,  whatever  its  cause,  is  a  general  blood- 
letting to  the  extent  of  300  or  400  grams. 

2.  Suction  and  cupping  appliances  do  not  act 
sufficiently  in  cases  of  oedema  and  such  methods 
should  be  employed  only  when  blood-letting  is 
contra-indicated. 

3.  It  is  the  duty  of  the  obstetrician  to  examine 
and  prepare  the  patient  carefully  so  that  if  blood- 
letting is  necessary  she  may  be  in  the  best  condition 
to  struggle  against  the  complications  which  may 
follow.  W.  A.  Brennan. 

Anderodias,  I. :  Fibroma  of  the  Lower  Uterine  Seg- 
ment and  Spontaneous  Labor  (Fibroma  du 
segment  inferieure  de  I'uterus  et  accouchement 
spontan6).    /.  de  m&d.  de  Bordeaux,  1919,  xc,  167. 

The  patient  in  the  case  reported  was  a  woman 
41  years  old,  a  primipara,  with  nothing  of  particular 
interest  in  her  history.  Except  for  the  four  previous 
years,  her  menstruation  has  been  very  irregular. 
The  woman  came  to  the  hospital  in  labor,  present- 
ing in  the  lower  pelvis  a  tumor  which  was  apparently 
the  cause  of  a  dystocia. 

On  examination  a  tumor  the  size  of  a  large  foetal 
head  and  quite  distinct  from  the  foetus  could  be  felt 
easily  in  the  lower  part  of  the  pelvis.  The  diagnosis 
made  was  "sessile  fibroid  complicating  labor." 

While  at  first  it  seemed  that  a  spontaneous  de- 


livery under  such  circumstances  would  be  im- 
possible, the  author  determined  to  await  further 
developments.  After  five  hours  the  midwife  in 
charge  informed  him  that  in  spite  of  energetic  con- 
tractions the  labor  did  not  progress.  He  therefore 
decided  to  perform  a  cajsarean  section.  His  exam- 
ination of  the  patient,  however,  did  not  corroborate 
the  midwife's  report  as  he  found  that  instead  of 
being  entirely  pelvic  as  before  the  tumor  had  moved 
into  the  left  iliac  fossa.  It  had  been  pushed  up  and 
to  the  side.  The  foetal  head  had  also  become  turned 
toward  the  cavity.  Under  these  circumstances  the 
author  determined  that  there  was  every  possibility 
of  a  spontaneous  labor  and  therefore  deferred 
operation.  After  a  few  hours  more  dilatation  was 
complete,  the  head  engaged,  and  the  child  which 
weighed  2,850  grams,  was  born  after  a  period  a 
little  longer  than  five  hours. 

In  such  cases  the  tumor  may  be  pushed  down 
through  the  vulva  by  the  foetus  or  upward  and  to 
the  side  as  in  the  case  reported.  According  to  the 
author  the  latter  occurs  as  the  result  of  two  factors 
both  due  to  the  uterine  contractions:  (i)  the 
elongation  of  the  inferior  segment  of  the  uterus,  and 
(2)  the  dilatation  of  the  cervix. 

Such  ascension  of  a  fibroma  may  take  place  in  the 
final  months  of  pregnancy.  The  cervical  dilation 
draws  the  tumor  toward  the  periphery  of  the  pelvic 
cavity  where  it  sometimes  slides  into  the  iliac  fossa, 
leaving  the  passage  free  for  the  foetus. 

A  contingency  such  as  that  described,  however, 
must  not  be  awaited  too  long.  If  after  a  reasonable 
delay  the  tumor  shows  no  tendency  to  move,  and 
especially  if  the  foetal  heart  sounds  begin  to  weaken, 
a  caesarean  operation  must  be  resorted  to  without 
further  delay. 

In  the  case  reported  the  placenta  and  membranes 
were  expelled  forty  minutes  after  the  birth  and  there 
was  no  haemorrhage.  The  woman  left  the  hospital 
eight  days  later  in  good  condition  and  by  that  time 
the  tumor  had  very  greatly  diminished  in  size. 

W.  A.  Brexnan. 

Rongy:   Intrapartum  Rupture  of  the  Uterus.  Am. 

J.  Obst.,  1919,  Ixxix,  824. 

The  patient,  a  primipara  32  years  of  age,  had  a 
negative  family  and  personal  history.  She  became 
pregnant  fifteen  months  after  her  marriage  and 
expected  to  be  delivered  Aug.  2,  1918.  On  August 
4  she  was  sent  to  the  hospital  because  of  vague  pains. 
These  pains,  which  were  irregular,  lasted  about  three 
hours,  then  ceased,  and  did  not  recur  until  the  fol- 
lowing morning.  About  noon  on  August  5  the 
author  was  called  in  consultation. 

At  that  time  the  patient  was  somewhat  shocked 
and  her  pulse,  which  was  of  fairly  good  quality,  was 
115.  The  pelvic  measurements  were  normal.  No 
foetal  heart  sounds  could  be  heard.  On  vaginal 
examination  the  head  was  found  to  be  engaged 
in  the  pelvic  inlet  and  the  cervix  undilated.  Ab- 
dominal examination  revealed  peculiar  unevenness 
of  the  uterine  mass  and  some  fluid  in  the  flanks. 
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On  opening  the  abdomen  both  legs  of  the  infant 
were  found  protruding  into  the  abdominal  cavity 
through  the  fundus  of  the  uterus.  The  rent  was 
irregular  and  extended  from  side  to  side  across  the 
upper  margin.  The  child  and  placenta  were  quickly 
extracted,  the  body  of  the  uterus  was  amputated 
at  its  middle  portion,  drains  were  inserted  in  each 
cul-de-sac,  and  the  abdomen  was  closed.  The  patient 
rallied  from  the  operation  but  later  developed  sepsis 
and  died  on  the  fourth  day.  The  removed  portion 
of  the  uterus  was  sent  to  the  laboratory  where  no 
changes  in  the  uterine  wall  could  be  found  which 
would  account  for  the  rupture. 

Edward  L.  Cornell. 


MISCELLANEOUS 

Romero,  J.:  The  Characteristics  of  the  Pelvis  of 
the  Peruvian  Woman  (Contribuci6n  al  estudio  de 
las  caracteristicas  de  la  pelvis  de  la  mujer  peruana). 
Crdn.  mid.,  Lima,  1919,  xxxvi,  118. 

From  1914  to  1917  inclusive  the  measurements 
obtained  of  the  pelves  of  1,116  parturients  examined 
in  the  author's  obstetrical  clinic  showed  that  12.66 
per  cent  had  abnormal  pelves.  This  is  about  the  same 
as  in  other  countries.  The  conjugate  vera  was 
never  less  than  7.5  centimeters. 

The  author  believes  that  this  study  of  the  Peru- 
vian female  pelvis  is  of  interest  not  only  from  a 
scientific  standpoint  but  also  because  foreigners 
in  dealing  with  Peruvian  pathology  have  based  it  on 
incorrect  data.  Similar  data  has  been  compiled  in 
other  South  American  countries. 

The  author  gives  in  detail  the  typical  measure- 
ments of  the  pelvic  dimensions  compiled  during  the 
last  four  years.  Many  of  these  women  had  had 
normal  labors  despite  varying  degrees  of  pelvic 
abnormality.  W.  A.  Brennan. 

Lowenburg,  H.:  Haemorrhage  of  the  New-Bom; 
Blood  Transfusion  Via  the  Longitudinal 
Sinus;  Recovery.  J.  Am.  M.  Ass.,  1919,  Ixx,  1615. 

The  author  reports  the  case  of  a  baby  girl,  two 
days  old,  who  was  admitted  to  the  hospital  while 
bleeding  profusely  from  the  mouth,  nose,  and 
rectum.  The  cause  of  the  haemorrhage  was  indeter- 
minable. The  following  day  about  80  cubic  centi- 
meters of  whole  blood  were  transfused  directly  from 
the  donor  into  the  longitudinal  sinus.  A  second 
transfusion  proved  to  be  unnecessary.  In  almost 
one  month's  time  the  haemoglobin  increased  60  per 
cent.  E.  C.  RoBiTSHEK. 


Laase,  C.  F.  J.:   Narcotic  Drug  Addiction  in  the 
New-Born.    Am.  Med.,  1919,  xiv,  283. 

Laase  reports  the  case  of  a  woman  27  years  of 
age,  of  good  general  and  physical  condition,  who 
was  addicted  to  opiates  for  over  two  years  and  had 
an  uncomplicated  and  uneventful  pregnancy.  Its 
course  was  uninfluenced  so  long  as  an  opiate  drug 
was  supplied  in  quantities  necessary  to  maintain 
her  free  from  the  symptoms  of  the  withdrawal  of 
the  narcotic  or  body  need  for  opium.  Labor  was 
accomplished  when  she  was  practically  in  a  condi- 
tion of  drug  need.  When  it  was  finally  completed, 
she  was  in  a  highly  excited  state,  very  restless,  and 
suffering  from  the  usual  distress  of  opiate  need. 
Just  before  the  final  pain  she  attempted  to  jump 
out  of  the  window  to  end  the  misery  of  combined 
labor  pains  and  opiate  deprivation.  The  labor 
pains  were  very  energetic  and  delivery  was  accom- 
plished with  little  difficulty. 

The  baby  was  a  well-nourished  child  which 
appeared  healthy  but  from  the  moment  of  birth 
was  very  restless.  Symptoms  and  signs  of  drug 
need  developed  in  the  infant  which  were  identical 
with  those  of  the  mother  both  in  character  and 
sequence.  The  restlessness  increased  and  the 
child  began  to  yawn  and  sneeze.  Its  face  became 
pinched  and  its  color  poor.  It  drew  up  its  legs 
and  cried  out  as  if  in  pain.  Its  pupils  became  widely 
dilated.  The  chin  was  in  a  constant  tremor.  Fi- 
nally diarrhoea  began  and  there  were  signs  of 
collapse  with  general  convulsions. 

Nothing  seemed  to  alleviate  these  symptoms 
until  a  drop  of  paregoric  in  water  was  given.  They 
then  disappeared  in  proportion  to  the  amount  of 
drug  administered,  those  which  developed  last 
going  first. 

When  the  administration  of  the  opiate  was  de- 
layed the  symptoms  developed  at  intervals  of  about 
eight  hours,  their  severity  varying  with  the  length 
of  the  delay.  After  lactation  was  established  the 
necessity  for  the  paregoric  ceased  as  the  narcotic 
was  supplied  through  the  mother's  milk.  Just 
before  the  nursing  time  the  child  displayed  a 
restlessness  unlike  that  seen  in  normal  children. 
Immediately  after  nursing  this  subsided.  Re- 
duction in  the  opium  intake  in  the  mother  was 
reflected  immediately  not  only  in  her  own  physical 
condition  but  also  in  that  of  the  nursing  infant. 
It  seems  to  the  author  that  the  manifestations 
were  purely  physical  and  explained  by  Bishop's 
theory  of  the  production  of  an  antidotal  toxic  sub- 
stance rather  than  by  psychiatric  or  psychologic 
approach.  F.  H.  Harms. 
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ADRENAL,  KIDNEY,  AND  URETER 

Sharpies,  C.  W.:  Ruptured  Cystic  Kidney.  North- 
west Med.,  1919,  xviii,  109. 

Sharpies  reports  the  rupture  of  a  monocystic  kidney 
in  a  man  under  30  years  of  age  which  occurred  while 
he  was  wrestling.  The  onset  of  pain  was  immediate 
and  intense.  The  symptoms  were  those  of  rupture 
of  an  intraperitoneal  viscus,  but  operation  failed  to 
reveal  it  and  the  abdominal  incision  was  closed.  The 
right  kidney  was  then  exposed  through  a  lumbar  in- 
cision, drainage  was  instituted,  and  recovery  was  un- 
eventful save  for  phlebitis  in  the  left  leg.  The 
marked  symptoms  of  shock  and  pain  are  attributed 
by  the  author  to  the  effect  of  the  rupture  upon  the 
sympathetic  nervous  system.  The  cyst  contained 
approximately  one  pint  of  fluid. 

J.  S.  ElSENSTAEDT. 

Lozano,  E.  F. :  The  Bloodless  Treatment  of  Painful 
or  Essential  Haematuric  Nephritis  (Trata- 
miento  no  cruento  de  las  nefritis  dolorosas  o  hema- 
ttiricas  esenciales).  Rev.  espaii.  de  drug.,  igig,  i, 
231. 

Cases  of  the  so-called  essential  haematuric  nephri- 
tis are  not  distinct  anatomopathologic  entities,  but, 
according  to  the  majority  of  authors,  are  manifesta- 
tions due  to  excessive  intrarenal  pressure  which 
compresses  the  glomeruli  and  stretches  the  nerve 
fibers.  Acting  on  this  hypothesis,  different  surgeons 
have  endeavored  to  diminish  the  excessive  intra- 
renal pressure  by  a  variety  of  methods  ranging  from 
simple  exposure  of  the  kidney  by  the  lumbar  route 
to  renal  decapsulation. 

Lozano  believes  that  the  intrarenal  pressure  can 
be  reduced  without  the  least  operative  traumatism 
by  injecting  a  very  concentrated  solution  into  the 
kidney  by  means  of  ureteral  catheterization  and 
placing  the  patient  in  the  Trendelenburg  position. 
He  has  carried  this  method  out  experimentally  in 
rabbits  and  is  satisfied  that  it  can  be  applied  clini- 
cally. 

In  his  experiments  after  chloroforming  the  animal 
Lozano  performed  a  laparotomy  exposing  the  kid- 
neys and  brought  about  an  intense  passive  con- 
gestion in  the  right  kidney  by  compressing  the  renal 
vein.  This  caused  an  increase  in  the  volume  of  the 
kidney  and  a  great  increase  in  the  intrarenal  tension. 
Under  these  conditions  the  kidney  was  submerged 
in  a  saturated  solution  of  sulphate  of  soda.  Imme- 
diately there  followed  a  marked  change  in  its  size 
and  appearance,  a  phenomenon  which  was  due  to 
osmosis  between  two  fluids  of  different  concentra- 
tions, i.  e.,  the  solution  of  sulphate  of  soda  of 
greater  concentration  and  the  intrarenal  secretion 
of  lesser,  which  interchanged  through  the  renal 
tissues. 


The  method  is  practicable  clinically  when  the 
fluid  reaches  the  kidney  pelvis  after  ureteral 
catheterization,  and  is  indicated  in  essential  haema- 
turia  and  other  renal  conditions  of  a  haemorrhagic 
nature. 

In  answer  to  a  criticism  that  the  nervous  system 
as  well  as  the  vascular  system  is  involved  in  essen- 
tial haematuria  the  author  j)oints  out  that  the  relief 
of  the  congestion  removes  the  causes  of  nerve  ten- 
sion and  the  symptomatic  pains  cease.  Such  hyper- 
tonic ureteral  injections  he  believes  are  innocuous 
and  may  be  repeated  whenever  there  are  painful  or 
haematuric  crises.  W.  A.  Brennan. 

Pereamau,  E.:  Nephrectomy  for  Bilateral  Renal 
Tuberculosis.      Results    After    Three     Years 

(Nefrectomfa  per  tuberculosis  renal  bilateral. 
Resultado  a  los  tres  anos).  Rev.  espaA.  de  cirurg., 
1919,  i,  233. 

In  bilateral  renal  tuberculosis  nephrectomy  is  a 
last  resort  when  all  other  methods,  especially  treat- 
ment with  tuberculin  fail,  and  when  the  sufficiency 
of  the  remaining  kidney  is  assured. 

The  operation  reported  was  the  first  of  its  kind 
published  in  the  literature  of  Spain.  The  right  kid- 
ney of  the  patient  was  removed  after  complete 
proof  of  the  functional  capacity  of  the  left  kidney 
was  obtained.  The  third  day  after  the  operation 
there  was  a  slight  uraemia  which  was  easily  over- 
come. During  the  eighth  month  a  slight  cystitis 
developed.  At  the  end  of  a  year  ureteral  catheter- 
ization showed  that  the  pyuria  and  the  Koch  bacilli 
were  of  renal  origin.  At  the  end  of  two  years  it  was 
noted  that  the  urine  was  less  purulent,  and  that 
there  was  neither  dysuria  nor  polyuria.  The  patient 
was  given  frequent  injections  of  tuberculin.  Either 
this  treatment  or  his  constant  open  air  Ufe  may 
explain  the  clearness  of  the  urine,  the  negative  kid- 
ney exploration,  and  the  absence  of  any  disturbance 
which  were  demonstrated  at  a  recent  examination. 

W.  A.  Brennan. 

BLADDER,  URETHRA,  AND  PENIS 

Marlier:  Clinical  Observations  for  the  Study  of 
Inguinal  and  Crural  Cystoceles  (Faits  cliniques 
pour  servir  k  I'^tude  des  cystoceles  inguinales  et 
crurales).    /.  de  med.  et  chir.  prat.,  1919,  xc,  377. 

The  author  calls  attention  to  the  cystoceles 
with  or  without  sacs  in  the  inguinal  and  crural 
regions  which  are  often  discovered  during  operations 
for  hernia.  Two  of  the  three  cases  of  which  he  gives 
the  histories  were  cases  of  extraperitoneal  cystoceles 
without  sacs,  i.e.,  a  variety  of  bladder  hernia  which 
was  discovered  whUe  he  was  searching  for  a  hernial 
sac.    Believing  the  cystocele "  to  be  the  hernial  sac, 
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he  opened  it.  Such  an  error  is  especially  apt  to  be 
made  in  the  crural  region  as  hernial  sacs  here  are 
frequently  thick  and  fatty. 

In  the  first  of  the  two  cases  reported  the  symptoms 
were  such  as  to  suggest  the  diagnosis  of  strangulated 
omental  hernia.  The  true  nature  of  the  cystocele 
was  discovered  only  when  a  jet  of  urine  escaped 
through  the  incised  wall.  In  the  second  case  the 
cystocele  was  believed  to  be  a  small  crural  hernia  in- 
volving the  intestines  and  was  discovered  in  the 
course  of  a  radical  operation  for  an  old  inguinal  hernia. 

A  second  variety  of  cystocele,  i.e.,  with  an  in- 
complete sac  or  a  paraperitoneal  cystocele,  is 
sometimes  found  in  the  inguinal  region  especially  in 
old  persons  with  prostatitis  or  stricture  and  in 
women  with  abdominal  tumors.  The  author's 
third  case  was  a  crural  cystocele  of  this  type. 

A  third  variety — the  intraperitoneal  cystocele — 
is  very  rare,  always  situated  in  the  inguinal  region, 
and  of  voluminous  size.  The  herniated  bladder  is 
contained  in  an  ordinary  hernial  sac  together  with  an 
intestinal  loop  or  portion  of  omentum  which  re- 
sembles a  second  sac  contained  within  the  first.  A 
typical  case  of  this  kind  may  show  a  large  cystic 
pocket  in  the  hernial  sac  and  in  the  rest  of  the  sac 
the  herniated  intestine.  The  cystic  pocket  will  be 
found  to  be  a  continuation  of  the  bladder.  There 
are  no  typical  symptoms  upon  which  the  diagnosis 
of  such  a  cystocele  may  be  based.  The  herniated 
bladder  is  usually  connected  with  the  main  organ  by 
a  narrow,  stretched  pedicle,  and  fluids  injected  into 
the  bladder  will  not  always  reach  the  diverticulum. 

Alessandri  in  reporting  the  statistics  of  175  cases 
stated  that  the  diagnosis  was  made  before  operation 
in  only  5,  in  the  course  of  operation  without  injury 
to  the  bladder  wall  in  7 1 ,  during  operation  with  injury 
to  the  bladder  in  76,  and  not  made  even  during 
operation  in  23.  The  symptoms  arising  from  a  cys- 
tocele resemble  those  of  an  ordinary  strangulated 
hernia  but  are  less  marked  and  are  limited  to 
abdominal  pain,  vomiting,  tension,  and  irreducibility 
of  the  tumor. 

If  during  operation  the  appearance  of  a  hernia 
suggests  anything  unusual,  it  is  well  to  make  a  small 
exploratory  puncture  of  the  contents  with  a  Pravez 
syringe.  W.  A.  Brennan. 

Rezende,  G.  de:  The  Treatment  of  Vascular  Ure- 
thral Caruncula  by  Chromic  Acid  (Tratamento 
da  caruncula  vascular  da  urethra  pelo  acido  chro- 
mfco).  Brazil  med.,  19 19,  xxxiii,  84. 

Since  1915  de  Rezende  has  seen  five  cases  of 
urethral  vascular  caruncula.  The  first  case  was 
that  of  a  woman  aged  65  years.  In  one  case  the 
patient,  a  woman,  had  been  reduced  almost  to  a 
skeleton  and  had  borne  the  excruciating  pain  in  the 
urinary  canal  for  twelve  years  rather  than  submit 
to  examination  and  operation.  In  this  case  there- 
fore, owing  to  the  objection  to  operation,  the  author 
treated  the  papilloma  with  chromic  acid;  after 
the  induction  of  local  anaesthesia  of  the  urethral 
canal,   he  destroyed  the  tumor  by  puncturing  it 


repeatedly  with  a  probe  dipped  in  the  chromic 
acid.  When  the  growth  had  disappeared  he 
cauterized  the  site  in  the  same  way,  neutralizing 
any  excess  acid  with  sodium  bicarbonate.  There 
was  no  haemorrhage  and  the  whole  procedure  was 
effected  without  appreciable  pain.  The  woman's 
condition  has  been  good  during  the  two  years  which 
have  passed  since  the  operation  was  performed. 

In  another  case  in  which  the  author  destroyed 
the  caruncula  with  the  actual  cautery  pain  was 
felt  for  several  days  and  was  due  evidently  to  the 
action  of  the  heat  on  the  surrounding  tissues. 

The  author  cannot  find  any  report  in  the  literature 
of  the  use  of  chromic  acid  for  the  treatment  of  this 
affection,  but  the  literature  available  to  him  is  very 
limited.    Possibly  it  is  not  new.        W.  A.  Brennan. 

Stern,  M.:  Four  Cases  of  Urethral  Stricture  with 
Acute  Retention  of  Urine  Treated  Successfully 
Without  External  Urethrotomy.  Internai.  J. 
Surg.,   1919,  xxxii,   180. 

The  first  case  was  that  of  a  man  who  was  in  a  very 
poor  general  condition  with  almost  complete  reten- 
tion of  urine  and  an  extremely  distended  bladder. 
Cystotomy  with  the  insertion  of  a  drainage  tube  was 
done,  the  anaesthetic  used  being  gas-oxygen.  After 
several  days'  rest  in  bed,  during  which  time  the 
suprapubic  drainage  was  continued  and  warm 
urethral  irrigations  and  instillations  of  argyrol 
solutions  were  made  into  the  urethral  orifice,  the 
patient  was  able  to  void  freely.  At  the  expiration  of 
ten  days  the  instillation  tube  entered  the  stricture 
without  difficulty  and  wider  dilatation  was  effected 
without  interruption. 

The  second  case  was  that  of  a  man  54  years  of  age 
with  a  twenty-year  history  of  stricture.  His  tem- 
perature was  septic  and  there  was  urinary  extravasa- 
tion. Free  incision  of  the  infiltrated  area  and  supra- 
pubic drainage  were  performed  with  results  about 
the  same  as  those  in  the  first  case. 

The  third  patient,  who  had  never  experienced  acute 
retention  before,  was  found  to  be  in  a  very  serious 
condition  on  admission  to  the  hospital.  The  urethra 
was  badly  traumatized  and  there  was  complete 
retention.  Cystotomy  was  performed  and  in  two 
weeks  the  suprapubic  wound  was  allowed  to  close. 

In  the  fourth  case  there  was  a  history  of  previous 
external  urethrotomy.  The  passing  of  sounds  was 
neglected  and  the  gradual  decrease  in  the  urinary 
stream  culminated  after  six  months  in  complete 
closure.  In  this  case  a  modification  of  Russel's  opera- 
tion was  done. 

In  his  conclusions  the  writer  states  that  in  the 
first  three  cases  palliative  treatment  of  the  area  of 
stricture  gave  results  far  superior  to  those  which 
could  have  been  expected  from  external  urethrotomy 
both  as  to  mortality  and  surgical  outcome.  In  the 
fourth  case  the  ultimate  result  of  external  urethrot- 
omy was  demonstrated  to  be  inferior  to  that  of 
palliative   treatment    when   carefully   carried   out. 

The  advisability  of  palliative  or  local  surgical 
treatment  is  to  be  decided  upon  after  the  urine  has 
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become  clear  and  the  symptoms  of  irritation  at  the 
vesical  neck  and  external  sphincter  have  been  elimin- 
ated, and  in  this  we  must  be  guided  by  the  occupation, 
habits,  and  social  status  of  the  patient  and  the  effect 
of  instrumentation  upon  the  stricture  area.  When 
the  infiltration  is  deep  and  unyielding  as  in  the  cicat- 
ricial variety,  the  indications  are  for  local  surgery 
rather  than  palliative  treatment. 

In  cases  amenable  to  palliative  treatment  the 
results  are  excellent.  The  dilating  irrigator  causes 
the  absorption  of  strictures  through  the  agency  of 
long  irrigations  of  warm  water  accompanied  by 
dilatation. 

In  the  operative  treatment  Russel's  partial  re- 
section, Marion's  radical  resection,  and  Cabot's 
plastic  operation  have  advantages  in  their  respective 
fields.  In  order  to  determine  which  would  be  best 
in  a  given  case  the  membranous  urethra  and  the 
bulbous  and  prostatic  portions  for  about  one  half 
inch  in  front  and  behind  it  must  be  freed  and  ex- 
amined. Louis  Gross. 

GENITAL  ORGANS 

Pirondini,   E,:    The  Functional  Classification  of 
Cases  of  Prostatitis  and    Freyer's  Operation 

(Suddivisione  funzionale  dei  prostatici  e  operazione 
di  Freyer).  Policlin.,  Roma,  1919,  xxvii,  sez.  chir., 
"3- 

On  the  basis  of  the  renal  function,  cases  of  pros- 
tatitis may  be  classified  into  three  groups,  or  better, 
according  to  three  stages.  While  such  a  division  is 
not  quite  in  accordance  with  the  classical  sub- 
divisions, it  is  to  be  preferred  for  therapeutic 
purposes. 

In  cases  of  prostatitis  of  the  first  functional  stage 
the  urine  is  clear.  Such  patients  should  be  operated 
upon  in  one  stage  unless  there  are  definite  changes  in 
the  viscera.  Those  who  have  severe  secondary  infect- 
ion should  be  operated  upon  in  two  stages  separated 
by  a  short  interval  of  time. 

Cases  of  prostatitis  of  the  second  functional  stage 
are  those  in  which  the  anatomical  and  functional 
alterations,  though  advanced,  are  at  least  in  part 
mechanical  and  still  reparable. 

Prostatitis  of  the  third  functional  stage  is  that  in 
which  there  is  prolonged  chronic  retention  and  in 
which  the  dominating  renal  changes  are  old,  atropic, 
and  sclerous  in  character.  In  such  cases  the  injury 
to  function  is  irreparable  or  at  the  best  only  very 
slightly  reparable. 

In  some  cases  of  prostatitis  of  the  second  stage  it 
may  be  possible  to  operate  in  one  stage,  but  as  a  general 
rule  these  cases,  and  always  those  of  prostatitis  of  the 
third  degree,  should  be  operated  upon  in  two  stages 
following  prolonged  preparatory  periods  consisting 
of  a  preliminary  period  in  which  a  permanent 
catheter  is  used  and  an  interval  period  of  suprapubic 
drainage.  As  a  rule  the  second  period  may  be 
shorter  than  the  first. 

In  cases  of  prostatitis  of  the  third  stage  the  pre- 
paratory course  is  often  less  eflBcacious  than  was 


expected.  At  times  the  improvement  of  the  general 
state  is  much  greater  and  more  regular  than  that  of 
the  renal  function.  In  these  cases  great  success  has 
been  obtained  with  the  Freyer  operation  done  in  two 
stages.  Patients  operated  upon  in  this  way  may  live 
a  long  time  without  showing  any  phenomena  of  renal 
insufficiency.  It  is  very  probable,  however,  that  this 
is  simply  a  clinical  latency  rather  than  true  functional 
equilibrium.  W.  A.  Bkennan. 

Geiringer,  D.,  and  Campuzano,  J.:  An  Interesting 
Case  of  Prostatic  Oiwtruction  (Un  case  intcres- 
ante  dc  obstruccion  prostatico).  Rn.  de  med.  y 
drug,  de  la  Habana,  1919,  xxlv,  136. 

The  author  states  that  anterior  obstructions  of 
the  prostate,  i.e.,  obstructions  in  the  urethral  rather 
than  the  vesical  part  of  the  internal  sphincter,  are 
diflTicult  to  diagnose.  These  constitute  the  class  of 
cases  in  which  the  obstruction  is  due  to  hypertrophy 
of  Albarran's  glands. 

The  author  reports  a  case  which  was  that  of  a  man 
64  years  of  age.  The  urethroscopic  examination 
showed  an  oval '  elevation  of  the  floor  of  the  pos- 
terior urethra  extending  from  the  verumontanum 
to  the  neck  of  the  bladder.  There  was  no  lateral 
compression  of  the  urethra.  A  suprapubic  opera- 
tion was  done  and  the  adenoma  removed. 

W.  A.  Brennan. 

Watson,  E.  M. :  The  Status  of  the  Vesica!  Sphincter 
after  Prostatectomy.  Surg.,Gynec.  IrObst.,  1919, 
xxviii,  569. 

The  two  chief  factors  which  should  be  considered 
in  explaining  unsatisfactory  function  after  prosta- 
tectomy are  (i)  the  incomplete  removal  of  the 
obstruction,  and  (2)  too  extensive  trauma  to  adjacent 
parts  incident  to  removal  of  the  hypertrophied 
lobes. 

The  part  played  by  the  internal  or  vesical  sphinc- 
ter and  the  external  or  urethral  sphincter  has  long 
been  a  subject  of  much  diversity  of  opinion.  At  the 
present  time  it  is  generally  believed  that  the  internal 
sphincter  marks  the  normal  closing  point  of  the 
bladder. 

Hyman  has  recently  given  a  very  conclusive  study 
of  the  resulting  changes  at  the  bladder  outlet  fol- 
lowing suprapubic  prostatectomy  by  means  of 
collargol  cystograms.  In  a  series  of  38  cases  he 
found  that  28  showed  two  distinct  cavities  after 
operation — the  bladder  cavity,  and,  continuous  with 
it,  the  cavity  from  which  the  prostatic  adenoma  was 
removed.  In  these  cases  the  external  sphincter 
marked  the  closing  point  of  the  bladder.  Of  the 
remaining  10  cases  a  few  showed  a  very  slight  funnel 
formation  and  the  rest  no  change  from  the  normal. 
Hyman  states  that  the  internal  sphincter  was 
destroyed  by  operation  or  its  formation  so  impaired 
that  it  could  not  have  had  any  effect  in  retaining  the 
fluid  in  the  bladder. 

From  Hyman's  study  it  is  readily  seen  that  though 
the  internal  or  vesical  sphincter  is  destroyed  in  the 
majority  of  cases  of  suprapubic  prostatectomy,  no 
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incontinence  follows.  Yet  under  normal  conditions 
this  same  vesical  sphincter  is  the  muscle  which  holds 
the  urine  in  the  bladder.  Occasionally,  however, 
we  meet  with  a  person  who  has  continued  inconti- 
nence following  this  operation.  The  only  explana- 
tion is  that  in  removing  the  hypertrophied  lobes  an 
unwarranted  amount  of  trauma  was  done  to  the 
posterior  urethra,  i.  e.,  its  involuntary  musculature, 
in  addition  to  permanent  injury  of  the  internal 
sphincter.  The  action  of  the  external  sphincter,  a 
purely  voluntary  muscle  and  directly  under  the 
control  of  the  will,  can  hardly  be  accredited  with  the 
power  of  remaining  tonically  contracted  for  a  period 
long  enough  to  give  normal  urinary  continence. 

By  reason  of  the  approach  through  incisions  in  the 
posterior  lobe  and  oftentimes  the  successful  enuclea- 
tion without  rupture  of  the  bladder  mucosa  the 
method  of  removing  the  prostate  through  the 
perineum  seemed  to  offer  possibilities  for  observation 
of  the  vesical  outlet  under  conditions  quite  dif- 
ferent than  those  following  suprapubic  prostatec- 
tomy. For  the  purpose  of  this  study  25  cases  were 
obtained  from  the  clinic  of  the  James  Buchanan 
Brady  Urological  Institute.  The  recent  cases  were 
those  of  convalescents  in  the  hospital  and  the  older 
cases  were  those  of  patients  living  near  by.  The 
operation  performed  in  every  instance  was  Young's 
conservative  perineal  prostatectomy  done  by  Young 
or  one  of  his  staff. 

In  every  instance  the  beginning  of  interval  urina- 
tion, which  from  a  functional  standpoint  indicates 
the  return  of  control  in  the  internal  vesical  sphincter, 
was  noted.  The  study  of  the  vesical  orifice  was  made 
in  these  cases  by  means  of  cystograms  taken  some 
time  subsequent  to  operation,  i.  e.,  from  three  weeks 
to  thirteen  years  afterward.  These  were  made  after 
filling  the  bladder  with  10  per  cent  thorium  solution 
through  a  catheter  as  recommended  by  Burns.  The 
bladder  outlines  and  particularly  the  region  of  the 
prostatic  orifice  were  studied  for  evidence  of  dilata- 
tion as  shown  by  the  escape  of  the  thorium  solution 
into  the  posterior  urethra. 

The  author  summarizes  his  paper  as  follows: 

From  a  study  of  the  cases  herewith  reported  it  is 
seen  that  following  perineal  prostatectomy  the  in- 
ternal or  vesical  sphincter  returns  to  its  normal  tone 
and  function  in  every  instance. 

This  takes  place  within  a  few  weeks  as  demon- 
strated by  the  accompanying  cystograms.  From 
clinical  observations  there  may  be  an  even  earlier 
return  of  function,  judging  from  the  establishment 
of  definite  intervals  of  urination  a  few  days  after 


prostatectomy  has  been  performed  with  a  perineal 
urethrotomy  in  the  membranous  urethra  back  of  the 
interval  sphincter  as  it  should  be.  Not  infrequently 
urine  is  voided  at  three-  and  four-hour  intervals  at 
this  period  through  both  the  urethra  and  the 
urethrotomy  wound,  while  during  the  intervening 
time  the  patient  is  perfectly  dry.  These  rather  long 
periods  of  complete  continence  could  not  occur  under 
the  conditions  described  if  the  vesical  sphincter  were 
not  functioning  normally.    Theodore  Drozdowitz. 

Herbst,  R.  H.:  Cancer  of  the  Prostate;  a  Com- 
bined Surgical  and  Radium  Method  of  Treat- 
ment. /.  Am.  M.  Ass.,  1919,  Ixxii,  1610. 

By  the  use  of  radium  embedded  in  the  carcino- 
matous prostate  at  six  different  points  the  author 
has  obtained  excellent  clinical  results.  His  tech- 
nique consists  of  exposing  the  prostate  supra- 
pubically  and  placing  the  radium  into  the  prostatic 
mass  through  the  bladder.  Six  weeks  to  two  months 
later  the  prostate  is  exposed  perineally  and  the 
radium  again  placed  in  the  gland  in  a  similar  man- 
ner. In  the  one  case  reported  in  the  article  the 
result  was  all  that  could  be  desired. 

V.  D.  Lespinasse. 


MISCELLANEOUS 

Stein,  A. :  A  Case  of  Atypical  Male  Sex  Ensemble. 

Med.  Rec,  1919,  xcv,  902. 

The  author  reports  the  case  of  a  pseudo-herma- 
phrodite of  male  type,  3 1  years  of  age,  who  wished  to 
lead  the  life  of  a  woman.  It  was  not  considered  ad- 
visable, however,  to  undertake  any  operation  either 
to  form  a  vagina  or  fix  the  undescended  testicle  on 
the  left  side. 

Although  the  general  appearance  was  that  of  a 
normal,  well-built  woman,  local  examination  showed 
the  presence  of  a  rudimentary  penis,  hypospadias, 
an  undescended  testicle  on  the  left  side,  a  descended 
testicle  on  the  right  side,  the  absence  of  internal 
female  genitals,  as  was  shown  also  in  a  previous 
laparotomy,  and  absence  of  the  prostate  gland. 

The  psychic  female  sex  attitude  of  this  subject  was 
probably  essentially  the  outcome  of  early  environ- 
ment and  rearing  as  a  girl.  The  author  points  out 
that  altliough  from  one  view  point  sex  is  decided  by 
the  anatomical  character  of  the  gonad  or  sex  gland, 
the  development  of  the  psycho-sexual  center  is  given 
an  extremely  wide  scope  through  education,  example, 
and  suggestion. 
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Lawson,    A.:     Flavine    in    Ophthalmic    Surgery. 

Lancet,  igig,  cxcvi,  1112. 

At  the  present  time  flavine  is  sold  on  the  market  as 
acriflavine,  and  also  as  proflavine.  Acriflavine  is  the 
methylchloridc  of  the  organic  compound  di-amino- 
acridine,  whereas  proflavine  is  the  hydrochloride  or 
sulphate  of  the  same  base  and  a  preliminary  product 
in  the  manufacture  of  acriflavine.  Both  are  yellow 
dyes  which  are  extremely  potent  antiseptics,  but 
their  bactericidal  action  unlike  that  of  other  power- 
ful antiseptics  in  common  use — such  as  the  phenols, 
mercuric  chloride,  and  eusol — is  enhanced  rather 
than  diminished  by  admixture  with  serum.  Further, 
they  are  comparatively  non-toxic,  both  locally  as 
regards  the  tissues  at  the  site  of  application  and 
generally  as  regards  the  body  as  a  whole  after  ab- 
sorption. Proflavine  appears  to  be  the  preferable 
compound  when  dealing  with  the  conjunctiva.  For 
general  purposes  in  eye-work  a  solution  of  pro- 
flavine of  a  strength  of  1:1,000  in  normal  saline  was 
adopted  by  the  author, 

Lawson  emphasizes  the  absolutely  non-irritating 
effects  of  proflavine  when  applied  to  any  wound  sur- 
face, clean  or  otherwise,  solutions  of  a  strength  of 
1:1,000  being  absolutely  painless  to  even  the  most 
acutely  tender  eye. 

The  use  of  flavine  is  not  to  be  insisted  upon  as  a 
necessary  routine  for  every  operation,  though  the 
author  has  employed  it  routinely  during  the  last 
twelve  months.  There  are  four  classes  of  wounds  in 
which  he  has  found  it  to  be  of  the  highest  value: 

1 .  Wounds  caused  by  foreign  bodies.  In  the  two 
years  during  which  flavine  has  been  employed  he  has 
not  had  a  single  case  among  the  many  wounds  he  has 
treated  in  which  there  was  any  trouble  due  to  sepsis. 

2.  In  all  operations  requiring  the  use  of  sutures. 
If  during  the  wound  healing  the  effects  of  flavine  are 
required  for  a  week  or  so,  a  stronger  solution  than 
1 :4,ooo  is  not  to  be  recommended. 

3 .  When  operative  measures  are  necessary  in  some 
cases  of  perforation  of  the  cornea  with  extrusion  of 
the  iris,  and  in  a  certain  number  of  cases  of  acute 
congestive  glaucoma.  In  such  conditions  a  solution 
of  1:1,000  is  to  be  preferred  to  a  weaker  solution. 

4.  Wounds  in  which  grafts  have  been  used.  In 
such  cases  flavine  is  invaluable  as  a  dressing.  Strips 
of  gauze  well  soaked  in  it  should  be  laid  over  the  graft 
when  applied.  This  dressing  need  not  be  touched 
for  several  days. 

In  inflammatory  conditions  of  the  eye,  the  inflam- 
mation will  be  checked  and  its  progress  limited  by 
flavine  though  if  of  any  severity  it  will  not  be  cured. 
Flavine  is  not  to  be  relied  upon  to  cure  conjunctivitis. 
If  it  is  used  at  all  it  must  be  as  an  adjunct  to  other 


measures.  Possibly  because  flavine  has  little  power 
to  penetrate  the  epithelial  surface,  it  has  only  a  very 
limited  use  in  ophthalmia  neonatorum  and  other 
kindred  acute  conjunctival  disorders.  The  author 
believes  it  would  prove  to  be  of  great  value  in  pre- 
venting the  onset  of  gonorrhoeal  ophthalmia  and  a  far 
better  and  safer  preventive  measure  than  the  use  of 
silver  nitrate  in  the  eyes  of  new-born  babies. 

D.  C.  Balfouk. 

Brewerton,  E.  W. :  Case  of  Angioma  of  the  Retina. 

Proc.  Roy.  Soc.  Med.,  Lond.,  1919,  xii,  Sect.  Ophth., 
20. 

Brewerton  reports  a  case  of  cavernous  angioma 
situated  in  the  inferior  nasal  quadrant  of  the  left 
retina.  The  patient's  vision  was  6/9  partly,  and  the 
only  symptom  floating  spots  which  had  been  noticed 
since  1913. 

The  angioma  was  an  oval,  slightly  swollen,  pale 
pink  mass  about  twice  the  size  of  the  disk  and 
bordered  above  by  a  dark  red  rim.  The  inferior 
nasal  artery  was  much  distended,  tortuous,  and 
varicose,  but  its  branches  were  normal;  toward  the 
periphery  it  became  larger  and  was  lost  on  the 
lower  nasal  side  of  the  angioma.  From  the  nasal 
side  of  the  mass  a  much  distended  vein  passed 
upward  in  a  tortuous  route  and  suddenly  became 
contracted  just  before  it  opened  into  the  inferior 
temporal  vein.  Below  -the  contraction  there  was 
white  exudate  on  the  nasal  side.  The  common 
venous  trunk  remained  normal  for  a  short  distance 
and  then  suddenly  dilated  and  remained  distended 
for  the  rest  of  its  course. 

The  author  believes  that  the  vein  was  distended 
by  mechanical  factors  and  was  not  diseased;  that 
there  was  a  congenital  fault  in  the  capillaries  of 
part  of  the  retina  which  caused  them  to  dilate  into 
cavernous  spaces.  Indicating  the  absence  of  disease, 
he  says,  is  the  fact  that  its  branches  were  normal  in 
size  and  general  appearance.  In  such  cases  there  is 
danger  of  recurrent  retinal  haemorrhage  from  the 
vein,  with  gradual  permanent  loss  of  vision. 

W.  F.  MONCREIFr. 

Hallett,   D.:    Cataract  Extraction  by  the  Intra- 
capsular Method:  Advantages  and  Technique. 

Hahneman.  Month.,  1919,  iiv,  321. 

The  removal  of  the  cataract  in  its  capsule  by  the 
technique  of  Major  Henry  Smith  as  modified  by  the 
use  of  the  Fisher  lid  hooks  and  in  some  other  minor 
details  has  several  advantages.  By  abandoning  all 
mechanical  spring  specula  in  favor  of  the  separate  lid 
retractors  held  by  the  assistant  the  escape  of  vitreous 
fluid  is  reduced  to  a  minimum.  Retention  within  the 
eye  of  portions  of  the  capsule  and  cortical  substance, 
the  most  common  cause  of  postoperative  inflamma- 
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tion,  is  obviated  by  extraction  in  the  intact  capsule. 
There  is  no  opaque  substance  remaining  in  the  pupil- 
lary area.  Many  additional  months  or  years  of  good 
vision  may  be  given  the  patient  by  extracting  the 
immature  cataract  as  soon  as  it  interferes  with  useful 
vision.  The  author  believes  that  in  this  method 
there  are  no  dangers  greater  than  those  in  other 
methods. 

A  preliminary  iridectomy,  ten  days  previous  to  the 
lens  delivery,  facilitates  the  latter  procedure  from  a 
technical  standpoint  and  has  the  further  advantage 
of  demonstrating  to  the  patient  that  an  operation 
upon  the  eye  can  be  painless.  It  thus  promotes  a 
more  tranquil  frame  of  mind  and  body  and  better 
co-operation  on  the  part  of  the  patient  for  the  ex- 
traction of  the  cataract. 

Complete  details  of  the  preparation  of  the  patient, 
the  instruments,  the  technique  of  the  operative  pro- 
cedure, and  the  after-treatment  are  given.  The 
author's  method  does  not  vary  in  any  important  re- 
spect from  the  modification  of  Smith's  technique  as 
described  by  Vail,  Fisher,  and  others. 

A  series  of  48  consecutive  intracapsular  extractions 
made  by  the  author  is  tabulated  and  summarized. 
The  capsule  was  intact  in  44  cases.  Of  the  4  cases  in 
which  a  part  or  all  of  the  capsule  remained  within  the 
eye,  there  was  a  subsequent  iridocyclitis  in  2,  and  in  2 
a  prior  chronic  glaucoma.  In  only  5  cases  was  there 
a  loss  of  vitreous,  4  following  and  one  preceding  de- 
livery of  the  lens.  In  each  of  these  cases  the  final 
vision  was  20/30  or  better.  Glaucoma  was  a  prior 
complication  in  6  cases,  in  2  of  which  a  final  vision 
of  20/30  or  better  was  secured.  In  4  cases  there 
was  a  postoperative  iridocyclitis  and  in  one  of  these 
the  eye  was  lost.  There  were  22  immature,  23  ma- 
ture, 2  nuclear,  and  i  hypermature  cataracts.  A 
preliminary  iridectomy  was  performed  in  all  but  i 
case.  The  iris  was  caught  up  by  one  pillar  in  8 
cases,  and  by  both  pillars  in  2  cases;  none  required 
any  further  surgery.  Of  the  entire  series  of  48  cases 
the  vision  obtained  was  20/40  or  better  in  79  per 
cent,  20/30  or  better  in  70  per  cent,  20/25  or  better 
in  56  per  cent,  and  20/20  or  better  in  48  per  cent. 
Of  8  patients  whose  final  vision  was  20/70  or  poorer, 
only  2  had  a  possibility  of  good  vision  owing  to 
prior  complications.  The  visual  results  in  the  re- 
maining 40  cases  averaged  20/25. 

W.  F.  MONCREIFF. 

Tooke,  F.  T.:  Tuberculous  Iridokeratitis— Some 
Features  in  Its  Pathology.  Am.  J.  Ophth.,  1919, 
ii,  395- 

The  author  reports  four  cases  of  tuberculous  iri- 
dokeratitis, with  the  clinical  features,  complete  de- 
tailed descriptions  of  the  histopathology,  and  excel- 
lent cuts.  The  pathologic  material  consisted  of 
three  enucleated  eyes  and  one  clot  of  organized 
exudate  removed  from  the  anterior  chamber  in  a 
case  which  progressed  to  recovery. 

Parsons'  classification  of  tuberculous  lesions  of  the 
iris  is  quoted:  (i)  miliary  tubercle,  (2)  confluent  or 
conglomerate  tubercle,  (3)  tuberculous  iritis.  Tooke's 


four  cases  are  examples  of  the  latter  group,  which  is 
distinguished  by  chronicity  as  compared  with  the 
more  acute  lesions  of  Classes  i  and  2.  In  the  type 
under  discussion,  which  according  to  Parsons  is  the 
most  rare  form  of  the  three,  there  is  generally  a 
diffuse  infiltration  and  thickening  of  the  iris.  There 
may  also  be  giant  cells,  but  tubercle  systems  are  not 
necessarily  evident.  The  author  has  not  always 
found  the  tuberculin  reaction  positive.  In  the 
series  reported,  tubercles  were  found  at  and  near  the 
root  of  the  iris  with  marked  frequency,  contrary  to 
the  former  opinion  that  this  location  is  more  typical 
for  syphilitic  nodules  than  for  tubercles.  In  the 
syphilitic  nodule  the  iris  tissue  itself  is  of  normal 
thickness  and  the  nodules  fade  away  in  the  sur- 
rounding tissue.  They  consist  of  mononuclear  cells 
embedded  in  a  fine  reticulum;  giant  cells  may  be 
present,  but  caseation  is  rare.  Within  the  nodules 
are  widely  dilated  capillaries.  Tubercles,  on  the 
other  hand,  are  avascular. 

In  four  cases  the  author  found  good  evidence  in 
one,  and  very  suggestive  evidence  in  the  other  three, 
that  the  iris  lesion  was  secondary  to  pre-existing 
tuberculous  foci  elsewhere  in  the  body.  These 
findings  coincide  with  the  views  held  by  Leber, 
Fuchs,  and  de  Wecker.  Parinaud,  Lawford,  Bach, 
and  others,  however,  are  equally  positive  that  the 
iris  itself  is  the  initial  source  of  infection. 

All  of  Tooke's  patients  were  females,  and  seven 
out  of  eight  cases  reported  by  Stock  were  those  of 
women  past  middle  age. 

The  author  gives  a  resume  of  the  work  of  Stock 
and  Verhoeff  on  tuberculous  iritis  and  quotes  Stock's 
conclusions  from  his  experimental  work  on  rabbits 
in  substance  as  follows: 

The  first  manifestation  is  a  general  thickening  of 
the  iris  tissue  without  any  unusual  thickening  of  the 
blood-vessels.  Three  or  four  days  later  small  gray- 
ish masses  appear  in  the  iris  tissue.  Stock  supports 
the  author's  contention  that  there  is  no  such  thing 
as  a  site  of  predilection  for  the  tubercle  of  the  iris. 
The  nodules  on  healing  leave  a  white  spot.  In  some 
animals  there  was  a  generalized  hyperaemia  of  the 
iris,  with  the  formation  of  new  vessels  and  the  gen- 
eral appearance  of  granulation  tissue.  The  infiltra- 
tion may  be  so  intense  that  solitary  nodules  cannot 
be  detected.  Later  changes  may  appear  in  the 
surrounding  tissues  as  parenchymatous  keratitis. 
The  nodules  are  more  numerous  on  the  posterior  than 
on  the  anterior  surface  of  the  iris.  Giant  cells  are 
to  be  found  only  when  the  process  has  been  active 
for  months,  and  tubercle  bacilli  only  when  there  is 
central  caseation  of  the  individual  tubercles. 

In  the  more  malignant  form,'  when  a  parenchym- 
atous keratitis  ensued,  the  iris  was  generally 
studded  with  tubercles  the  center  of  which  was 
generally  necrotic.  In  two  of  the  author's  cases, 
especially,  a  distinct  disturbance  of  the  endothelial 
cells  of  the  cornea  was  noted  in  the  presence  of  a 
keratitis  punctata.  In  the  animals  inoculated,  as 
well  as  in  the  human  cases  recorded  by  Stock, 
Descemet's  membrane  always  remained  intact.     In 
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one  of  the  author's  cases  there  was  a  fairly  distinct 
atrophy  or  actual  necrosis  of  this  membrane. 

In  the  author's  experience  an  infiltration  of  the 
cornea  is  the  rule  rather  than  the  exception.  The 
ciliary  body  is  not  of  necessity  always  acutely 
involved  in  the  disease  process.  In  gross  involve- 
ment of  the  iris  there  may  be  large  or  small  tubercles 
of  the  ciliary  body.  Stock  was  unable  to  find  the 
pathologic  manifestations  in  animals  which  might 
be  expect,ed  from  clinical  observations  in  man. 

Verhoeff  states  that  in  his  experimental  cases  the 
size  and  number  of  the  lesions  were  greater  at  the 
filtration  angle  than  elsewhere,  showing  that  more 
bacilli  lodged  in  that  area.  In  the  author's  cases 
and  those  of  Stock  also  there  was  a  prevalence  of 
tubercles  of  the  iris  close  to  the  filtration  angle. 
The  author  notes  further  that  in  his  cases  the 
corneal  lesion  has  been  more  often  central  than 
peripheral,  a  fact  which  he  considers  due  largely  to 
the  more  stagnant  supply  of  lymph  in  the  central 
area  and  perhaps  secondarily  to  interference  with 
nutrition  from  the  aqueous  by  deposits  in  the 
pupillary  area. 

The  author  has  shown  that  the  extension  of  these 
lesions  is  through  the  blood-stream,  thus  accounting 
for  the  presence  in  tuberculous  iridokeratitis  of 
tubercles  free  in  the  vitreous,  about  the  ciliary 
processes,  in  the  choroid,  and  even  in  the  more 
anterior  portion  of  the  retina.  He  regards  the 
necrosis  of  Descemet's  membrane  in  one  of  his  cases 
as  due  not  to  direct  apposition  of  the  tubercle  upon 
its  endothelial  lining,  but  to  a  deep  interstitial 
keratitis  with  subsequent  necrosis  and  doubtless 
with  the  presence  of  actual  bacilli  rather  than  toxins. 

W.  F.  MONCREIFF. 


EAR 

Hill,  F.  T.:  A  Study  of  the  Aural  Complications 
of  the  Recent  Influenza  Epidemic  with  Special 
Reference  to  the  Clinical  Picture.  Laryngoscope, 

1919,  xxix,  351. 

In  the  author's  experience  during  the  recent 
influenza  epidemic  otitis  media  was  an  infrequent 
complication  of  influenza  and  occurred  more  often 
in  cases  developing  pneumonia.  This  type  of  otitis 
media  first  shows  a  hyperaemia  and  then  an  acute 
hyperplasia  or  hyperplastic  oedema  of  the  mucous 
membrane  of  the  middle  ear.  The  picture  is 
definite  and  characteristic,  including  a  drooping 
of  the  canal  wall  which  is  not  indicative  of  a  sup- 
purative mastoiditis. 


The  operative  indications  of  suppurative  mastoid- 
itis are  increased  purulent  discharge  and  thickened 
mastoid  periosteum.  Mastoid  tenderness  and 
oedema,  if  present,  are  added  arguments  for  surgical 
treatment.  S.  S.  Howe. 

Lake,  R. :  A  New  Method  of  Incision  of  the  Ts^n- 
panic  Membrane  for  Acute  Otitis.  Lancet, 
1919,  cxcvi,  977. 

The  author  advocates  a  curved  incision  with  the 
convexity  upward  and  following  the  contour  of  the 
edge  of  the  ear-drum.  He  states  that  he  has  used 
this  method  for  several  years  and  that  it  has  given 
him  better  results  than  any  other,  providing  a 
general  anaesthetic  is  employed  and  the  case  is  seen 
before  involvement  of  the  antrum  or  mastoid  cells. 
In  his  opinion  it  allows  a  longer  drainage.  For  the 
after-treatment  which  he  states  is  of  considerable 
importance  he  recommends  a  combination  of  equal 
parts  of  hydrogen  peroxide  and  chlorinated  soda 
solution  mixed  immediately  before  use  and  syringed 
into  the  external  meatus  while  it  is  effervescing. 

D.  C.  Balfour. 

Alexander,  C.  J.:  A  Case  of  Probable  Metastatic 
Carcinoma  of  the  Middle  Ear.    /.  Am.  Inst. 

Homosop.,  1919,  xi,  1404. 

The  patient  had  had  her  right  breast  removed 
three  years  previously  because  of  carcinoma.  Accord- 
ing to  the  subsequent  history,  throat  and  laryngeal 
symptoms,  cough,  a  choking  sensation,  aphonia,  and 
diflfiiculty  in  swallowing  were  the  first  to  manifest 
themselves  afterward  and  therefore  the  condition  in 
the  middle  ear  must  have  been  an  extension  from  the 
throat. 

A  growth  was  found  in  the  right  side  of  the  pharynx 
and  there  was  complete  immobility  of  the  right 
vocal  cord.  The  right  drum  was  immovable  by  com- 
pression and  aspiration,  excepting  a  small  area  in  the 
anterior  and  posterior  superior  quadrants.  The  lower 
half  of  the  drum  membrane  was  of  a  bluish-red  color 
as  if  blood  were  behind  but  not  against  it.  In  the 
posterior  superior  quadrant  were  three  small  vertical 
folds  and  there  was  fixation  of  the  malleus.  Pro- 
nounced well-formed  blood-vessels  were  seen  extend- 
ing from  the  roof  of  the  external  canal  down  over  the 
drum  membrane  in  front  of  and  behind  the  short 
process  of  the  malleus.  Many  were  observed  also 
extending  outward  from  the  drum  membrane  in  all 
directions,  but  especially  marked  on  the  floor  and 
posterior  wall  of  the  external  canal.  There  were  no 
clinical  signs  of  labyrinthine  involvement. 

O.  M.  ROTT. 


SURGERY  OF  THE  NOSE,  THROAT,  AND  MOUTH 


NOSE 

Hitschler,  W.  A.:  The  Technique  of  Nasal  Douch- 
ing.  Pennsylvania,  M.  J.,  1919,  xxii,  551. 

After  discussing  the  prevalence  of  the  habit  of 
nasal  douching  and  drawing  attention  to  its  dangers, 
Hitschler  states  the  physical  principles  underlying 
a  safe  and  efficient  technique: 

1 .  There  should  be  sufficient  space  for  the  outflow 
of    the    liquid. 

2.  This  can  be  determined  only  by  means  of  the 
head  mirror  and  reflected  light. 

3.  If  necessary,  the  mucosa  should  be  shrunken 
first. 

4.  The  mouth  should  be  kept  open. 

5.  The  capacity  of  any  apparatus  should  not  ex- 
ceed 4  to  6  drams. 

6.  Douching  should  be  followed  by  an  oily  spray. 
Technique  of  anterior  douching :   In  using  a  rubber 

bulb,  the  patient's  head  should  be  held  forward  and 
downward  and  the  mouth  should  be  open.  If  one  fossa 
is  appreciably  narrower  than  the  other,  the  fluid 
should  be  introduced  into  the  narrower  nostril  only. 

Technique  of  posterior  douching:  With  the  pa- 
tient's head  erect,  the  right  angled  tip  is  introduced 
behind  the  soft  palate  and  the  fluid  gently  injected 
into  the  nasopharynx.  The  head  should  then  be  bent 
forward  and  downward  immediately  so  as  to  permit 
the  solution  to  flow  out  of  the  nose. 

The  solution  used  should  be  slightly  acid. 

O.  M.  ROTT. 

Lewis,  J.  D. :    Head  Complications  of  Influenza. 

J.-Lancet,  1919,  xxxix,  287. 

During  the  influenza  epidemic  in  Minneapolis 
many  patients  complained  of  symptoms  resembling 
those  due  to  sinus  involvement  but  caused  by  me- 
chanical interference  with  drainage  from  the  sin- 
uses. True  empyema  of  the  nasal  accessory  sinuses 
was  the  exception. 

In  53  necropsies  at  Fort  Riley,  Kansas,  sphenoid- 
itis  was  found  in  28  ethmoiditis  in  13,  and  frontal 
sinusitis  in  2.  The  predominating  organism  was 
the  ha^molytic  streptococcus.  1  he  writer  therefore 
concludes  that  sinus  involvement  is  more  frequent 
in  some  localities  than  in  others.       E.  J.  Patterson. 


THROAT 

New,  G.  B.:    Amyloid  Tumors  of  the  Upper  Air 
Passages.  Laryngoscope,  1919,  xxix,  327. 

Amyloid  tumors  of  the  upper  air  passages  are 
rare  and  occur  as  part  of  a  general  amyloidosis  or 
as  a  local  condition.  The  writer  reports  four  cases 
of  involvement  of  the  larynx  in  which  the  tumor 
tissues  had  the  appearance  of  yellowish  waxy  growths 
and  the  diagnoses  were  made  by  examination  of  ex- 
cised portions. 

In  one  case  thyrotomy  was  necessary  to  relieve 
dyspnoea,  and  in  another  portions  of  the  tumor 
were  removed  by  the  indirect  method. 

The  X-ray,  radium,  and  fulguration  were  used 
successfully  in  the  treatment  of  these  cases. 

S.  S.  Howe. 

MOUTH 

Talbot,  E.  S. :  Bone  Absorption  around  the  Roots 
of  Teeth.   Dental  Cosmos,  1919,  Ixi,  361. 

As  a  result  of  his  research  on  bone  absorption 
around  the  roots  of  teeth,  the  author  reports  that 
dental  X-ray  pictures  do  not  show  the  pathology 
necessary  for  guidance  in  the  treatment  of  inter- 
stitial gingivitis,  pyorrhoea  alveolaris,  or  apical 
alveolar  changes.  He  finds  that  there  are  a  number 
of  stages  in  the  pathologic  evolution  from  the  normal 
healthy  tissues  to  a  fully  formed  abscess  which  the 
X-ray  does  not  and  cannot,  by  the  present  method, 
show. 

To  treat  diseased  teeth  and  the  alveolar  tissues 
successfully,  we  must  be  able  in  some  way  to  dis- 
tinguish the  finer  changes  which  occur  in  the 
evolution  of  a  fully  developed  abscess.  Each  stage 
requires  different  treatment,  and  a  knowledge  of 
each  is  necessary  to  decide  whether  a  tooth  can  be 
saved  or  should  be  removed. 

The  removal  of  pulpless  teeth  is  recommended 
when  all  other  sources  of  infection  have  been  ex- 
cluded. By  extracting  such  teeth,  which  did  not 
show  defects  in  the  X-ray  picture,  the  author  has 
been  able  to  arrest  arthritis  deformans  and  cure 
headaches,  indigestion,  boils,  skin  eruptions,  and 
enlarged  glands  of  the  neck.        M.  N.  Federspiel. 
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A  case  of  probable  metastatic  carcinoma  of  the  middle 
ear.  C.  J.  Alexander.  J.  Am.  Inst.  Homoeop.,  19 19. 
xi,  1404.  [314] 

Two  cases  of  labyrinthine  fistulx.  Brundel.  Bull. 
m6d.,  Par.,  1919,  xxxiii,  325. 

Mastoiditis  without  involvement  of  the  middle  ear. 
L.  N.  West.    South.  M.  J.,  1919,  xii,  339. 

Posterior  mastoiditis  with  purulent  suboccipital  col- 
lections.    Fiocre.     Bull.  m''d..  Par.,  19 19,  xxxiii,  325. 

The  postoperative  treatment  of  retromastoidal  drainage 
in  children.    A.  Hinojar.    Pedlat.  espan.,  19 19,  viii,  165. 


SURGERY  OF  THE  NOSE,  THROAT,  AND  MOUTH 


Nose 

The  technique  of  nasal  douching.  W.  A.  Hitschler. 
Pennsylvania  M.  J.,  1919,  xxii,  551.  [315] 

Surgery  of  the  nose,  eye,  pharynx,  and  lar3Tix.  R. 
Castaneda  and  M.  Antin.  Ann.  d.  Clin.  ViUa  San 
Ignacio,  San  Sebastian,  19 18, 97. 

Osteoma  of  the  left  frontal  sinus.  Lange.  Deut.  med. 
Wchnschr.,  19x9,  xlv,  254. 

Operations  for  frontal  abscess  and  malignant  nasal  tu- 
mor.   Hinsberg.     Deut.  med.  Wchnschr.,  i9i9,xlv,  224. 

The  treatment  of  frontal  sinusitis  by  the  endonasal 
route.    Bourgnet.     Bull,  med.,  Par.,  1919,  xxxiii,  325. 

The  treatment  of  accessory  sinuses  of  the  brain.  A. 
Mathieu.    West.  M.  News,  1919,  x,  241. 

Head  complications  of  influenza.  J.  D.  Lewis.  J.- 
Lancet,  1919,  xxxix,  287.  [315] 

Albuminuria  following  operations  upon  the  nasal 
fossae  and  its  clinical  interpretation.  J.  M.  Barajas  and 
De  Vilches.     Med.  Ibera,  19x9,  vii,  141. 

Infections  of  the  nose  and  throat  as  primary  foci  for 
secondary  infections.  K.  S.  Blackwell.  Virginia  M. 
Month.,  19x9,  xlvi,  55. 

Three  cases  of  interest  in  rhinology.  H.  S.  Marsh. 
Med.  J.  Australia,  1919,  i,  462. 

Throat 

Two  cases  of  subglottic  tumors.  W.  FKExn>ENTHAL. 
Laryngoscope,  1919,  xxix,  383. 

Infective  phlegmons  of  the  pharynx.  B.  Masci. 
Policlin.,  Roma,  1910,  xxvi,  sez.  chir.,  146. 

Tonsillectomy  technique.  J.  M.  Robb.  J.  Michigan 
State  M.  Soc,  19x9,  xviii,  333. 

The  standardization  of  tonsillectomy.  F.  D.  Sanger. 
South.  M.  J.,  X919,  xii,  336. 


Case  of  tonsillectomy  in  a  man  weighing  23  stone 
F.  E.  Shipway.  Proc.  Roy.  Soc.  Med.,  Lond.,  1919,  xii. 
Sect.  Anaes.,  x8. 

The  modified  Sluder  versus  the  snare  or  diss  ection  opera- 
tion in  tonsillectomy.  H.  Rodman.  N.  York  M.  J., 
19x9,  cix,  1x27. 

Amyloid  tumors  of  the  upper  air  passages.  G .  B .  New. 
Laryngoscope.  19x9,  xxix,  327.  [315] 

Observations  on  the  operative  treatment  of  tuber- 
culosis of  the  larynx.  T.  Ruedi.  Brit.  M.  J.,  19x9,  i. 
764. 

Case  of  laryngofissure  with  removal  of  intralaryngeal 
growth  performed  under  gas  and  oxygen.  H.  E.  G. 
Boyle.  Proc.  Roy.  Soc.  5led.,  Lond.,  19x9,  xii.  Sect. 
Anaes.,  20. 

Some  unusual  foreign  body  cases.  V.  A.  Chapman. 
Wisconsin  M.  J.,  19x9, xvii,  9. 

Foreign  bodies  in  the  laryngo-oesophageal  region. 
T.  L.  Shearer.    J.  Am.  Inst.  Homoeop.  19x9,  xi,  1416. 

Mouth 

The  need  of  co-operation  between  the  medical  and 
dental  professions.    S.  Herder.     Med.  Rec.,  1919,  xcv, 

952- 

The  eruption  of  the  teeth  and  the  subsequent  developn 
ment  of  the  jaw.  H.  O.  Brown.  Arch.  Pediat.,  19x9, 
xxxvi,  284. 

Bone  absorption  around  the  roots  of  teeth.  E.  S.  Tal- 
bot.    Dental  Cosmos,  X919,  Ixi,  36X.  [315] 

Dental  infections  in  children.  A.  L.  Smith.  Med. 
Press.  19x9,  cviii,  491. 

Division  of  the  palatal  vault.  P.  Delbet.  Rev.  g6n.  de 
clin.  et  de  therap.,  1919,  xxxiii,  358. 

Orificial  surgery.  W.  E.  KnraETT.  Nat.  Eclect.  Med. 
Quart.,  19x9,  X,  295. 
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Gurd,  F.  B.:  The  Application  of  Rutherford  Mori- 
son's  Technique  of  Wound  Treatment  to  Civil 
Surgery.    Canadian  M.  Ass.  J.,  1919,  ix,  625. 

The  essentials  of  the  Rutherford  Morison  tech- 
nique are: 

1.  Exposure:  (a)  incision,  (b)  excision. 

2.  Mechanical  cleansing:  (a)  excision,  (b)  curet- 
tage, and  (c)   scrubbing. 

3.  The  application  of  antiseptics:  (a)  alcohol,  (b) 
"bipp." 

4.  Suture:  either  immediately  or  after  the  lapse 
of  several  days  in  which  the  wound  is  packed  with 
"bipp"  and  paraffin  gauze. 

5.  Infrequent  dressings,  i.e.,  every  five  to  ten 
days. 

"Bipp"  is  prepared  as  follows:  bismuth  subnitrate 
I  part,  iodoform,  2  parts,  and  liquid  paraffin  about 
I  part.  The  ingredients  are  thoroughly  mixed  to 
form  a  thick  paste. 

According  to  the  author,  the  use  of  "bipp"  has 
been  extremely  successful  in  the  treatment  of  war 
wounds  and  therefore  ought  to  be  useful  in  badly 
infected  cases  in  civil  surgery. 

A  large  carbuncle  at  the  back  of  the  neck  yielded 
nicely  to  this  form  of  treatment  and  only  two 
dressings  were  necessary.  Primary  union  had 
resulted  at  the  end  of  nineteen  days.  Several  other 
cases  in  which  good  results  were  obtained  are  also 
cited.  Two  cases  exhibited  symptoms  of  poison- 
ing characterized  by  stomatitis,  bronzing  of  the 
skin,  nausea,  and  Vomiting,  but  the  recovery  was 
uninterrupted. 

If  the  technique  is  carefully  carried  out  and  the 
surface  to  be  "bipped"  is  not  larger  than  a  foot 
square,  the  danger  of  poisoning  is  extremely  slight. 

The  advantages  of  the  method  consist  of  the  ab- 
sence of  the  clinical  signs  of  inflammation,  relative 
freedom  from  pain  during  the  dressings,  and  the 
small  number  of  dressings  and  small  amount  of 
dressing  material  required.  R.  B.  Bettman. 


Polak,  J.  O.:  The  Relation  of  Pulse  Pressure  and 
Kidney    Function     to    Operative    Prognosis. 

Am.  J.  Surg.,  1919,  xxxiii,  Anaes.  Supp.,  82. 

At  the  Long  Island  College  Hospital  Polak 
investigated  the  clinical  value  of  pre-operative 
pulse  pressure  and  its  relation  to  kidney  function 
in  the  operative  prognosis  of  gynecological  patients. 
On  admission  the  cardiac  force  of  each  patient  was 
studied   in  the  following  manner: 

The  systolic  and  diastolic  pressures  were  taken 
with  the  patient  in  the  recumbent  position,  and 
the  pulse  pressure  noted  at  rest.  The  patient  was 
then  seated  on  a  stool  and  instructed  to  raise  the 
arms  and  extend  and  flex  the  forearm  for  two 
minutes,  when  the  systolic  and  diastolic  pressures 
were  again  taken  and  the  pulse  pressure  noted 
and  recorded  as  after  moderate  exercise.  Finally 
the  patient  was  made  to  stand  up  with  the 
legs  spread  apart  and  a  pound  weight  lying  be- 
tween her  feet.  This  weight  she  was  directed 
to  raise  over  her  head,  then  lower  between  the 
legs,  and  then  raise  it  again.  At  first  this  was 
repeated  ten  times  and  then  twenty  times.  The 
rate  of  the  heart  action  is,  of  course,  accelerated 
and  the  systolic  pressure  raised,  but  if  the  heart 
muscle  is  of  good  quality  little  or  no  change  is 
noted  in  the  pulse  pressure. 

The  test  described  is  of  value  in  estimating  the 
quality  of  the  cardiac  muscle,  especially  in  women 
who  have  been  ill  with  infectious  diseases  for  a 
long   time. 

In  order  to  estimate  the  renal  function  the  sul- 
phophenolphthalein  output  was  also  estimated. 
The  author  found  that  on  averaging  the  normal 
pulse  pressure  at  35  m'llimeters,  the  phthalein 
output  for  two  hours  in  the  normal  case  averages 
about  60  per  cent.  When  the  pulse  pressure  is 
high,  say  60  or  70  millimeters,  the  phthalein  reading 
will  be  either  high  or  low,  depending  on  the  state 
of  the  kidney  struc'ures.  When  the  reading  is 
low,  the  pulse  pressure  has  to  be  relatively  high 
to  compensate  for  the  diminished  renal  function. 
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On  the  other  hand,  when  the  phthalein  reading  is 
low,  say  20  or  30  per  cent  in  two  hours,  and  the 
pulse  pressure  is  also  low,  the  patient  is  a  poor 
operative  risk  and  the  condition  of  the  cardiac 
muscle  is  always  questionable.  The  one  fatal  case 
of  postoperative  cardiac  dilatation  showed  a  pre- 
operative pulse  pressure  of  24  and  a  phthalein  out- 
put of  only  29  per  cent. 

From  a  study  of  over  200  consecutive  abdominal 
cases  Polak  concludes: 

1.  That  the  pulse  pressure  is  a  test  of  the  mus- 
cular strength  of  the  individual  heart  when  endo- 
cardial lesions  can  be  excluded. 

2.  That  the  efficiency  of  the  kidney  function  is 
directly  dependent  upon  the  cardiac  force  of  the 
patient,  provided  the  kidney  structures  are  normal 
or  i  pproximate  the  normal. 

3.  That  ether  anaesthesia  of  an  hour  does  not 
disturb  the  relation  of  pulse  pressure  and  kidney 
function  unless  the  operation  is  accompanied  by 
considerable  loss  of  blood. 

4.  That  when  the  pre-operative  kidney  function 
is  low  the  pulse  pressure  must  be  relatively  high  to 
compensate  for  the  deficiency,  as  it  is  of  no  value 
to  add  saline  by  skin  or  bowel  or  infusion  unless 
there  is  sufficient  cardiac  strength  to  take  it  up 
and  carry  it  along. 

5.  That  when  both  the  pulse  pressure  and 
phthalein  output  are  low  the  operative  prognosis 
should  be  guarded. 

6.  That  morphine  in  large  doses  during  opera- 
tion seems  to  help  in  diminishing  the  shock  but 
has  a  definite  effect  in  diminishing  the  kidney 
output.  I.  C.  Herb. 

Bonnefon :  The  Biological  Conception  of  tiie  Sur- 
gical Operation;  Will  the  Transplantation  of 
Certain  Diseased  Tissues  Determine  Their 
Regeneration?  (Du  concept  biologique  i  Tacte 
chirurgicale;  la  transplantation  de  certains  tissus 
morbids,  peut-elle  d6terminer  leur  reg6n6rescence?) 
/.  de  mid,  de  Bordeaux,  1919,  xc,  218. 

In  the  transplantation  of  tissues  Bonnefon  believes 
that  biological  and  surgical  problems  are  intimately 
associated  in  determining  either  success  or  failure. 
The  vital  qualities  and  power  of  grafted  tissue  are 
important  factors  in  assuring  and  directing  the 
surgical  procedures. 

Much  experimental  and  clinical  evidence  has  led 
to  the  formulation  of  certain  general  laws  with  re- 
gard to  transplants,  i.e. : 

1.  That  assimilable  graft  tissue  is  regularly  as- 
similated by  the  1  issue  into  which  it  is  implanted. 

2.  That  a  healthy  assimilable  graft  transplanted 
into  pathologic  tissue  becomes  itself  pathologic  or 
regenerates  pathologically. 

3.  That  an  assimilable  graft  in  process  of  de- 
generation or  pathologic  in  character  may  lose  this 
character  when  transplanted  into  healthy  tissue. 

A  clinical  exposition  of  these  facts  is  given  by 
an  operation  devised  in  19 13  by  Morax  on  the 
opaque  cornea.    Discs  cut  with  the  trephine  from 


the  opaque  cornea  and  the  transparent  periphery 
are  transposed.  The  transparent  disc  becomes  in- 
vaded by  the  pathologic  abnormal  tissue  in  which 
it  is  implanted  and  itself  becomes  opaque,  while  the 
pathologic  graft  implanted  in  sound  tissue  in  time 
becomes  normal  and  transparent.  The  ultimate 
condition  of  the  graft  is  thus  determined  by  the 
character  of  the  tissue  into  which  it  is  implanted. 
The  cellular  elements  of  the  grafted  tissue  die  and 
are  replaced  by  non-cellular  tissue  derived  from  the 
new  environment.  In  a  plastic  operation,  therefore, 
the  prospects  are  not  very  encouraging  unless  the 
pathologic  tissue  is  completely  cut  away  from  the 
site  into  which  a  graft  is  to  be  implanted.  When  a 
graft  is  surrounded  by  normal  tissue  it  may  be 
expected  to  "take"  normally. 

These  theoretical  considerations  have  been 
applied  by  Bonnefon  to  the  treatment  of  pterygium. 
From  the  biological  law  it  is  evident  that  a  patho- 
logic tissue  excised  and  re-implanted  might  re- 
generate normally  if  its  anatomic  environment  were 
changed.  Following  the  operative  processes  in 
general  use,  an  excised  pterygium  was  found  to 
recur  again  and  again,  but  in  two  cases  in  which  the 
author  operated  experimentally  on  the  basis  of 
the  biologic  law  his  success  went  beyond  what  he 
had  hoped  for.  In  these  cases  the  pterygium  was 
entirely  excised  far  into  the  sound  tissue.  After 
haemostasis  was  effected  it  was  re-implanted  in  its 
old  bed  but  its  position  reversed  so  that  the  head 
which  had  been  adherent  to  the  cornea  was  sutured 
toward  the  inner  angle  and  the  base  fitted  to  the 
corneal  limbus.  After  twenty-four  hours  the 
morphologic  characteristics  of  the  pterygium  were 
entirely  changed.  The  vascular  network  was  de- 
stroyed and  replaced.  On  the  following  day  the, 
aspect  of  the  graft  was  that  of  an  irregular  rectangle, 
cherry-red  in  color  and  slightly  oedematous.  After 
two  or  three  weeks  it  was  impossible  to  detect  any 
trace  of  the  former  pterygium  and  the  aspect  was 
merely  that  of  an  ordinary  autoplastic  graft. 

Bonnefon  believes  that  experimental  work  of  this 
character  should  interest  surgeons  as  it  precisely 
confirms  the  biological  laws  reduced  from  extensive 
research  work  carried  on  by  himself  and  others 
which  govern  the  transplantation  of  tissue.  The 
result  obtained  in  the  case  reported  is  macroscopic 
proof  of  a  fact  which  in  other  cases  can  be  determined 
only  by  microscopic  examination. 

W.  A.  Brennan. 

LeConte,  R.  G. :  The  Delayed  or  Late  Extraction  of 
Intrathoracic  Projectiles  by  the  Method  of 
Petit  de  la  Vill6on.   Ann.  Surg.,  1919,  Ixx,  37. 

This  method  depends  upon  the  localization  of  the 
projectile  with  regard  to  its  anatomical  surround- 
ings in  contradistinction  to  its  mathematical  situa- 
tion from  surface  markings.  The  foreign  body  is 
then  removed  by  sight  with  forceps  through  a  small 
buttonhole  opening  under  the  control  of  the  X-rays 
and  a  fluoroscopic  screen.  The  anatomical  localiza- 
tion is  discussed  as  regards  seven  different  regions 
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and  the  dangerous  and  not  dangerous  areas  of  the 
lung.  The  technique  of  the  operation  is  described 
and  also  the  method  of  correlating  the  shadows  of 
the  tip  of  the  forceps  and  the  projectile  by  rotation 
of  the  operating  table  on  its  long  axis.  Three  es- 
sentials are  necessary  for  the  successful  practice  of 
the  method: 

1.  The  acquisition  of  the  radioscopic  eye. 

2.  The  intuitive  correlation  of  the  two  shadows 
made  by  the  foreign  body  and  the  point  of  the 
forceps. 

3.  Gentleness  and  dexterity  of  the  hand. 

The  principle  underlying  the  success  of  the 
method  depends  upon  the  fact  that  a  closed  forceps 
can  be  made  to  traverse  a  healthy  lung  without 
injuring  the  vessels  or  bronchi.  The  danger  from 
haemorrhage  will  come  during  extraction,  when  the 
blades  of  the  forceps  do  not  protect  the  surrounding 
tissues  from  cutting  edges  of  the  projectile. 

The  author  discusses  also  the  incidents  which 
may  occur  during  extraction,  such  as  haemoptysis, 
pneumothorax^  haemothorax,  etc.,  the  after-care  of 
the  patient,  the  dangerous  zones  from  which  pro- 
jectiles should  not  be  removed  by  this  method, 
and  the  question  of  removing  foreign  bodies  from 
the  hilum  of  the  lung.  Data  are  given  of  422  ex- 
tractions with  a  mortality  of  a  little  less  than  i  per 
cent,  and  the  statistics  of  92  extractions  done  by 
Robin.  The  indications  for  operation  are  sum- 
marized. 

Vaccarezza,  R.  F. :  Jejunal  and  Gastrocolic  Fistulse 
Due  to  Peptic  Ulcer  Following  Gastro-Enter- 
ostomy  (Fistulas  yeyuno  y  gastroc6Iicas  per 
ulcera  peptica  consecutiva  a  la  gastro  enterostomfa) . 
An.  d.  Inst.  mod.  de  din.  med.,  Buenos  Aires,  1919, 
iii,  264. 

Vaccarezza  says  that  the  statistics  collected  by 
Van  Roojen  (up  to  1919)  show  that  89  per  cent  of 
jejunal  ulcers  developing  after  a  gastro-enterostomy 
perforate  into  the  abdominal  cavity  or  into  the 
intestine.  The  proportion  ought  not  be  so  high  and 
the  author  believes  it  will  be  reduced  when  the 
means  of  arriving  at  an  early  diagnosis  are  im- 
proved. 

In  all  cases  of  peptic  ulcer  opening  into  the  colon 
the  gastro-enterostomy  was  of  the  posterior  type. 
In  an  anterior  gastro-enterostomy  the  jejunum  is 
fixed  to  the  abdominal  wall  and  upon  opening  exte- 
riorly gives  rise  to  a  jejunal  fistula.  Of  29  cases  of 
peritonitis  due  to  this  cause  which  were  collected 
by  Lion  and  Morea  the  gastro-enterostomy  was 
anterior  in  24  and  of  the  Roux  type  in  4.  In  i 
its  character  was  not  stated. 

The  prophylactic  treatment  of  gastro-  or  jejuno- 
colic  fistula  is  that  of  the  peptic  ulcer  which  caused 
it.  According  to  the  author,  the  gastro-enterostomy 
of  choice  is  the  posterior  transmesocolic  operation 
of  von  Hacker.  The  Roux  gastro-enterostomy 
favors  ulcer,  this  predisposition  evidently  resulting 
from  the  distance  between  the  duodenum  and  the 
anastomosed  portion  of  the  stomach,  as  it  is  known 


that  the  resistance  of  the  jejunal  mucosa  to  the 
action  of  the  gastric  juice  decreases  according  to  the 
distance  of  the  jejunum  from  the  first  portion  of 
the  small  intestine. 

The  Y  gastro-enterostomy  exposes  a  portion  of 
the  jejunum  to  contact  with  a  chemical  acid  with 
the  hope  that  it  will  be  neutralized  by  the  biliary  and 
pancreatic  secretions;  it  enormously  increases  the 
peptic  action  of  the  gastric  juice.  The  neostomy 
ought  to  be  large  and  placed  near  the  pylorus.  High 
openings  are  dangerous  as  the  stomach  contents 
increase  in  acidity  toward  the  cardia.  Adhesions 
about  the  anastomosis  should  be  avoided  as  they 
check  peristalsis,  favor  stasis,  and  increase  the 
peptic  action  of  the  gastric  juice. 

The  author  favors  the  exclusive  use  of  catgut 
sutures  in  the  gastro-enterostomies  as  non-ab- 
sorbable  materials  act  as  foreign  bodies  and  help 
to  dififuse  the  gastric  juice  in  the  neighboring 
tissues. 

After  operation  the  patient  should  be  given 
suitable  medical  treatment.  If  in  spite  of  all  pre- 
cautions symptoms  of  secondary  ulcer  occur,  a 
strict  dietetic  and  therapeutic  regime  should  be 
instituted.  If  this  fails,  a  second  operation  should 
be  performed. 

The  treatment  of  gastro-  or  jejunocolic  fistula  is 
strictly  surgical  and  consists  in  destroying  the  fis- 
tulous tract  by  separating  the  colon  from  its  gastric 
and  jejunal  connections  and  suturing  the  resulting 
openings. 

If  necessary,  the  old  gastro-enterostomy  should 
be  obliterated  and  a  new  one  done.  If  there  is 
stenosis  of  the  transverse  colon  it  should  be  treated 
by  colocolostomy  and  resection  of  the  strictured 
part,  colosigmoidostomy,  or  ileosigmoidostomy. 

The  author  reports  one  case  of  gastrocolic  fistula 
which  developed  after  a  posterior  gastro-enterostomy 
and  a  subsequent  jejunal  ulcer  in  a  man  28  years  of 
age.  The  jejunum  was  freed  from  its  connection 
with  the  stomach  and  colon,  the  fistulous  tract 
extirpated,  and  the  stomach  orifice  closed  by  catgut 
sutures  in  three  planes.  A  strictured  portion  of  the 
colon  was  resected  with  the  galvanocautery  and 
the  ends  anastomosed  side-to-side.  A  fresh  an- 
terior gastro-enterostomy  was  also  done.  The 
patient  died  of  purulent  generalized  peritonitis 
four  days  after  operation.  W.  A.  Brennan. 

ASEPTIC    AND    ANTISEPTIC    SURGERY 

Dunne,  J.  S. :  Notes  on  Surgical  Work  in  a  General 
Hospital,  with  Special  Reference  to  Carrel- 
Dakin's  Method  of  Treatment.  /.  Roy.  Army 
Med.  Corps,  Lend.,  1919,  xxxiii,  58. 

This  article  is  based  upon  notes  made  by  the 
author  during  a  period  of  seven  and  one-half  months 
while  acting  as  officer  in  command  of  a  surgical 
division  in  a  hospital  at  a  port  of  embarkation. 

During  the  period  under  review  battle  casualties 
were  treated  and  481  operations  were  performed 
under  general  anaesthesia. 
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The  condition  of  the  wounds  as  they  arrived  at 
this  hospital  and  the  methods  by  which  they  had 
been  treated  were  noted. 

1.  A  number  admitted  from  a  casualty  clearing 
station  had  been  treated  with  flavine  and  Z  paste  and 
had  been  kept  by  that  station  for  a  period  of  from 
six  to  ten  days.  The  results  were  exceptionally 
satisfactory.  When  the  patient  can  be  kept  under 
observation  and  it  is  possible  to  perform  an  early 
and  complete  operation  this,  therefore,  seems  an 
ideal  method. 

2.  Patients  who  had  been  treated  with  "bipp" 
paste  did  not  arrive  in  the  same  satisfactory  con- 
dition.   Most  of  them  were  thoroughly  septic. 

3.  Patients  who  had  been  treated  by  the  salt 
pack  method  arrived  bathed  in  foul  smelling  dis- 
charge. Bacillus  pyocyaneus  was  a  constant  finding. 

4.  Patients  treated  by  the  Carrel-Dakin  method 
arrived  in  good  condition  and  if  the  complete  opera- 
tion had  been  performed  and  the  technique  strictly 
carried  out,  it  was  often  difficult  to  realize  that  they 
were  suffering  from  gangrenous  wounds. 

The  success  of  the  Larrel-Dakin  method  was 
obvious  from  the  first.  Secondary  hamorrhage  dis- 
appeared practically  completely  in  the  cases  under 
treatment.  Moreover,  the  patients  were  cheerful  and 
happy  and  dressings  were  not  dreaded. 

V.  P.  DlEDERICH. 

ANAESTHETICS 

Reitnann,  S.  P.:  The  Acid-Base  Regulatory  Mech- 
anism in  Anaesthesia.  Am.  J.  Surg.,  igig,  xxxiii, 
Anass.  Supp.,  86. 

Reimann  states  that  in  30  to  85  per  cent  of  opera- 
tive cases  there  is  sufficient  alkali  in  the  body  to 
neutralize  the  increased  amount  of  acid  substances 
formed  as  a  result  of  anaesthesia,  while  in  15  to  20 
per  cent  the  body  supply  of  alkali  has  been  depleted 
to  a  point  at  which  symptoms  occur.  Analyti- 
cal data  were  secured  mostly  by  estimates  of  the 
amount  of  bicarbonate  in  the  blood  plasma.  In 
normal  persons  from  60 -to  75  cubic  centimeters 
of  carbon  dioxide  are  yielded  per  100  cubic  centi- 
meters of  plasma.  This  is  derived  practically 
entirely  from  bicarbonate.  When  there  is  an  in- 
creased amount  of  acid,  an  equivalent  increased 
amount  of  bicarbonate  will  be  neutralized,  and,  of 
course,  a  smaller  amount  of  carbon  dioxide  will  be 
revealed  by  analysis.  The  reduction  in  the  bi- 
carbonate which  has  been  found  to  occur  after 
anaesthesia  and  operation  averages  from  5  to  15 
cubic  centimeters  of  carbon  dioxide  per  100  cubic 
centimeters  of  plasma.  With  the  normal  of  from 
60  to  75  cubic  centimeters,  this  decrease  in  the  large 
majority  of  cases  does  not  reduce  the  carbon  dioxide 
to  below  50  cubic  centimeters.  The  latter  figure 
may  be  accepted  as  the  lower  limit  of  compensated 
acidosis,  and  above  it  no  symptoms  of  acidosis 
will  occur. 

In  1908  Reicher  found  an  increase  in  the  amounts 
of  ketone  bodies,  i.e.,  acetone,  diacetic  acid,  and 


/3-hydroxybutyric  acid,  in  the  urine  after  anxs- 
ihcsia.  This  observation  has  been  repeatedly 
confirmed  by  Reimann  and  others.  Direct  evidence 
that  these  ketones  are  increased  in  the  blood  after 
anaesthesia  is  afforded  also  by  direct  analyses.  The 
author  has  computed  that,  on  an  average,  60  per 
cent  of  the  observed  fall  in  carbon  dioxide  of  the 
plasma  is  accounted  for,  molecule  for  molecule, 
by  these  ketonic  acids  estimated  as  acetone. 
There  is,  therefore,  definite  evidence  of  an  increase 
in  the  blood  of  at  least  one  series  of  organic  acids. 
Accordingly,  the  cause  of  a  large  part  of  the  de- 
crease in  bicarbonate  is  demonstrated. 

Ketones  are  well-known  products  of  partial  or 
incomplete  oxidation.  It  has  been  repeatedly  shown 
in  experiments  which  need  not  be  cited  that  oxi- 
dation is  diminished  during  anaesthesia.  It  seems 
highly  probable  that  other,  as  yet  unidentified, 
acids  of  partial  oxidation  are  also  produced  in 
excess.  It  is  evident,  therefore,  that  the  sum 
total  of  these  acids  will  determine  the  amount  of 
alkali  which  will  be  withdrawn  from  the  available 
quantity  in  the  blood. 

Since  suboxidation  is  the  important,  if  not  the 
only,  cause  of  the  formation  of  acids  during  anaes- 
thesia, the  prevention  of  the  formation  of  these 
acids  must  be  directed  toward  the  cause  of  the 
diminished  oxidation.  From  these  same  experi- 
ments and  others,  it  can  be  definitely  stated  that 
oxidation  is  diminished  somewhere  between  the 
oxygen  in  the  blood  and  the  oxidizable  substances 
in  the  cell.  Further  interference  with  oxidation 
is  so  intimately  associated  with  the  anaesthetic 
agent  that  to  prevent  suboxidation  is  to  prevent 
anaesthesia.  The  protection  of  the  patient  against 
acidosis  must  therefore  reside  in  supplying  the  body 
with  alkali.  Then  when  acids  resulting  from  an- 
aesthesia are  formed,  a  sufficient  amount  of  alkali 
will  be  available  to  neutralize  them  and  compensate 
the  acidosis. 

Further  studies  have  confirmed  what  has  been 
demonstrated  before,  that  the  ammonia  and 
titratable  acidity  of  the  urine  are  increased  after 
anaesthesia.  To  put  it  briefly,  these  acids  are  neu- 
tralized by  sodium  bicarbonate  and  ammonia  as 
they  are  formed,  and  later  probably  by  other 
available  but  less  easily  mobilized  bases  such  as 
calcium  and  magnesium.  The  salts  of  the  acids 
are  then  excreted  and  thus  eliminated  from  the 
body. 

It  can  be  said  with  safety  that  the  symptoms 
which  acidosis  will  produce  of  itself  will  vary  accord- 
ing to  the  degree  of  the  condition  from  mild 
headache  and  general  mental  dullness  to  coma  and 
death.  It  cannot  be  stated  dogmatically  what 
symptoms  were  due  to  that  condition  in  the  15  per 
cent  of  cases  which  showed  acidosis,  but  it  can 
be  affirmed  decisively  that  these  patients  suffered 
more  nausea  and  vomiting,  headache,  and  gas 
pains  and  took  a  longer  time  to  recuperate  than 
did  the  others  in  whom  the  acidosis  was  com- 
pensated. 
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Impaired  kidney  function,  as  would  be  expected, 
was  a  definite  factor.  In  such  cases  there  was 
not  only  the  failure  in  the  excretion  of  acid  sub- 
stances, but  also  the  retention  of  other  acids  not 
resulting  directly  from  the  ana'sthesia.  Patients 
with  diseases  that  drained  the  body  of  reserve 
alkali  before  operation,  for  example,  severe,  long- 
standing infectious  processes  and  fever  with  its 
increased  metabolism  which  caused  excess  acidity, 
always  showed  a  marked  diminution  in  carbon 
dioxide. 

The  interpretation  that  the  reduction  in  plasma 
bicarbonate  is  due  to  over-ventilation  of  the  lungs 
and  not  to  acids  was  discussed  for  reasons  which 
are  clear.  The  decision  between  the  two  is  funda- 
mental. It  has  been  recommended  that  carbon 
dioxide  be  given  with  the  anaesthetic  to  make  up 
from  outside  sources  the  carbon  dioxide  of  inside 
metabolic  origin  which  has  been  lost  in  excess 
through  too  rapid  and  too  deep  respiration.  Suffice 
it  to  say  that  the  acidity  of  the  blood  is  a  factor  in 
maintaining  the  activity  of  the  respiratory  center. 
If  the  carbon  dioxide  of  the  blood  is  diminished 
through  excessive  ventilation  and  if  the  blood 
becomes  more  alkaline  as  a  result,  this  normal  stimulus 
would  be  diminished  and  the  patient  would  stop 
breathing.  It  would  then  be  logical  to  give  carbon 
dioxide  to  keep  the  activity  up  to  a  given  stimu- 
lating point.  Since,  however,  other  acids  are 
formed  in  the  body  and  in  excess,  this  treatment 
is  not  only  illogical  but  actually  harmful.  Under 
such  circumstances  and  since  carbon  dioxide  is  an 
acid,  insult  would  be  heaped  on  injury  by  adding 
just  so  much  more  acid  to  that  which  has  already 
been  formed. 

In  conclusion  it  is  recommended  that  estimation 
of  the  bicarbonate  content  of  the  plasma  be  made 
freely  for  the  patient's  comfort.  When  the  pathology 
is  grave  and  of  long  standing,  when  the  operation 
is  apt  to  be  lengthy  or  serious,  when  there  is,  or  is 
likely  to  be,  a  haemorrhage,  or  when  there  is  a 
possibility  of  shock,  it  is  not  only  advisable  for 
postoperative  comfort,  but  imperative  for  the 
patient's  safety  that  these  estimations  be  made. 

I.  C.  Herb. 

Long,  W.  H. :  Vapor  Ansesthesia  for  Oral  and 
Facial  Surgery.  Am.  J.  Surg.,  1919,  xxxiii,  Anaes. 
Supp.,  77. 

Long  discusses  the  difficulties  of  maintaining  a 
smooth,  satisfactory,  and  uninterrupted  anaesthesia 
for  prolonged  surgical  work  within  the  mouth  or 
about  the  face  and  concludes  it  is  for  this  reason 
that  surgeons  and  anaesthetists  have  contented 
themselves  with  the  unsatisfactory  technique  of  an 
interrupted  administration  with  its  delays  and  its 
dangers. 

The  latter  are  at  least  two-fold  for  we  know  that 
an  anaesthesia  going  from  deep  to  shallow — an 
anaesthesia  in  which  the  procedure  is  a  very  profound 
induction,  then  withdrawal  until  the  reflexes  return, 
or  even  until  voluntary  muscular  action  is  noted 


(this  may  be  repeated  many  times) — is  more  dan- 
gerous than  a  smooth  and  continuous  maintenance 
of  anaesthesia  at  a  given  depth.  Moreover,  as  a 
proper  aseptic  technique  cannot  be  adhered  to  under 
an  interrupted  or  intermittently  administered 
anaesthesia,  the  danger  of  infection  is  that  much 
increased. 

Int  atracheal  anaesthesia  with  the  complicated 
apparatus  necessary  fo  its  employment  and  the 
dangers  incident  to,  and  arisin;^  solely  from,  the 
method  has  never  impressed  the  author  favorably, 
A  brief  description  of  his  own  method  he  believes 
might  be  of  interest  and  afford  evidence  that  sim- 
plicity and  lack  of  elaborate  and  complicated 
equipment  are  not  incompatible  with  efficiency, 
although  no  hing  new  is  claimed  for  the  parapher- 
nalia. 

The  Hitz  bottle,  which  is  merely  an  improved 
Junker,  and  the  foot-bellows  are  all  the  apparatus 
needed  save  the  various  conductors,  mouth-gag, 
nasal  tubes,  or  cheek-hooks.  The  foot-bellows  is 
cheaper,  more  portable,  and  as  efficient  as  an  elec- 
tric motor  blower.  The  anaesthetist  soon  learns  to 
control  the  volume  of  air  with  the  bellows,  and  the 
Hitz  bottle  is  so  made  that  any  port  on  of  the  pumped 
H  r  may  be  forced  through  the  anxsthetic  agent. 
This  is  its  advantage  over  the  original  Junker.  The 
bellows  may  be  worked  at  the  same  speed  and  the 
same  volume  of  air  may  be  pumped,  while  the  con- 
troller on  the  top  of  the  bottle  may  be  adjusted  so 
that  much  or  little  anaesthetic  vapor  is  conducted  to 
the  patient.  At  the  "air"  or  inlet  tube  of  the  Hitz 
bottle  is  a  Y  made  with  a  stopcock  on  one  arm.  A 
cyLnder  of  oxygen  is  attached  to  this  for  emergency 
use  or  to  augment  the  atmospheric  air  current  from 
time  to  time  if  cyanosis  or  other  indications  for 
increased  oxygenation  are  observed.  The  Junker 
apparatus  is  open  to  the  theoretical  objection  that 
a  constant  vapor  is  not  maintained. 

The  author  advocates  the  use  of  a  chloroform- 
ether  mixture.  Any  method  may  be  used  for  induc- 
tion but  the  nitrous  oxide-oxygen-ether  sequence  is 
preferred.  For  young  children  the  essence  of  orange- 
ether  sequence  is  best,  but  for  maintenance  a  mixture 
of  chloroform  and  ether  is  advised.  The  proportion 
in  most  cases  is,  roughly,  chloroform  one  part  and 
ether  two  parts,  but  this  is  varied  according  to  the 
type  of  patient,  and  the  chloroform  is  increased  in 
the  mixture  when  difficulty  in  maintenance  is  anti- 
cipated. Chloroform  is  a  more  powerful  narcotizing 
agent  than  ether,  and  as  the  mouth  cannot  be  covered 
to  prevent  the  entrance  of  air,  chloroform  is  the 
better  agent  for  the  method.  However,  re-inforce- 
ment  with  ether  is  essential  for  its  stimulating 
effect,  so  that  as  a  measure  of  safety  the  profound 
depression  of  chloroform  alone  may  be  counter- 
acted. 

Clinically  and  practically  a  mixture  of  chloroform 
and  ether  in  which  chloroform  forms  from  one-third 
to  one-half  of  the  mixture  gives  a  narcosis  which 
acts  like  chlo  oform  and  has  the  appearance  of  an 
ether  anaesthesia.  I.  C.  Herb. 
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Sourdat,  P.:  Regional  Anaesthesia  In  Gastric 
Surgery  (L'anesth6sie  r6gionale  en  chirurgie 
gastriquc).   Presse  mid.,  Par.,  1919,  xxvii,  193. 

The  author's  method  of  inducing  regional  abdom- 
inal anaesthesia  which  was  devised  in  1Q14  consisted 
of  infiltrating  the  spinal  nerves  at  their  emergence 
from  the  spine  sufficiently  near  the  spinal  foramina  to 
include  the  communicating  branches  of  the  sympa- 
thetic nerves.  In  this  way  the  splanchnic  nerves  are 
blocked  off  and  a  sufficiently  profound  anaesthesia  is 
obtained  to  permit  operation  upon  the  stomach,  bile 
passages,  etc.  The  seven  last  intercostals  and  the  two 
first  lumbar  nerves  on  each  side  must  be  infiltrated. 

It  is  admitted  that  the  method  is  faulty  as  its 
results  are  not  always  the  same  and  the  number  of 
nerves  to  be  infiltrated  makes  it  objectionable  to  the 
patient,  especially  when  bilateral  anaesthesia  is 
essential. 

To  remedy  the  inconvenience  Wendling  has  de- 
vised a  method  of  anaesthetizing  the  splanchnic 
nerves  at  their  emergence  from  the  diaphragm  and 
where  they  enter  the  solar  plexus.  Here  the  splanch- 
nic nerves  are  embedded  in  loose  cellular  tissue  at  the 
sides  of  the  abdominal  aorta  and  then  enter  the  inser- 
tions of  the  gastrohepatic  and  gastrophrenic  folds. 
This  region,  the  base  of  which  is  formed  by  the  body 
of  the  twelfth  dorsal  vertebra,  is  bounded  on  the  left 
by  the  cardia  and  the  lesser  curvature,  beneath  by  the 
posterior  cavity  of  the  omentum  and  pancreas,  and 
above  by  the  left  lobe  of  the  liver.  Injections  made 
into  the  loose  tissues  enter  the  solar  plexus  and  anaes- 
thetize the  splanchnic  nerves. 

The  puncture  is  made  about  }4  centimeter  to  the 
left  and  i  centimeter  below  the  apex  of  the  xiphoid 
on  the  transverse  line  joining  the  lower  edges  of  the 
sixth  ribs.  A  needle  9  centimeters  long  inserted 
perpendicularly  through  the  skin,  the  left  lobe  of  the 
liver,  and  the  peritoneal  cavity  reaches  just  above 
the  coeliac  trunk.  From  50  to  80  cubic  centimeters 
of  a  I  percent  novocaine  solution  are  injected.  Usu- 
ally the  needle  is  not  inserted  more  than  6  centi- 
meters. 

Although  the  penetration  of  the  needle  through 
the  liver  and  close  to  the  aorta  appears  somewhat 
dangerous,  it  will  not  be  alarming  to  the  experienced 
surgeon  who  is  used  to  making  deep  punctures  with 
a  fine  needle.  Wendling  admits  that  it  has  occasion- 
ally happened  that  arteries  or  veins  were  punctured, 
but  the  consequences  were  trivial;  besides,  there  is 
the  control  afforded  by  the  operation  which  opens 
the  abdomen  ten  minutes  after  the  puncture.  In  27 
cases  operated  upon  by  Wendling  and  anaesthetized 
according  to  this  technique  he  found  no  effusion 
of  blood  in  the  peritoneum  and  no  haemor- 
rhage from  the  punctured  liver.  Anaesthesia  was  ob- 
tained in  26  cases  sufficient  for  gastrostomies,  jejun- 
ostomies,  biliary  operations,  and  resections  of  the 
small  intestine. 

The  splanchnic  injection  ought  to  be  preceded  by 
infiltration  of  the  abdominal  wall  with  a  weak  solu- 
tion of  novocaine.  The  postoperative  results  are 
very  satisfactory.  W.  A.  Brennan. 


Stanley,  L.:  Spinal  Anaesthesia  in  Upper  Ab- 
dominal Surgery.  California  J.  Med.,  1919,  xvii, 
183. 

During  the  past  four  years  600  operations  have 
been  performed  at  the  California  State  Prison  with 
the  use  of  spinal  ana-sthesia.  Of  these,  68  were 
operations  performed  between  the  nipples  and  the 
umbilicus.  The  anaesthetic  was  tropacocaine  solu- 
tion. 

As  the  specific  gravity  of  tropacocaine  solution 
is  1.027  and  that  of  the  cerebrospinal  fluid  only 
1.007,  the  solution  gravitates  toward  the  head  when 
the  patient  is  placed  in  a  Trendelenburg  position. 
Sensation  is  then  abolished  as  high  as  the  nipples 
and  sometimes  even  in  the  arms  and  hands. 

The  amount  of  tropacocaine  used  was  ^  to  3 
grains.  Anaesthesia  of  the  epigastrium  occurred  in 
four  or  five  minutes  after  the  injection.  To  save 
time,  local  anaesthesia  may  be  used  for  opening  the 
abdomen.  Occasionally  it  was  necessary  to  finish 
the  operation  with  ether. 

The  average  fall  of  blood-pressure  was  28  milli- 
meters. If  the  fall  is  alarming,  4  or  5  drops  of 
adrenalin  in  salt  solution  may  be  given  subcu- 
taneously. 

The  advantages  of  spinal  anaesthesia  in  opera- 
tions upon  the  upper  abdomen  are  that  the  anaes- 
thesia is  induced  quickly,  no  anaesthetist  is  re- 
quired, the  abdominal  walls  are  thoroughly  relaxed, 
there  is  little  shock  as  the  spinal  cord  is  temporarily 
blocked,  there  is  seldom  any  vomiting,  the  lungs 
are  not  affected,  and  pneumonia  does  not  follow. 

H.  J.  Van  den  Berg. 

Syms,  P.:  Sacral  Anaesthesia:  a  Preliminary  Re- 
port.  Med,  Rec,  19 19,  xcv,  991. 

Syms  states  that  by  injecting  about  an  ounce  of 
fluid  containing  6  grains  of  novocaine  and  10  minims 
of  a  50  per  cent  solution  of  calcium  chloride  into  the 
sacral  canal,  complete  anaesthesia  of  the  parts  sup- 
plied by  the  sacral  nerves  is  produced.  Surgical 
operations  in  the  neighborhood  of  the  perineum  and 
around  the  anus  may  then  be  performed  without 
the  risk  that  attends  local  anaesthesia  on  the  one 
hand  and  spinal  anaesthesia  on  the  other,  and  the 
patient  is  spared  the  discomforts  and  risks  which 
accompany  general  anaesthesia. 

Injecting  into  the  sacral  canal  is  not  injecting  into 
the  spinal  canal.  The  needle  does  not  penetrate 
the  dura  and  the  fluid  is  therefore  entirely  epidural. 
The  nerves  lying  in  the  sacral  canal  being  bathed 
with  the  novocaine  solution,  this  is  a  true  instance 
of  nerve  blocking  as  distinguished  from  infiltra- 
tion. 

The  method  of  injection  is  that  described  by 
Thompson.  If  the  coccyx  is  movable,  it  will  be 
quite  easy  to  locate  its  upper  end  and  in  this  way 
the  lower  end  of  the  sacrum.  If  the  two  bones  are 
ankylosed,  it  will  not  be  so  easy,  but  there  is  always 
an  angle  at  the  point  of  juncture.  Usually  the 
hiatus  can  be  plainly  palpated  and  recognized  by 
the  two  prominent  points  which  mark  its  sides. 
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The  needle  must  be  introduced  in  a  direction 
parallel  with  and  posterior  to  the  canal  the  lower 
end  of  which  is  closed  by  a  dense  fibrous  membrane. 
After  the  membrane  is  penetrated  the  needle  should 
not  be  introduced  much  further.  A-  distance  of  3 
or  4  centimeters  is  sufficient.  Thompson  has  found 
that  the  lower  end  of  the  dura  is  on  an  average  5.8 
centimeters  from  the  hiatus;  the  shortest  was 
4-  centimeters,  the  longest,  7  centimeters.  The 
needle  should  be  introduced  detached  from  the 
syringe  so  that  it  may  be  determined  whether  its 
point  has  entered  the  spinal  canal  or  a  blood  vessel. 
In  either  case  the  injection  should  not  be  made.  If 
blood  flows  it  will  show  that  the  needle  is  in  a  vessel, 


probably  a  vein.  If  cerebrospinal  fluid  escapes,  it 
has  penetrated  the  dura.  In  either  case  it  should 
be  withdrawn  sufTiciently  before  the  injection  is 
begun.  If  the  needle  is  properly  within  the  canal, 
there  will  be  no  resistance  to  the  flow  of  fluid.  It 
will  be  as  though  the  injection  were  being  made  into 
space.  If  the  needle  is  not  in  the  canal,  but  in  the 
fascia  outside  the  canal,  resistance  will  be  felt  to  the 
flow  of  the  fluid.  Before  introducing  the  large 
needle  the  skin  and  superficial  tissues  must  be 
anaesthetized. 

Anaesthesia  should  be  complete  in  the  region  of  the 
anus  in  twenty  minutes  and  will  last  two  or  three 
hours.  I.  C.  Herb. 
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Archibald,  E. :  A  General  Consideration  of  Wounds 
of  the  Head  in  the  War.  Med.  Rec,  1919,  xcvi,  16 

In  a  general  presentation  of  the  subject  the 
writer  points  out  that,  among  other  things,  the 
war  has  brought  a  clearer  cofiception  of  the  effect 
of  high  velocity  missiles,  more  accurate  knowledge  of 
symptomatology  and  the  prognosis  as  to  late  results, 
and  better  operative  procedures  for  the  treatment 
of  penetrating  wounds. 

In  this  war  missiles  fell  roughly  into  three  classes: 
pointed  bullets,  roundshrapnelbullets.andfragments 
of  high  explosive  shells.  The  lesions  caused  by  them 
varied  greatly  according  to  the  velocity  at  the 
moment  of  impact.  A  projectile  of  great  velocity 
gives  out  force  not  only  in  the  direct  Hne  of  its  path 
but  also  at  right  angles  to  that  path. 

The  degrees  of  damage  from  maximum  to  mini- 
mum vary  as  follows: 

1.  Explosion,  with  the  vertex  fissured  in  all  direc- 
tions or  blown  off,  scalp  and  dura  widely  torn  open, 
and  a  large  part  of  the  brain  disorganized. 

2.  Perforation,  in  which  the  entrance  wound  is 
usually  small  and  the  exit  large.  Bone  fragments 
are  frequently  driven  in. 

3.  Penetration  only,  the  missile  lodging  in  the 
brain. 

4.  Contusion  or  fracture  of  the  external  table, 
with  or  without  fracture  of  the  inner  table.  The 
dura  may  or  may  not  be  torn,  and  the  brain  may 
be  considerably  bruised,  with  or  without  cortical 
haemorrhage. 

5.  Scalp  alone  injured,  the  bone  intact,  fissured, 
or  slightly  depressed.  The  brain  may  be  super- 
ficially bruised. 

Wounds  made  by  perforation  of  the  helmet  were 
usually  lacerating  and  superficial.  The  dura  was 
rarely  opened  to  any  greater  extent  than  the  skull. 
As  a  rule  the  area  of  destruction  of  brain  substance 
was  decidedly  wider  than  the  actual  track  of  the 
projectile.  Free  bleeding  in  the  brain  tissue  was 
rare. 


Infection  of  the  brain,  while  frequent,  wa  sless  com- 
mon than  would  be  expected.  Most  of  the  deaths 
which  occurred  at  the  Base  after  the  second  wedk 
were  due  to  spreading  infective  encephalitis.  Death 
due  to  cortical  meningitis  extending  from  the  wound 
of  entry  was  rare.  Quite  a  large  proportion  of  cere- 
bral wounds  examined  bacteriologically  proved  to 
be  sterile. 

The  early  symptoms  of  concussion  seemed  physio- 
logically to  be  the  result  of  a  hyperacute  anaemia  of 
the  cortex  and  the  vital  centers  in  the  medulla. 
Wounds  of  the  head  should  not  be  operated  upon 
when  the  blood-pressure  is  below  100,  the  breathing 
is  shallow,  and  the  pulse  weak  or  fast.  The  average 
penetrating  or  even  perforating  head  wound  was 
not  followed  by  any  serious  degree  of  general  brain 
compression,  though  mild  compression  was  common. 
The  prognosis  in  cases  of  penetrating  and  perforating 
wounds  was  worse.  Symptoms  of  general  compres- 
sion usually  disappeared  in  three  or  four  days, 
though  in  some  instances  unconsciousness  lasted 
much  longer.  Later  symptoms  usually  depended 
upon  infection. 

The  study  of  local  injury  or  compression  has 
enriched  neurology.  A  noteworthy  example  is  the 
longitudinal-sinus  syndrome  described  by  Holmes 
and  Sargent. 

Lumbar  puncture  was  of  value  in  the  diagnosis  of 
subdural  bleeding  and  of  meningitis,  as  well  as 
therapeutically  in  the  latter  condition.  In  acute 
cases  there  is  danger  in  withdrawing  more  than  a 
very  few  cubic  centimeters  of  spinal  fluid  for  the 
relief  of  serious  compression,  though  careful  with- 
drawal of  a  small  amount  may  give  at  least  temporary 
benefit.  In  later  stages  lumbar  puncture  was  un- 
doubtedly beneficial,  especially  for  the  relief  of 
headache. 

Scalp  wounds  should  be  excised.  Wide  excision 
and  primary  suture  of  all  save  the  largest  gave 
excellent  results.  The  trephining  of  cranial  wounds 
in  which  the  dura  was  not  penetrated  w-as  favored 
by  most  surgeons.  If  the  dura  appeared  healthy, 
bone    fragments    were   replaced   and   the   excised 


33^ 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


scalp  wound  was  closed.  If  subdural  haemorrhage 
is  suspected  the  author  believes  that  the  dura 
should  not  be  opened  except  by  an  expert.  When 
the  dura  has  been  penetrated  the  prognosis  becomes 
worse  and  the  treatment  more  difficult. 

In  scalp  and  bone  wounds  early  removal  of  the 
whole  wound  track,  with  foreign  bodies,  the  intro- 
duction of  an  antiseptic,  and  primary  suture  of  the 
scalp  as  performed  in  the  last  two  years  of  the  war 
gave  good  results,  though  it  is  not  yet  possible  to 
judge  accurately  as  to  the  relative  merit  of  the  open 
and  closed  methods  of  treatment. 

The  methods  of  Gushing  and  Willems  are  dis- 
cussed. The  writer  is  inclined  to  believe  that  Cush- 
insj's  block  removal  of  the  wound  in  the  bone  is  in- 
advisable, and  that  the  bone  edges  may  be  ron,??eured 
away  so  as  to  leave  the  defect  as  small  as  possible. 

According  to  the  statistics  of  British  and  French 
writers,  the  late  results  have  been  better  than  was 
expected.  W.  H.  Nadler. 

Primrose,  A. :  Cranioplasty.  Ann.  Surg.,  igig,\xx,  i. 

The  deeree  of  disability  resulting  from  the 
existence  of  a  defect  in  the  bony  vault  of  the 
cranium  varies  within  wide  limits  and  is  dependent 
upon  a  number  of  factors,  including  the  size  of  the 
opening,  the  amount  of  scar  tissue,  and  the  damage 
sustained  by  the  meninges  of  the  brain  as  well  as 
by  the  brain  substance  itself.  There  is  also  a  certain 
psychic  factor  which  has  to  be  reckoned  with  in 
estimating  the  disability.  The  mental  attitude  of 
the  wounded  man  may  tend  to  give  one  an  exag- 
gerated conception  of  his  trouble  as  indicated  by 
the  subjective  symptoms  or,  in  exceptional  circum- 
stances, the  reverse  may  be  the  case. 

The  series  of  cases  described  in  this  paper  con- 
sisted of  42  cranioplasties  performed  upon  36 
patients. 

Age:  The  youngest  patient  operated  upon  was 
iQ  years  of  age,  the  oldest  40  years.  The  average 
age  was  26.5  years. 

The  region  of  the  cranium  affected  was  as  follows: 
frontal,  12;  frontoparietal,  6;  parietal,  15;  occipito- 
parietal, 6;  occipital,  2;  and  temporo-occipital,  i. 

The  wounds  were  all  received  while  the  patients 
were  in  active  service,  and  most  of  them  were  due 
to  bullets  or  shrapnel. 

The  time  which  elapsed  between  the  reception 
of  the  wound  and  the  cranioplasty  varied  from  four 
to  fifty  months.  The  majority  of  the  operations 
were  performed  within  one  year.  The  average  time 
was  fifteen  and  two-tenths  months. 

The  symptoms  varied  in  proportion  to  the  extent 
of  the  wound  and  the  region  of  the  brain  involved. 
For  example,  when  the  so-called  "silent  areas"  of 
the  brain  were  involved  the  symptoms  were  sub- 
jective in  character,  while  in  other  cases  there  was 
evidence  of  an  organic  lesion  such  as  hemiplegia, 
aphasia,  defective  vision,  loss  of  hearing,  loss  of 
smell,  etc. 

The  author  made  a  careful  analysis  of  the  symp- 
toms and  the  results  obtained  by  successful  cranio- 


plasties in  the  whole  series  of  42  operations  and 
records  the  results  in  detail. 

Headache:  All  patients  except  4  suffered 
from  headache.  The  4  free  from  this  symptom 
had  wounds  in  the  parietal  region  and  suffered  from 
hemiplegia.  As  a  rule  the  headache  was  relieved 
by  the  operation  but  there  were  10  exceptions. 
In  4  of  these  it  was  only  slightly  relieved,  in 
5  it  persisted  as  before,  and  in  i  it  was  worse 
after  operation. 

Dizziness:  This  distressing  symptom  was  re- 
lieved in  all  instances  except  2. 

Loss  of  memory:  The  operation  had  no  appre- 
ciable effect.  Many  patients  with  loss  of  memory 
showed  progressive  improvement  before  operation 
and  the  progress  continued  subsequently. 

Deafness,  noises  in  the  ears,  defective  vis'on: 
These  conditions  were  not  affected  by  the  operation. 

Aphasia:  There  were  5  cases  of  aphasia  in 
varying  degree.  Most  of  these  showed  progressive 
recovery  which  was  not  influenced  by  the  operation. 

Hemiplegia:  Fifteen  patients  exhibited  hemi- 
plegia in  varying  degree.  Some  of  them  became 
hemiplegic  immediately  after  receiving  the  wound 
but  more  frequently  the  condition  developed  some 
hours  afterward.  All  showed  a  greater  or  less 
extent  of  progressive  improvement  subsequently, 
but  the  operation  did  not  seem  to  have  any  effect 
upon  the  progress  maintained.  In  one  instance 
hemiplegia  developed  in  association  with  Jacksonian 
seizures  after  a  cartilage  graft  had  been  inserted 
but  the  paralysis  entirely  cleared  up  and  the  seizures 
ceased  after  removal  of  the  graft,  free  dissection 
of  the  scar  tissue,  and  the  substitution  of  a  fascial 
graft. 

Jacksonian  epilepsy:  Six  cases  of  Jacksonian 
epilepsy  were  operated  upon.  In  all  of  these  cases 
there  was  a  history  of  hemiplegia  and  the  gap  was 
in  the  parietal  region  of  the  cranium.  With  one 
exception  the  epilepsy  was  relieved  but  the  operation 
was  performed  too  recently  to  warrant  the  assump- 
tion that  the  condition  is  permanently  cured.  The 
exception  was  that  of  a  man  who  had  a  recurrence 
and  died  in  a  convulsion  four  months  after  the 
operation. 

Loss  of  the  sense  of  smell:  One  patient  who  had 
a  double  frontal  gap  no  doubt  suffered  injury  to  the 
olfactory  lobe  of  the  brain  at  the  time  of  the  injury. 
The  operation  had  no  effect  upon  the  resulting  loss 
of  the  sense  of  smell. 

Dyspnoea:  In  one  case  of  hemiplegic  and  Jack- 
sonian seizures  there  was  also  difficulty  in  breathing. 
The  latter  was  not  relieved  by  operation. 

Sense  of  fear,  nervousness,  and  fear  of  being 
struck  on  the  head;  a  feeling  of  insecurity:  Such 
sensations  were  very  common.  Closure  of  the  g"ap 
in  the  cranium  was  most  effective  in  allaying  dis- 
tressing symptoms  of  this  type. 

Marked  mental  depression:  The  operation  was 
most  beneficial  in  dissipating  this  condition. 

Character  of  the  gap,  size,  pulsation,  impulse  on 
coughing,   depression  below  the  surrounding  sur- 
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face:  The  gaps  varied  in  size  from  3  centimeters 
in  diameter  to  9  by  12  centimeters.  In  most  cases 
pulsation  was  observed  except  where  the  scar 
tissue  immediately  over  the  gap  was  very  dense  and 
firm.  In  nearly  all  instances  there  was  impulse  on 
coughing.  A  common  and  very  characteristic 
feature  was  a  bulging  of  the  soft  tissues  covering 
the  gap  when  the  patient  stooped  over  with  his 
head  between  his  knees.  When  the  erect  attitude 
was  resumed  the  bulging  was  replaced  by  a  depres- 
sion. These  conditions  entirely  disappeared  after 
firm  closure  of  the  gap. 

The  scar:  It  became  important  to  study  the 
extent  of  the  scar  and  remove  it.  Its  firm  adhesion 
to  the  dura  mater  often  made  dissection  difficult. 
The  scar  should  be  removed  as  it  frequently  har- 
bors infection  and  its  vascularity  is  poor. 

Nausea  and  vomiting:  Mention  is  made  of  these 
symptoms  because  they  were  conspicuous  by  their 
absence,  a  fact  which  is  perhaps  not  surprising 
because,  in  the  cases "  under  consideration,  the 
intracranial  pressure  was  probably  diminished. 
Nausea  was  present  in  only  one  instance. 

Restricted  movement  of  the  lower  jaw:  One 
patient  had  fixation  of  the  jaw  due  to  implication 
of  the  temporal  muscle  in  scar  tissue.  This  was 
relieved  by  dissection. 

The  type  of  graft  employed  was  as  follows: 
cartilage,  27  cases;  bone,  13  cases;  and  fascia,  2 
cases. 

The  cartilage  grafts  were  all  autogenous  as  were 
also  the  bone  grafts,  with  one  exception.  The  ex- 
ception was  that  of  a  very  large  cranial  defect  which 
was  closed  by  a  graft  from  a  human  cadaver. 

There  were  three  cases  in  which  it  was  necessary 
to  remove  a  silver  plate  which  had  been  inserted  at 
another  hospital.  In  each  of  these  a  cartilage  graft 
was  substituted  successfully. 

The  technique  of  the  operation:  The  technique 
employed  was  described  previously  by  Wilson  in 
the  Annals  of  Surgery  for  March,  1919. 

The  cartilage  graft:  In  the  insertion  of  a  car- 
tilage graft  the  important  point  is  to  see  that  each 
piece  of  cartilage  completely  spans  the  gap  and 
rests  on  a  ledge  of  bone  prepared  for  its  reception 
at  the  edge  of  the  gap.  If  an  end  of  the  cartilage 
lies  free  and  unsupported  in  the  gap,  firmness 
will  not  be  secured;  there  will  be  impulse  on  cough- 
ing and  possibly  pulsation. 

The  bone  graft :  Gaby  has  devised  what  is  called 
the  "bone-button  graft."  This  is  suitable  when 
the  gap  is  small,  under  2  inches  in  diameter.  The 
trephine  is  applied  over  the  gap  in  the  skull  so  as 
to  cut  0.5  centimeter  from  the  margin  down  to  the 
diploe.  The  outer  table  is  then  chiseled  off  and  a 
shelf  of  inner  table  thus  left  for  the  reception  of  the 
graft.  A  button  of  bone  is  then  removed  from  the 
tibia  by  the  use  of  the  same  trephine  and  trans- 
ferred to  the  gap.  With  an  Albee  motor-saw  fitted 
with  a  guard  a  rectangular  gap  may  be  closed  with 
equal  accuracy.  A  bone  graft  from  a  cadaver  was 
used  in  the  case  of  a  patient  who  had  a  very  large 


cranial  defect  measuring  9  by  12  centimeters.  The 
graft  was  prepared  in  such  fashion  as  to  encourage 
as  far  as  possible  the  vascularization  of  the  trans- 
planted bone  and  its  incorporation  with  the  living 
tissues  of  the  host.  A  piece  of  the  parietal  bone  of 
suitable  size  was  cut  from  the  cranium  of  the  cad- 
aver. The  inner  table  of  the  graft  was  reamed 
off  so  as  to  expose  a  diploic  surface  into  which  it 
was  hoped  blood-vessels  might  grow.  The  bone  was 
then  penetrated  by  numerous  holes  3  millimeters 
in  diameter  and  6  millimeters  apart.  This  converted 
it  into  a  sieve  and  yet  preserved  sufficient  firmness. 
The  edges  were  beveled  and  made  to  fit  accurately 
the  ledge  of  inner  table  prepared  for  their  support 
in  the  recipient's  skull.  When  the  graft  was 
placed  in  position  there  was  a  large  cavity  between 
its  concave  surface  and  the  dura  mater  below.  This 
would  obviously  be  a  menace  as  it  would  lodge  blood 
or  serum  and  favor  suppuration.  Fortunately  the 
patient  was  a  stout  man  and  it  was  possible  to 
remove  a  flap  of  fascia  lata,  including  a  good  thick 
pad  of  superficial  fat,  from  his  thigh.  This  plug  of 
fat  was  turned  toward  the  brain  and  the  flap  of 
fascia  secured  in  place  by  a  few  catgut  sMures. 
The  patient  made  an  excellent  recovery  and  X-ray 
plates  of  the  skull  taken  three  and  a  half  months 
after  the  operation  show  a  gradual  disappearance 
of  the  holes  and  the  deposition  of  tissue  of  some 
density  in  their  place.  Four  months  after  the 
operation  the  graft  was  absolutely  firm  and  satis- 
factory. 

The  fascial  graft:  This  is  simply  a  graft  of  fascfe|C 
lata  which  was  used  in  2  cases  in  which  the  use  df^ 
bone  or  cartilage  grafts  was  unsuccessful.  T!i€r 
degree  of  firmness  secured  was  of  distinct  advantage; 

Mortality:  There  was  no  operative  mortality  in 
the  series  of  42  cases.  One  man  died  four  months 
after  the  operation  in  convulsions. 

Infection:  It  is  remarkable  that  in  such  cases 
infection  does  not  occur  more  frequently  in  view  of 
the  amount  of  scar  tissue  present  and  the  history  of 
previous  infection  of  the  wounds.  In  2  cases 
material  resembling  bone  dust  was  found  near  the 
margins  of  the  gap.  This  material  yielded  a  pure 
culture  of  staphylococcus  but  in  both  instances 
perfect  closure  of  the  wounds  and  a  successful 
graft  were  obtained.  It  is  obvious  that  the  resistance 
of  the  tissues  of  the  scalp  and  cranium  to  infection 
is  much  greater  than  that  of  the  tissues  about  an 
infected  bone  in  the  extremities  where,  as  is  well 
known,  plastic  work  invariably  fails  in  the  presence 
of  infection.  Infection  of  the  wound  occurred  in 
only  5  cases  of  the  series  reported.  In  2  of  these 
the  wound  healed  and  the  graft  remained  firm 
in  spite  of  the  infection.  In  3  the  graft  was  re- 
moved or  sloughed  out.  Two  of  these  grafts  were 
of  cartilage  and  i  of  bone. 

The  fate  of  the  graft:  In  i  instance  it  was 
necessary  to  remove  a  cartilage  graft  eight  months 
after  its  insertion  because  it  was  not  firm.  This 
was  the  author's  first  case  and  the  lack  of  firmness 
was  due  to  faulty  technique  in  that  the  pieces  of 
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cartilage  were  not  long  enough  to  span  the  gap  and 
obtain  support  upon  the  ledge  of  inner  tabic.  At 
operation  the  graft  was  found  firmly  united  to  the 
tissues  in  which  it  was  embedded.  It  showed  no 
gross  evidence  of  atrophy  and  appeared  to  be  nor- 
mal cartilage.  Histologically  it  was  found  that  it 
had  been  invaded  by  blood-vessels  from  the  sur- 
rounding fibrous  tissue.  There  were  some  areas 
of  deeper  staining  which  were  assumed  to  be  deposits 
of  calcareous  material  but  as  far  as  the  examination 
went  it  seemed  that  the  transplanted  cartilage 
had  not  undergone  any  marked  change  and  pre- 
sented the  normal  appearance  of  hyahne  cartilage. 
That  changes  occur  in  a  bone  graft  was  shown  by  the 
X-ray  plates  taken  of  a  graft  transferred  from  the 
cadaver.  Three  months  and  a  half  after  the  opera- 
tion the  holes  were  found  to  be  disappearing  and 
dense  tissue  was  being  deposited  while  the  graft 
remained  firm  and  solid  to  the  touch. 

The  relief  of  symptoms  by  cranioplasty:  A 
thoroughly  satisfactory  and  firm  graft  was  secured 
in  34  cases  out  of  the  42.  The  bone  graft  and  the 
cartilage  graft  seemed  equally  efficient.  In  19 
cases  the  symptoms  were  completely  relieved  by 
the  operation,  in  2  they  were  rendered  worse,  in  g 
improved  but  not  wholly  relieved,  and  in  5  not 
changed. 

The  author  summarizes  his  conclusion  as  follows: 

It  is  possible  to  close  a  gap  in  the  skull  success- 
fully by  a  graft  of  bone  or  cartilage  and  thus  restore 
the  integrity  of  the  unyielding  cranial  vault.  The 
operation  is  attended  by  little  danger  to  life  as 
shown  by  the  absence  of  mortality  in  the  series  of 
cases  reported.  The  relief  of  symptoms  directly 
dependent  upon  the  existence  of  the  gap  —  such  as 
headache,  dizziness,  the  fear  of  injury,  the  sense  of 
insecurity,  and  occasionally  the  worry  and  mental 
depression  dependent  upon  the  presence  of  an  ugly 
deformity,  particularly  in  the  forehead  —  is  as  a 
rule  immediate  and  complete.  It  is  probable  that 
when  such  a  symptom  as  headache  is  not  relieved, 
the  trouble  is  dependent  also  upon  some  other  con- 
dition. The  gratitude  expressed  by  men  who  are 
relieved  of  these  comparatively  simple  but  most 
distressing  maladies  and  are  rid  of  their  deformity 
is  sufficient  guarantee  that  the  operation  is  war- 
ranted. 

The  value  of  the  operation  in  more  complicated 
cases,  more  particularly  cases  of  Jacksonian  epilepsy, 
is  less  evident.  Relief  has  been  obtained  in  some 
instances  but  it  is  impossible  to  make  a  definite 
statement  as  to  the  probable  permanence  of  the 
relief.  The  principle  that  all  sources  of  cortical 
irritation  should  be  removed  if  possible  might 
speak  in  favor  of  the  operation  in  such  cases,  but  the 
graft  itself  may  be  a  source  of  irritation  as  evidenced 
in  I  case  of  the  series  reported.  In  this  instance 
a  bone  graft  was  removed  and  a  fascial  graft  sub- 
stituted with  relief  of  the  convulsions  up  to  the 
present  time,  four  months  after  the  operation.  In 
the  majority  of  the  cases  of  Jacksonian  epilepsy 
some  measure  of  relief  was  undoubtedly  secured. 


This  would  be  explained  by  the  relief  of  symptoms 
directly  dependent  upon  the  existence  of  the  gap 
and  the  presence  of  scar  tissue  causing  cortical 
irritation.  Therefore  the  gap  should  be  closed  in 
these  cases  in  order  to  eliminate  the  symptoms  due 
to  the  existence  of  the  defect  and  with  the  hope  that 
in  addition,  the  epileptic  seizures  may  be  ameliorated. 

The  effect  of  operation  on  such  symptoms  as 
defective  vision,  aphasia,  loss  of  memory,  deafness, 
and  other  symptoms  dependent  upon  organic 
cerebral  lesions  is  of  little  or  no  value. 

The  value  of  the  fascial  graft  is  well  worth  con- 
sidering. When  there  is  cortical  irritation  with 
much  scar  tissue  implicating  the  dura  mater,  it  is 
most  serviceable  to  make  a  free  dissection  of  the 
cicatricial  tissue,  remove  the  patch  of  dura  mater 
involved  and  substitute  a  patch  of  fascia  lata  to 
close  the  rent. 

Frazier,  C.  H.:  The  Choice  of  Method  in  Opera- 
tions upon  the  Pituitary  Body.  Surg.,  Cynec. 
6*  Obsl.,  1919,  xxix,  9. 

In  its  pathologic  deviations  the  pituitary  is  not 
unlike  the  thyroid  gland.  As  in  the  thyroid  so  in 
the  pituitary  the  most  common  lesion  is  the  adeno- 
ma, in  both  instances  often  with  cystic  develop- 
ments. It  is  within  the  limits  of  a  reasonable  esti- 
mate to  say  that  75  per  cent  of  pituitary  tumors 
may  be  classified  as  adenomata. 

The  symptoms  of  pituitary  disorders  which  must 
be  reckoned  with  are:  (i)  those  due  to  general 
intracranial  pressure,  such  as  headache;  (2)  those 
due  to  involvement  of  the  optic  chiasm  and  tract — 
the  ocular  phenomena;  (3)  those  due  to  involve- 
ment of  neighboring  structures;  and  (4)  those  due 
to  secretory  derangement.  In  large  measure  the 
surgeon  is  asked  to  intervene  for  one  of  three  condi- 
tions, either  distressing  headache,  vomiting,  or 
failing  vision. 

Of  the  methods  of  approach  to  the  pituitary  body 
time  and  experience  have  eliminated  all  but  two — 
the  submucous  septal  approach  (Hirsch-Cushing) 
and  the  author's  fronto-orbital  method.  Guided  by 
the  basic  principles  of  (i)  safety  and  practicability, 
(2)  amplitude  of  exposure,  and  (3'!  end-results,  the 
author  analyzes  the  merits  of  these  two  methods. 

The  mortality  of  the  submucous  septal  approach 
is  Q  per  cent,  and  of  the  fronto-orbital,  6.4  per  cent. 
When  the  endonasal  route  is  used  meningitis  must 
always  be  reckoned  with  and  has  been  responsible 
for  the  majority  of  fatal  cases.  When  the  pituitary 
lesion  is  primarily  and  exclusively  intrasellar  and 
at  the  time  of  operation  has  not  extended  beyond 
its  bounds,  the  lesion  may  be  dealt  with  satisfactorily 
by  the  nasal  approach;  as  a  matter  of  fact,  however, 
it  is  impossible  in  many  instances  to  determine  by 
roentgenograms  or  the  symptoms  how  far  the  lesion 
has  extended  beyond  the  sella  or  whether  it  ever 
began  there.  A  pituitary  lesion  entirely  intrasellar 
is  not  sufficient  to  cause  optic  atrophy  and  certainly 
not  the  signs  of  increased  intracranial  tension;  the 
presence  of  either  of  these  bespeaks  usually  an 
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extrasellar  extension  and  to  the  author's  mind  this 
should  be  recognized  as  a  strong  argument  in  favor 
of  the  frontal  approach.  Another  factor  is  the 
condition  of  the  sphenoid  sinus.  If  the  latter  is 
shown  by  the  roentgenogram  to  be  largely  or 
entirely  obliterated  the  results  of  the  intrasellar 
approach  will  be  of  short  duration  for  in  this  case 
there  is  no  opportunity  for  expansion  of  the  lesion. 
Moreover,  as  about  19  per  cent  of  adenomata  de- 
velop cysts,  mere  evacuation  by  puncture  is  of 
only  transitory  benefit.  Hence  it  is  necessary  to 
remove  a  portion  of  the  cyst  wall,  and  this  can  be 
done  effectively  only  by  the  exposure  afforded  by 
the  direct  suprasellar  approach.  Another  restriction 
to  the  endonasal  method  is  met  with  in  the  un- 
developed sinuses  of  children. 

The  author  then  describes  modifications  of  his 
original  operation  which  was  reported  in  1913. 
The  essential  difference  is  that  in  the  original  the 
approach  to  the  sella  was  extradural,  whereas  now 
it  is  intradural.  This  facilitates  elevation  of  the 
frontal  lobe,  affords  a  more  satisfactory  view  of  the 
sella  region,  and  avoids  the  necessity  of  removing 
the  roof  of  the  orbit. 

In  conclusion  Frazier  states  that  the  surgeon  deal- 
ing with  pituitary  lesions  should  be  familiar  with 
both  methods.  As  time  goes  on,  however,  he 
believes  the  fronto-orbital  route  will  be  found  to 
have  a  wider  field  of  application. 

The  steps  of  the  operation  are  clearly  illustrated 
by  twelve  cuts.  P:  G.  Skiillern,  Jr. 

Lemaitre,  F.:  Exclusion  of  the  Subarachnoid 
Spaces  Applied  to  the  Treatment  of  Abscesses 
of  Otitic  Origin,  and  in  General  to  Surgery  of 
the  Brain  (Exclusion  des  espaces  sous-arachnoi- 
diens  applique  ■  au  traitement  des  abces  d'origine 
otique  et,  d'une  fagon  generale,  a  la  chirurgie 
d'encephale).    Presse  m6d.,  Par.,  1919,  xxvii,  312. 

Lemaitre's  paper  was  presented  in  May,  1919, 
at  the  eleventh  French  Congress  of  Otorhino- 
laryngology.  His  conclusions  are  summarized  as 
follows : 

1.  Like  all  serosa  the  meninges  defend  them- 
selves by  the  formation  of  adhesions.  Such  adhe- 
sions create  a  veritable  spontaneous  exclusion  of 
the  subarachnoid  spaces  in  every  sense  comparable 
to  the  exclusion  of  the  peritoneal  cavity.  Therefore 
the  surgeon  should  respect  them  and  in  some 
instances  re-inforce  them. 

2.  When  healthy,  the  meninges  can  be  trans- 
formed at  a  selected  point  into  a  fibrous  screen  at 
will.  The  surgeon  should  create  such  a  screen  when- 
ever he  intends  to  approach  the  brain. 

3.  The  provoked  exclusion  of  the  subarach- 
noid space  may  be  effected  by  a  simple,  precise, 
and  almost  infallible  technique.  The  advantages 
obtained  from  such  exclusion  are  that  meningitis 
and  cranial  hernia  are  avoided. 

4.  Meningeal  exclusion  finds  its  application  in  the 
treatment  of  cerebral  or  cerebellar  collections  what- 
ever their  origin.     It  may  be  applied  also  in  other 


cases  of  encephalic  surgery  such  as  the  search  for 
and  extraction  of  foreign  bodies. 

5.  In  addition  to  its  effect  upon  the  prognosis  of 
surgical  affections  of  the  brain,  the  exclusion  of  the 
subarachnoid  spaces  appears  to  be  an  important 
advance  in  the  development  of  cerebral  surgery. 

W.  A.  Brznnan. 

Lang,  W. :  Ivory  Exostosis  Growing  from  the  Roof 
of  the  Frontal  Sinus  into  the  Orbital  and 
Cranial  Cavities,  Removed  Through  an  Os- 
teoplastic Opening  in  the  Cranium  by  Mr. 
Donald  Armour.  Proc.  Roy.  Soc.  Med.,  Lond., 
1919,  xii,  Sect.  Ophth.,  16. 

Lang  and  Armour  report  a  case  in  which  an 
ivory-like  exostosis  originating  from  the  frontal 
sinus  grew  into  the  cranial  and  orbital  cavities, 
displacing  the  left  globe  forward,  downward,  and 
outward,  depressing  the  roof  of  the  orbit,  and 
producing  diplopia  but  no  other  symptoms.  The 
tumor  was  exposed  by  means  of  an  osteoplastic 
flap  with  its  base  at  the  supra-orbital  margin,  the 
dura  and  frontal  lobe  being  retracted,  and  the 
growth  removed  with  chisel  and  cutting  forceps. 
Complete  recovery  ensued.  W.  F.  Moncreiff. 

Sebileau,  P.,  and  Caboche,  H.:  Anatomical  Re- 
search in  Regard  to  Total  Rhinoplasty  (Recher- 
ches  anatomiques  sur  la  rhinoplastie  totale).  Res. 
maxillo-faciale,  1919,  iii,  218. 

An  ideal  total  rhinoplasty  requires  the  reproduc- 
tion of  the  nasal  bones,  cartilages,  and  septum. 
This  the  authors  endeavor  to  do  by  what  they  term 
the  "three  frontal  grafts"  process. 

Three  pieces  of  bone  covered  with  periosteum  are 
inserted  beneath  the  frontal  skin,  the  middle  piece 
for  a  bridge  and  the  two  others  to  replace  the  nasal 
bones  and  the  alar  cartilage.  The  three  grafts  are 
arranged  horizontally  between  the  skin  and  the 
pericranium  in  such  a  way  as  to  be  enclosed  by  a 
horizontal  skin  flap  with  a  vertical  orbitonasal 
pedicle  of  the  type  used  by  Nelaton  and  Ombre- 
danne. 

When  the  re-inforced  flap  is  cut  out  and  twisted 
around  its  pedicle  to  an  angle  of  90  degrees  and  each 
of  the  two  lateral  grafts  is  reflected  from  the  middle 
graft  with  the  raw  surface  inside,  a  figure  resembling 
the  back  of  an  open  book  is  obtained.  The  two 
lateral  grafts  which  simulate  the  covers  of  the  book 
are  intended  to  replace  the  nasal  bones  and  alar 
cartilages  and  the  middle  graft,  which  simulates  the 
back  of  the  book,  to  form  the  bridge  of  the  nose. 
A  substitute  for  the  nasal  septum  is  then  provided 
by  bending  the  lower  part  of  the  median  strip  at 
about  20  millimeters  from  its  end  and  turning  it 
inward. 

The  authors  tried  this  procedure  on  several  ca- 
davers with  very  satisfactory  results.  The  complete 
technique  is  divided  into  5  stages  as  follows:  (i) 
preliminary  measurements  and  preparation  of  a 
pattern  of  the  nose,  (2)  cutting  the  grafts,  (3)  trans- 
planting the  grafts,  (4)  cutting  out  the  bone  and 
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skin  flap,  and  (s)  constructing  and  suturing  the  nasal 
pyramid  and  covering  it  with  skin  strips.  The  de- 
tails of  each  stage  are  described. 

The  four  points  of  contact  with  the  skull — one 
above,  below  the  glabellar  region,  made  by  the  upper 
end  of  the  bridge;  one  below,  in  the  maxillary  re- 
gion, made  by  the  septum;  and  two  lateral,  also  in 
the  maxillary  region,  made  by  the  side  pieces — 
guarantee  a  firm  foundation.  The  aesthetic  effect  is 
good. 

The  authors  have  carried  out  this  triple  graft 
method  in  several  cases,  in  two  of  which  they  have 
recently  performed  the  final  operation.  The  results 
remain  to  be  seen  but  there  are  evidences  already 
that  they  will  be  satisfactory.         W.  A.  Brennan. 

NECK 

Church,  A.:   The  Neurology  of  Cervical  Ribs.    /. 

Am.  M.  Ass.,  1919,  Ixxiii,  i. 

Since  the  introduction  of  the  roentgen  ray  cervical 
ribs  have  often  been  discovered  unexpectedly.  Two 
investigators  found  63  and  70  per  cent  respectively 
occurring  in  women.  Cervical  ribs  are  congenital 
but  the  clinical  manifestations  develop  rarely  under 
the  tenth  year  of  age  and  commonly  between  the 
tenth  and  thirtieth  years.  In  a  little  more  than  half 
the  cases  they  are  bilateral.  When  only  on  one  side, 
the  left  side  is  involved  more  frequently  than  the 
right.  Occasionally  they  show  hereditary  tendencies. 

The  disturbance  occasioned  bears  no  relation  to 
the  size  of  the  rib.  Gruber  classifies  cervical  ribs 
according  to  their  size  into  four  groups:  (i)  those 
consisting  of  only  a  node  which  does  not  extend  be- 
yond the  lateral  dimensions  of  the  transverse  pro- 
cess of  the  vertebra;  (2)  those  which  are  merely 
blunt  fingers  of  bone  4  or  5  centimeters  in  length; 
(3)  those  which  extend  far  enough  forward  to  articu- 
late with  the  first  rib  or  even  to  be  attached  to  the 
sternum  by  a  ligamentous  cord;  and  (4)  those  which 
are  complete  ribs  having  a  vertebral  origin  and  costo- 
sternal  cartilages. 

Cervical  ribs  are  commonly  associated  with  other 
skeletal  abnormalities,  especially  of  the  sternum, 
vertebrae,  and  ribs.  The  articulation  of  the  cervical 
rib  to  the  vertebra  is  a  full  synostosis  or  is  partially 
osteal.  Modifications  of  the  scalene  muscles  are 
caused  by  the  projection  of  this  adventitious  bony 
development,  but  the  subclavian  artery  always 
curves  above  the  rib  or  the  fibrous  cord  which  ex- 
tends from  its  tip  forward  to  the  sternum  and  some- 
times causes  as  much  damage  as  a  fully  developed 
bone.  The  thorax  is  also  changed  to  some  extent 
in  its  conformation,  its  apexes  being  higher. 

The  symptoms  of  cervical  ribs  appear  after  the 
first  decade,  due  to  the  naturally  increasing  rigidity 
of  the  bony  and  cartilaginous  structures,  the  reduc- 
tion of  arterial  elasticity,  and  the  increased  weight 
thrown  upon  the  upper  extremity  in  the  various 
activities  of  life.  In  some  cases  the  arm  disorders 
are  occasioned  by  traumatism.  Tuberculosis  of  the 
pulmonary  apex  may  be  found  in  association  with 


cervical  ribs  and  at  times  a  contiguous  inflamma- 
tion seems  to  have  reached  the  brachial  nerve 
trunks.  Cases  of  periostitis  of  the  supernumerary 
rib  have  been  observed  and  occasionally  the  rib  is 
the  seat  of  a  tumor  growth.  Nerves  passing  over  the 
rib  show  an  increased  vulnerability  under  general 
systemic  toxic  conditions  such  as  diphtheria  and 
arthritis,  and  disorders  in  the  peripherial  distribu- 
tion have  followed  subsequently.  An  arteriosclero- 
sis of  the  subclavian  may  seriously  affect  the  nerve 
structures  as  well  as  cause  vascular  faults. 

The  symptoms  are  not  relative  to  the  size  of  the 
structure.  The  early  symptoms  are  merely  local 
signs  such  as  at  times  a.  tumor  mass,  a  salient  sub- 
clavian artery,  general  widening  of  the  root  of  the 
neck,  and  a  lofty  lung  apex. 

A  change  of  the  character  of  the  pulse  on  each  side 
may  be  noted,  and  certain  positions  such  as  when 
the  hand  is  raised  above  the  head  or  drawn  down- 
ward may  stop  the  pulse  or  change  its  amplitude. 
At  other  times  the  pulse  varies  with  the  respiration, 
tending  to  disappear  with  full  inspiration.  Rarely 
there  is  a  disturbance  of  the  subclavian  by  rib  pres- 
sure which  produces  thrombosis  and  loss  of  pulse. 
Other  cases  may  show  a  subclavian  aneurism  at 
the  point  of  going  over  the  rib.  The  peripheral  cir- 
culation is  disturbed  and  at  times  has  been  mis- 
called Raynaud's  disease.  The  fingers  are  often  blue 
or  reddened  and  cedematous.  The  hand  on  the 
affected  side  is  more  quickly  influenced  by  cold  and 
is  colder.  In  the  severe  cases  intense  cedema.  vaso- 
motor flushing,  and  hyperhydrosis  are  frequently 
observed. 

Nerve  changes  are  the  most  common  features  and 
may  be  confined  to  the  distribution  of  a  single  nerve 
or  occur  in  the  entire  member.  Neuralgic  pains  may 
extend  to  the  back  of  the  neck,  the  back  of  the  shoul- 
der, the  region  of  the  ear,  the  axillary  line  of  the 
chest,  or  over  the  entire  side  of  the  body.  Sensory 
disturbances  are  worst  in  the  fingers,  most  commonly 
in  the  ulnar  distribution.  Paraesthesia,  hyper-  and 
hypo-sensitiveness  of  all  grades  may  be  found. 
There  may  even  be  dissociation  of  sensation.  On 
the  motor  side  weakness  is  usually  pronounced  but 
complete  paralysis  is  rare.  All  varieties  of  claw  hand 
may  be  found  and  often  functional  difl&culties  are 
present  in  the  use  of  the  hand,  especially  in  the  finer 
movements  such  as  writing. 

Disturbances  of  the  trophic  control  in  the  small 
muscles  of  the  arm  and  hand  are  very  common. 
The  muscles  originating  from  the  internal  condyle  are 
the  group  most  frequently  involved  in  the  forearm. 
There  may  be  changes  in  the  skin,  especially  at  the 
finger  ends,  such  as  trophic  blebs,  glossy  skin, 
changes  in  the  nails,  and  hemorrhages  imder  the 
nails.  At  times  the  sympathetic  nerve  has  been  in- 
volved, giving  rise  to  pupillary  disturbance,  ptosis, 
and  retraction  or  protrusion  of  the  eye.  The  phrenic 
nerve  may  also  be  affected.  Hoarseness  has  been  re- 
ported in  a  number  of  cases. 

Streissler  found  cervical  scoliosis  in  16  per  cent  of 
his  cases.   This  deviation  may  be  attended  by  more 
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or  less  asymmetry  of  the  face  and  of  the  skull,  and 
by  compensatory  curves  in  the  dorsal  region.  At 
the  same  time  there  is  a  postural  displacement  of 
the  shoulder  and  scapula. 

The  diagnosis  is  based  on  the  symptoms  and  the 
X-ray  findings  but  is  often  very  difficult.  The  con- 
dition has  been  confused  with  tumors  in  the  neck  or 
upper  dorsal  vertebra;,  aneurisms  of  the  subclavian, 
Raynaud's  disease,  brachial  neuritis,  subacromial 
bursitis,  and  arthritis  of  the  shoulder,  pachymenin- 
gitis cervicalis,  poliomyelitis,  progressive  atrophy, 
syringomyelia,  intercostal  neuralgias,  cervical  scoli- 
osis, and  pthisis. 

The  course  of  the  condition  extends  over  a  long 
period  of  time,  with  intervals  of  comparative  or 
complete  freedom  from  symptoms.  The  latter 
come  on  insidiously  and  finally  reach  such  a  de- 
gree that  heroic  surgical  intervention  is  readily 
accepted. 

In  the  milder  cases,  conservative  treatment,  such 
as  rest,  avoidance  of  strain,  and  support  of  the  arm, 
is  advisable.  At  this  stage  electricity,  massage,  ap- 
plications of  heat  and  cold,  and  general  measures 
may  be  employed.  In  the  more  pronounced  grades 
of  the  condition  recourse  to  surgery  is  the  only  means 
of  cure.  The  extirpation  of  a  cervical  rib  is  one  of 
the  most  difficult  of  major  surgical  operations  be- 
cause of  the  very  precise  anatomic  dissection  re- 
quired and  the  fact  that  this  dissection  is  done  in  a 
very  dangerous  locality.  Incomplete  removal  of 
the  rib  may  be  followed  by  its  regrowth  with  re- 
turn of  symptoms.  It  seems  highly  important 
that  the  periosteum  should  be  completely  removed. 
When  complete  extirpation  can  be  effected  the  pros- 
pect for  full  relief  and  restitution  of  function  is  good, 
although  some  of  the  symptoms,  such  as  chronic 
nerve,  vascular,  and  trophic  processes,  require  a  long 
period  of  time  and  treatment  for  complete  cure. 

I.  W.  Bach. 

Hormaeche,  D.  G. :  The  Treatment  of  Primary  and 
Secondary  Thrombophlebitis  of  the  Jugular 
by  Grunert's  Operation  (El  tratamiento  de  las 
tromboflebitis  primitivas  o  secundarias  del  golfs  de 
la  yugular  per  la  operacion  de  Grunert).  Rev. 
espan.  de  drug.,  1919,  i,  310. 

The  thrombophlebitis  which  the  author  discusses 
can  at  times  be  diagnosed  only  during  operation. 
Up  to  a  few  years  ago  such  a  diagnosis  following 
acute  or  chronic  otorrhoea  was  equivalent  to  a 
sentence  of  death.  The  number  of  operative  re- 
coveries, however,  has  increased  as  the  operative 
technique  has  been  improved  and  is  especially 
large  when  the  diagnosis  is  made  and  the  operation 
performed  early. 

In  this  condition  the  thrombosed  sinus  should 
be  opened.  Contra-indications  to  operation  are 
(i)  extension  of  the  thrombophlebitis  to  the  superior 
lateral  sinus;  (2)  extension  to  the  sinus  cavernosa; 
(3)  poor  general  condition,  comatose  or  cachectic; 
and  (4)  purulent  meningitis. 

Thrombosis  of  the  jugular  may  be  primary,  as  is 


generally  the  case  in  acute  otorrhoea,  or  secondary 
to  thrombosis  of  the  lateral  sinus,  as  in  chronic 
otorrhoea. 

The  treatment  was  not  sufficiently  radical  until 
the  adoption  of  Grunert's  technique.  The  lavage 
method  is  rational  and  up  to  a  certain  point  practi- 
cal, but  has  dangers  and  is  insufTicient.  Curettage 
is  not  devoid  of  danger  and  is  illusory  as  it  is  too 
limited. 

In  comparison  with  these  methods  the  drainage 
procedure  as  initiated  by  Alexander  was  a  real  step 
forward,  but  it  did  not  suppress  the  focus  of  in- 
fection, and  the  danger  of  the  extension  of  the 
phlebitis  to  the  neighboring  veins  remained. 

With  the  Grunert  method  and  its  perfecting 
modifications  devised  by  Laurens  and  Lombard! 
the  demands  of  modern  surgery  regarding  infectious 
processes  are  satisfied  for  there  is  ample  disinfection 
with  drainage  to  the  exterior  of  all  the  infected 
area.  W.  A.  Bkennan. 

Beilby,  G.  E.:    Acute  Thyroiditis.     N.   York  Slate 
J.  M.,  1919,  xix,  274. 

In  a  series  of  91  operative  thyroid  cases  the  author 
had  only  3  cases  of  acute  suppurative  thyroiditis. 
In  2  instances  the  condition  was  found  in  glands 
that  were  otherwise  normal,  and  in  i,  in  a  cystic 
adenoma. 

Infection  of  the  thyroid  by  the  lymphatic  route 
is  rare  because,  although  the  thyroid  is  situated 
close  to  structures  which  frequently  become  in- 
fected, it  has  no  direct  lymphatic  connection  with 
them.  Infection  may  occur  by  way  of  the  blood 
stream,  however,  especially  when  there  are  degener- 
ative changes  in  the  gland  as  in  cases  of  adenomata 
containing  haemorrhage. 

The  absence  of  the  usual  local  signs  of  suppuration 
and  inflammation  in  the  early  stages  makes  the 
diagnosis  difficult  and  because  of  the  pressure  upon 
the  trachea  and  oesophagus  the  cause  of  the  trouble 
is  usually  sought  first  within  the  throat. 

The  pressure  felt  is  due  to  the  disposition  of  the 
thyroid  capsule  which  splits  at  its  posterior  border, 
one  leaf  passing  in  front  of  the  trachea  and  complete- 
ly enveloping  the  gland  and  the  other  and  thicker 
leaf  passing  to  the  dorsum  of  the  pharynx  and 
oesophagus.  A  sudden  increase  in  volume  within 
this  capsule  therefore  causes  compression. 

The  conclusions  drawn  are  as  follows: 

1.  Acute  thyroiditis  is  relatively  infrequent  in 
both  the  normal  gland  and  in  pre-existing  pathol- 
ogical conditions. 

2.  Particularly  in  the  early  stage  the  condition 
is  apt  to  be  unrecognized. 

3.  The  diagnosis  can  be  made  more  readily  if  the 
possibility  of  acute  thyroiditis  is  borne  in  mind 
and  is  confirmed  by  the  stone-like  hardness  of  the 
gland, 

4.  Treatment  by  simple  incision  and  puncture 
under  local  anaesthesia,  avoiding  all  possible  injury 
to  the  gland  tissue,  will  give  the  best  results. 

K.  L.  Vehe. 
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Malone,  A.  E.,  and  Wardrop,  J.  G.:  Recurrent 
Chylothorax  Following  Trauma.  Lancet,  1919, 
cxcvi,  1 1 16. 

The  authors  report  the  case  of  a  French  sailor 
who,  ten  days  before  coming  under  observation,  had 
fallen  a  distance  of  10  meters.  His  chief  complaint 
on  admission  to  the  hospital  was  dyspnaa,  and  on 
examination  a  diagnosis  of  pleural  effusion  was 
made.  Paracentesis  was  done,  200  ounces  of  milky 
fluid,  slightly  tinged  with  blood,  being  withdrawn. 
On  the  third  day  further  aspiration  was  required, 
and  re-accumulation  of  fluid  then  became  so 
prompt  that  aspiration  became  necessary  every 
other  day.  During  the  three  weeks  of  observation 
a  total  quantity  of  81  pints  was  removed.  The  fluid 
when  examined  on  several  occasions  showed  no 
evidence  of  tubercle  bacilli. 

Autopsy  was  negative  as  far  as  establishing  any 
cause  for  the  collection  of  chylous  fluid,  and  no 
injury  to  the  thoracic  duct  was  found.  Tuberculosis 
is  occasionally  responsible  for  chyliform  effusion, 
but  there  was  no  evidence  of  tubercular  lesions.  The 
blood  count  was  also  negative.  Milton  has  reported 
a  case  in  which  15  pints  of  chylous  fluid  were  with- 
drawn from  the  left  pleural  cavity  at  one  time,  with 
recovery  of  the  patient.  He  attributed  the  effusion 
to  tuberculosis  of  the  thoracic  duct. 

D.  C.  Balfour. 

Bernabeo,  G.:  Artificial  Pneumothorax  and 
Thoracentesis  in  the  Treatment  of  Haemo- 
thorax  (Pneumotorace  artificiale  e  toracentesi  nella 
cura  dell'  emotorace).   Riforpta  med.,  1919,  xxxv,  310. 

A  more  or  less  severe  haemothorax  is  a  symptom 
in  almost  90  per  cent  of  thoracopulmonary  wounds. 
Clinically  there  are  3  types  of  haemothorax:  (i) 
acute  and  generally  fatal;  (2)  slow  but  progressively 
increasing;  and  (3)  acute,  non-fatal,  and  slow  in 
development.  The  author,  however,  prefers  to 
classify  such  cases  into  only  2  groups:  the  rapidly 
fatal  acute  and  the  acute  non-fatal  haemothorax 
which  is  sometimes  slow  and  sometimes  rapid  in 
development. 

Surgeons  are  divided  in  their  opinions  with  regard 
to  the  treatment.  Some  recommend  a  systematic 
active  and  radical  treatment  while  others  prefer  to 
abstain  from  operation.  Some  adopt  the  so-called 
expectant  treatment. 

Morelli  maintains  that  artificial  pneumothorax 
practiced  systematically  is  the  ideal,  both  for  pre- 
vention and  treatment.  As  a  preventive  measure  it 
favors  cicatrization  and  encysting  of  a  projectile 
which  remain^  in  the  lung;  as  a  curative  measure  it 
obviates  harmful  action  of  the  blood  upon  the  pleura 
and  lung  as  well  as  the  formation  of  adhesions. 
Every  established  haemothorax  requires  thoracente- 


sis and  this  operation  ought  to  precede  the  pneumo- 
thorax. Morelli  proposes  the  application  to  lung 
wounds  of  Forlanini's  method  of  treatine  pulmonary 
phthisis  by  artificial  pneumothorax. 

Objections  which  have  been  made  to  Morelli's 
method  are:  (i)  that  it  is  impossible  for  the  injected 
air  to  escape  by  the  thoracic  wall  or  lung;  (2)  that 
it  affords  the  possibility  for  the  formation  of  emboli; 
(3)  that  it  would  be  better  to  utilize  the  presence  of 
the  blood  to  compress  the  lung;  and  (4)  that  there 
is  a  possibility  of  infection  of  the  air.  In  Bernabeo's 
opinion  only  the  last  has  any  weight  and  to  this 
Morelli  replied  by  citing  the  large  number  of  cases 
treated  by  pneumothorax  without  incident.  Ber- 
nabeo, however,  sustains  this  objection  and  says 
that  even  with  the  most  scrupulous  technique  and 
the  greatest  scientific  precautions  with  regard  to 
sterilization,  it  is  possible  for  bacteria  to  invade  the 
pleural  cavity.  He  reports  certain  cases  in  which  the 
Morelli  method  was  followed  by  empyema  whereas 
other  cases  of  haemothorax  not  treated  often 
evolve  to  recovery  without  the  development  of 
empyema. 

From  his  own  experience  and  the  reports  of  others 
the  author  concludes  that  in  closed  thoracopulmon- 
ary wounds  systematic  intervention  is  not  the 
wisest  course  and  should  be  reserved  for  cases  of 
progressive  haemothorax  with  dyspnoea  and  dis- 
turbing functional  complications.  Such  cases  he 
treats  by  thoracentesis  followed  by  artificial  pneumo- 
thorax and,  when  required,  pleural  lavage.  For 
the  thoracentesis  and  artificial  pneumothorax  he 
has  devised  a  special  type  of  apparatus  which  he 
illustrates  and  describes.  It  is  so  devised  that  it 
can  be  used  also  for  pleural  lavage  when  this  is 
necessary  owing  to  the  presence  of  empyema.  If 
after  repeated  lavage  there  is  no  improvement  in 
the  local  and  general  symptoms  he  performs  a 
thoracotomy,  continuing  the  use  of  sera.  Generally, 
however,  the  empyema  is  cured  by  lavage  alone  and 
a  thoracotomy  is  required  only  when  the  thickness 
of  the  pleura  is  deeply  involved  and  the  pleural 
membranes  are  infiltrated. 

In  clinical  practice  it  is  best  not  to  be  guided  by 
any  pre-established  system  of  treatment,  but  by 
the  conditions  of  the  particular  case. 

W.  A.  Brenx.\x. 

MacCarty,  W.  C.,  and  Conner,  H.  M.:  Clinical 
Efficiency  and  Terminology  in  Cancer  of  the 
Breast.  Surg.,  Gynec.  &  Obst.,  1919,  xxix,  44. 

In  dealing  with  cancer  of  the  breast  four  persons 
are  concerned,  the  one  with  the  fewest  facts  being 
the  patient  and  the  one  with  the  greatest  number 
of  facts  being  the  pathologist.  Intermediate  are  the 
clinician  and  the  surgeon. 

Since  cancer  of  the  breast  begins  as  a  microscopic 
condition  for  which  no  specific  cure  has  been  dis- 
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covered,  it  is  of  great  importance  long  before  it 
becomes  possible  for  the  patient,  the  clinician, 
the  surgeon,  or  the  pathologist  to  recognize  its 
presence  by  any  of  the  known  methods. 

To  determine  the  relation  of  the  pathologic  facts 
to  the  terminology  used  in  the  clinical  and  patho- 
logic diagnoses,  two  series  of  cases  were  studied. 
The  first  series  (previously  reported)  represented  the 
first  1, 800  cases,  and  the  second  series,  the  last  300 
cases,  which  have  come  under  the  authors'  observa- 
tion. A  comparison  of  the  diagnoses  in  the  first 
series  in  tabular  form  is  followed  by  a  list  of  errors  in 
the  clinical  diagnoses  as  revealed  by  the  diagnoses 
made  upon  pathologic  examination.  Also  for 
the  same  series  the  article  contains  a  list  of  the 
terms  used  by  the  pathologist,  and  a  more  limited 
list  of  those  used  by  the  clinician. 

To  show  the  great  variation  in  pathologic  termi- 
nology several  lists  of  pathologic  terms  have  been 
copied  from  seven  standard  texts. 

In  the  discussion  of  the  clinical  diagnosis  the  state- 
ment is  made  that  there  is  nothing  in  clinical 
history  which  will  differentiate  a  carcinoma  5 
millimeters  in  diameter  from  an  encapsulated  fibro- 
adenoma or  a  cyst  of  equal  diameter. 

In  conclusion  the  authors  state  that  the  anatomi- 
cal location  of  the  biological  reactions,  their  gross 
and  microscopic  structural  manifestations,  and 
their  clinical  behavior  may  be  expressed  briefly  as  in 
the  table  (see  above). 

This  terminology  deals  only  with  tissue  reactions 
coincident  to  regeneration  of  which  neoplasia  is  but 
a  phase.  It  does  not  attempt  to  express  etiological 
factors.  Neither  is  it  expressive  of  the  so-called 
inflammatory  conditions,  although  in  these  the 
most  important  consideration  from  the  patient's 
standpoint  is  the  reaction  of  tissue  regeneration. 

Such  a  terminological  key  has  served  in  the 
authors'  laboratory  of  surgical  pathology  to  in- 
dicate accurately,  simply,  and  briefly  the  anatomical 
location,  biological  reactions,  degree  of  biological 
reactions,  and  degrees  of  cellular  differentiation. 
From  it  more  accurate  clinical  data  can  be  inferred, 
and  inferred  more  easily,  than  from  any  terminol- 
ogy with  which  the  authors  are  familiar. 

C.  R.  Steinke. 

Leyva,  L.,  and  Legendre:  The  Surgical  Treatment 
and  Prognosis  of  Empyema  Following  Lagrippe. 

Surg.jGynec.  Is"  ObsL,  1919,  xxix,  17. 

The  article  reports  the  authors'  experiences  in 
the  treatment  of  27  cases  of  empyema  following 
lagrippe.   The  mortality  was  30  per  cent. 


The  cases  are  grouped  under  two  heads.  The 
first  class,  the  cases  of  white  dyspnoea,  were  those  in 
which  the  respirations  numbered  from  25  to  30 
per  minute,  depending  on  the  amount  of  pleural 
pus.  The  organisms  isolated  were  the  staphylococ- 
cus, streptococcus,  and  pneumococcus.  Opera- 
tion relieved  the  dyspnoea  and  reduced  the  tempera- 
ture. 

In  the  second  class,  the  cases  of  blue  dyspnaa, 
the  respirations  numbered  from  45  to  50  per 
minute  and  were  not  dependent  upon  the  amount 
of  pus  which  as  a  rule  was  not  large.  The  organisms 
were  the  same  as  in  Class  i  but  operation  did  not 
relieve  the  dyspnoea  or  temperature.  Practically 
the  entire  mortality  was  in  this  class. 

The  prognosis  is  dependent  upon  the  condition 
of  the  lung.  Operation  aggravates  the  general  con- 
dition if  both  lungs  are  involved  by  previous  disease. 
The  patients  cured  were  all  operated  upon  after 
the  subsidence  of  pulmonary  symptoms.  In  the 
cases  of  those  who  died  the  operation  was  performed 
while  the  pulmonary  disturbance  was  still  present. 
The  anaesthetic  used  in  the  latter  instances  was  2 
per  cent  stovaine  and  the  time  of  operation  two  or 
three  minutes. 

The  particular  type  of  organism  present  has  no 
bearing  on  the  indications  for  operation  or  the 
method  used.  The  authors  used  the  technique  of 
Marion,  Picquet,  Legara,  and  Lemonant,  resecting 
the  ninth  rib  in  sixteen  cases  and  the  eighth  in 
three.  The  incision  was  made  i  inch  below  the 
scapular  angle,  prolonged  backward  as  recommended 
by  Walter  and  Pringle,  and  T-shaped.  The  drains 
were  placed  in  the  vertical  branch.  This  incision, 
the  authors  believe,  prevents  the  formation  of 
fistulas.  Rib  resection  when  permissible  is  ab- 
solutely essential. 

Postoperatively  the  employment  of  Carrel- 
Dakin  solution  was  not  successful  and  its  results 
could  not  be  compared  with  those  obtained  with 
simple  drainage.  As  a  rule  irrigation  with  this 
solution  was  followed  by  complications. 

Chloroform  is  recommended  as  an  anaesthetic. 
Also  }4  grain  of  morphine  before  operation.  Arti- 
ficial serum  and  camphorated  oil  should  be  used  for 
five  to  six  days  after  the  operation. 

The  authors  summarize  their  conclusions  as 
follows: 

1.  The  prognosis  in  empyema  is  not  based  upon 
the  nature  of  the  organism  but  on  the  condition 
of  the  lungs. 

2.  As  pleurisy  starts  early  in  grippe  it  is  best, 
before  resorting  to  surgery,  to  treat  the  condition 
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medically  by  aspiration  and  specific  sera  until  the 
pulmonary  symptoms  have  subsided. 

3.  The  organism  found  has  no  bearing  on  the 
type  of  operation, 

4.  In  pleurisy  developing  late  in  grippe  .  the 
opening  must  be  large  and  extended  backward  and 
rib  resection  is  necessary. 

5.  Drainage  without  irrigation  is  the  method  of 
choice. 

The  article  closes  with  detailed  histories  of  the 
cases  reported,  P.  M.  Chase. 

Stone,  W.  J.:  The  Management  of  Postpneumonic 
Empyema  Based  upon  310  Cases.  Am.  J.  M.  Sc, 

1919,  clviii,  I. 

Among  approximately  4,000  cases  of  pneumonia, 
empyema  developed  in  310. 

The  series  here  reported  include  only  the  cases 
of  patients  who  received  treatment  by  aspiration 
or  operation.  Thirty-five  were  cured  by  repeated 
aspiration  alone,  while  275  came  to  operation.  Not 
included  in  the  series  were  those  who  died  within 
a  few  days  of  admission  after  a  diagnosis  of  empyema 
had  been  established  or  those  who,  because  of  the 
presence  of  an  active  pneumonia  or  serious  compli- 
cations, were  not  considered  good  risks  and  died 
during  the  course  of  aspirations  for  their  relief. 

The  cases  are  grouped  largely  according  to  three 
time-intervals  as  follows: 

1.  First  series:  early  operation  (Oct.  20,  191 7- 
Jan.  21,  1918),  85  cases.   Mortality  61 . 2  per  cent. 

2.  Second  series:  early  aspiration  and  late  opera- 
tion, (Jan.  12,  1918-Aug.  10,  1918),  96  cases. 
Mortality  15.6  per  cent. 

3.  Third  series:  early  aspiration  and  late  operation 
(Oct.  18,  1918  -  Feb.  14,  1919),  94  cases.  Mortality 
9 . 5  per  cent. 

In  approximately  70  per  cent  of  the  patients  the 
bacterium  responsible  was  the  streptococcus,  which 
usually  was  of  the  hgemolytic  variety. 

The  author  gives  abstracts  of  the  findings  in  48 
autopsies  as  follows: 

As  complications,  serofibrinous  and  purulent 
diffuse  peritonitis  occurred  in  14  per  cent.  In  11 
per  cent  the  empyema  was  bilateral.  Bilateral 
pneumonia  was  found  in  1 5  per  cent ,  lung  abscess  in  7 
per  cent,  and  pericarditis  in  36  per  cent. 

In  discussing  the  diagnosis  of  the  presence  of 
fluid  he  states  that  in  many  instances  the  physical 
signs  were  untrustworthy. 

The  surgical  treatment  consisted  of  drainage 
through  a  single  large  tube  for  forty-eight  hours 
followed  by  the  use  of  a  Brewer  tube  connected 
with  an  Ewald  suction  bulb  and  a  Carrel  tube 
for  irrigation  and  suction.  The  article  includes 
illustrations  of  this  apparatus.  The  operations 
consisted  of  both  rib  resection  and  intercostal 
drainage.  No  conclusions  relative  to  the  tw' o  methods 
were  drawn. 

The  anaesthesia  was  both  local  and  general. 
General  anaesthesia  proved  reliable  in  cases  in  which 
there  was  no  active  pneumonia.     V.  P.  Diedeeich. 


HEART  AND  VASCULAR  SYSTEM 

RouviUois,  H. :  Bullet  Embedded  in  the  Wall  of  the 
Right  Ventricle  cf  the  Heart  Extracted  by 
Median  Thoracolaparotomy;  Recovery  (Plaie 
ancicnne  du  coeur  par  baile  de  fusil  inciuse  dans 
la  paroi  du  ventricule  droit.  Extraction  du  pro- 
jectile par  thoraco-laparotomie  m^diane.  G\i€r- 
ison).  Bull,  et  mint.  Soc.  de  chir.  de  Par.,  1919, 
xlv,  852, 

The  patient  was  shot  in  the  left  side  of  the  chest 
in  October,  19 14.  After  being  operated  upon  he 
returned  to  the  front  but  was  made  a  prisoner. 
He  returned  to  France  in  November,  1918,  in  a  very 
bad  condition,  evidently  due  to  the  retention  of  a 
bullet  in  the  heart  region  which  was  quite  evident 
from  the  radiologic  examination. 

Owing  to  the  patient's  general  condition  it  was 
decided  to  operate  for  the  removal  of  the  body,  which 
was  judged  to  be  in  the  pericardium,  by  the  method 
of  median  thoracolaparotomy  recently  described 
and  practiced  by  Duval  and  Barnsby.  The  anaes- 
thetic used  was  ether.  The  incision  was  begun  at 
the  lower  edge  of  the  third  rib  and  extended  to 
a  point  midway  between  the  umbilicus  and  the 
xiphoid  cartilage.  The  rectus  muscles  were  separated 
and  the  diaphragmatic  attachments  cut  through. 
The  sternum  was  then  sectioned  vertically  along 
the  median  line  and  a  transverse  incision  made  just 
below  the  third  rib.  The  two  sternal  flaps  were 
separated  with  a  Tuflfier  retractor.  The  peritoneum 
and  pericardium  were  opened  and  an  incision  made 
into  the  diaphragm. 

After  search,  the  projectile  was  located  through 
the  wall  of  the  right  ventricle  of  the  heart  near  the 
apex.  No  lesion  was  apparent  externally.  To 
isolate  the  projectile  a  few  catgut  sutures  were 
passed  around  it.  Extraction  was  very  diflficult 
as,  being  embedded  in  the  muscle,  it  had  to  be  cut 
out. 

After  the  extraction  there  was  considerable 
haemorrhage.  The  pulse  was  112  and  its  pressure 
varied  between  11  and  9.  In  spite  of  cardiac  op- 
pression, restricted  respiration,  and  emphysema, 
however,  the  patient  rallied  after  the  first  day.  By 
the  thirteenth  day  following  operation  his  condition 
was  excellent. 

In  discussing  the  case  the  author  points  to  the 
functional  and  other  disturbances  which  occurred 
late  in  spite  of  the  excellent  toleration  of  the  foreign 
for  four  and  a  half  years.  The  operation  was 
justified  by  the  subsequent  cessation  of  these  dis- 
turbances. 

In  the  author's  experience  the  thoracolaparotomy 
method  used  has  been  very  satisfactory.  It  is 
easy  to  follow  and  non-mutilating  though  it  gives 
wide  access  to  the  pericardium. 

While  the  pleural  cul-de-sacs  were  being  ripped 
with  the  finger  behind  the  sternum  a  few  bubbles  of 
air  mixed  with  blood  appeared  in  the  wound.  The 
incident  cannot  be  explained,  but  had  no  untoward 
result.  The  operation  was  followed  b)^  complete 
recovery.  W.  A.  Brennan. 
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PHARYNX  AND   (ESOPHAGUS 

Moorhead,  E.  L. :  Stricture  of  the  (Esophagus;  Dis- 
cussion of  Three  Cases.  Surg.  Clin.  Chicago,  X919, 
iii,  611. 

Obstruction  of  the  oesophagus  may  be  caused  by 
foreign  bodies  within  its  lumen  and  their  sequelae,  by 
inflammation  due  to  tuberculosis,  syphilis,  thrush 
or  diphtheria,  by  diphtheritic  paralysis  and  hysterical 
paralysis,  diverticula,  polypoid  or  other  benign 
growths,  enlargement  of  the  thyroid  and  lymphatic 
glands,  aneurism  of  the  aorta,  and  mediastinal 
tumors. 

Organic  stricture  of  the  oesophagus  may  be  con- 
genital or  acquired.  While  the  former  is  exceedingly 
rare,  the  latter  is  very  common  and  may  be  either 
simple  or  malignant.  The  most  common  cause  of 
simple  stricture  is  the  swallowing  of  corrosive  fluids. 
Malignant  stricture  is  usually  carcinomatous. 

The  most  common  symptom  of  oesophageal 
stricture  is  progressive  difficulty  in  swallowing 
which  results  finally  in  total  inability  to  swallow. 
Associated  with  this  is  increasing  malnutrition, 
emaciation,  and  anaemia. 

Involvement  of   the  mediastinal  structure  may 


result  in  hoarseness  and  aphonia  if  the  recurrent 
laryngeals  are  involved,  in  disordered  heart  action 
if  the  vagus  is  involved,  and  in  cough. 

The  diagnosis  is  confirmed  by  the  X-ray  ex- 
amination with  the  bismuth  meal.  The  ccsophago- 
scope  will  aid  in  the  differential  diagnosis.  The 
bougie  as  a  diagnostic  instrument  should  be  used 
with  care  because  of  the  danger  of  puncturing  malig- 
nant growths,  causing  haemorrhage  and  medias- 
tinitis. 

Cicatricial  strictures  are  treated  by  progressive 
dilatation.  If  the  stricture  is  high  it  may  be  incised 
through  the  oesophagoscope  and  subsequently 
dilated.  If  it  is  very  tight  a  thread  of  silk  may  be 
passed  by  having  the  patient  swallow  a  shot  at- 
tached to  its  end,  after  which  a  gastrotomy  should 
be  done  and  the  shot  secured.  A  heavier  silk  may 
then  be  drawn  back  and  used  as  a  saw  to  sever  the 
stricture.  Strictures  at  the  cardia  may  be  dilated 
manually  through  a  gastrotomy  and  subsequently 
by  bougies. 

Malignant  strictures  which  produce  total  ob- 
struction are  best  treated  by  gastrostomy.  The 
author  presents  histories  of  two  such  cases. 

K.  L.  Vehe. 
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ABDOMINAL   WALL  AND   PERITONEUM 

Niwase,  N.:    The  Position  of   the  Navel  of  Man. 

Am.  J.  Obst.,  1919,  Ixxx,  49. 

To  determine  the  usual  position  of  the  navel 
the  author  examined  1,000  Japanese  women, 
using  principally  a  rolling  centimeter  measure. 
With  the  patient  lying  on  her  back  he  measured 
the  distances  from  the  upper  anterior  iliac  spine  to 
the  upper  end  of  the  middle  line  of  the  symphysis 
pubis,  from  these  two  points  to  the  lower  margin  of 
the  navel,  and  from  the  upper  margin  of  the  navel 
to  the  lower  end  of  the  xiphoid  process. 

In  86.8  per  cent  of  the  cases  the  distance  between 
the  navel  and  iliac  spine,  the  iliac  spine  and  the 
symphysis  pubis,  the  symphysis  pubis  and  the 
navel  were  quite  the  same;  in  other  words,  the 
navel  was  situated  at  the  vertex  of  a  right  triangle 
based  on  a  line  connecting  the  symphysis  pubis  and 
the  upper  anterior  iliac  spine.    Edward  L.  Cornell. 

Broolcs,  B. :  Umbilical  Teratoma.   Ann.  Surg.,  igig, 
Ixix,  603. 

The  patient  was  a  male  child,  2  years  and  4  months 
old,  who  was  admitted  to  the  hospital  for  treatment 
of  an  ulceration  and  a  persistent  watery  discharge 
from  the  umbilicus.  Except  for  an  attack  of  diarrhoea 
about  six  months  previously,  he  had  always  been  well. 
The  ulceration  about  the  umbilicus  was  first  noticed 
when  he  was  i  year  old.  Since  then  it  had  never 
healed  and  the  discharge  had  been  continuous. 

On  examination  it  was  found  that  the  umbilicus 


was  replaced  by  an  ulcer  approximately  i  by  2  centi- 
meters in  size,  the  outline  of  which  was  that  of  a  tri- 
angle with  the  base  upward  and  the  apex  toward  the 
symphysis  pubis.  The  edge  of  the  epithelium  was 
serrated  but  always  abrupt.  The  base  of  the  ulcer 
was  brownish-red  in  color  and  bled  upon  slight  injury. 
Under  its  overhanging  superior  margin  was  a  small 
sinus  into  which  a  probe  could  be  passed  for  a  dis- 
tance of  3  centimeters. 

At  operation  a  spherical  tumor  approximately  2 
centimeters  in  diameter  and  without  any  visible  con- 
nection with  other  structures  was  found  on  the  peri- 
toneal surface  of  the  umbilical  region.  As  the  opera- 
tion was  performed  in  the  presence  of  a  chronic  ulcer- 
ation an  extensive  exploration  of  the  abdomen  to 
determine  the  presence  or  absence  of  a  Meckel's 
diverticulum  was  impossible.  The  tumor,  sinus, 
and  ulcer  were  excised  in  one  piece.  The  wound  was 
closed  according  to  the  technique  used  in  closing  an 
umbilical  hernia  except  that  a  small  drain  was  placed 
in  the  subcutaneous  tissue.  Following  the  operation 
there  was  a  mild  wound  infection  which  healed 
slowly.    The  patient  was  discharged  weU. 

Microscopical  examination  showed  the  spherical 
tumor  to  be  composed  of  tissues  corresponding  to 
those  of  normal  intestine.  Peritoneum,  muscle, 
nerve  cells,  submucosa,  lymphoid  nodules,  and  mu- 
cosa were  all  present  in  their  usual  relations.  The 
mucosa  corresponded  in  the  character  of  the  cells 
and  the  arrangement  of  the  glands  to  the  mucosa  of 
the  norhial  duodenum. 

In  the  wall  of  the  tumor  adjacent  to  the  perito- 
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neum  was  a  small  island  of  normal  pancreas.  The 
gland  was  lobulated.  The  arrangement  of  the  acini 
and  ducts  was  the  same  as  that  of  the  normal  pancreas. 
The  external  opening  of  the  main  duct  was  found. 
In  the  pancreatic  tissue  were  a  large  number  of  typi- 
cally normal  islands  of  Langerhans. 

Edward  L.  Cornell. 

Garrido-Lestache:  Pseudopyloric  UmblHcal  Fistu- 

lae  (Fistulas  cicgas  pscudopiioricas  del  ombiligo). 
Arch.  espaH.  de  cnfcrm.  d.  aparal.  digest.,  1919,  ii,  228. 

The  author  has  seen  only  3  cases  of  this  type  of 
pseudopyloric  umbilical  fistulae  in  a  children's 
hospital  during  a  period  of  seven  years.  Such  fis- 
tulae occur  in  very  young  infants.  The  umbilical 
region  is  seen  to  be  moistioned  by  a  fluid  which 
appears  to  proceed  from  its  fundus  and  which  causes 
ulceration  of  the  skin.  The  fistular  tract  which  is 
congenital  in  origin,  generally  shallow,  and  extra- 
peritoneal, has  a  small  orifice  which  is  difficult  to 
sound.  Chemical  analyses  show  that  the  fluid  from 
the  fistula  in  every  way  resembles  gastric  juice. 
The  fistulae  are  lined  with  a  mucosa  identical  with 
the  gastric  mucosa. 

Various  theories  have  been  advanced  with  regard 
to  the  origin  of  such  fistulae,  but  in  the  author's 
opinion  none  of  them  is  satisfactory.  He  himself 
believes  they  originate  in  the  second  month  of 
embryonic  life  and  are  due  to  irregular  development 
of  the  omphalomesenteric  duct  uniting  the  um- 
bilicus to  the  intestine.  This  union  of  the  om- 
phalomesenteric duct  to  the  intestine  is  effected  very 
high,  i.e.,  in  the  pyloric  region.         W.  A.  Brennan. 

Nigst,  P.  F.:  Hernia  Developing  in  the  Scar  after 
Appendicectomy  (Zur  Ensthehung  von  Narben- 
hernien  nach  Appendektomie).  Cor.-Bl.  f.  schweiz. 
Aerzte,  1919,  xlix,  353. 

In  a  series  of  127  appendicectomies  in  which 
drainage  was  used  a  scar  hernia  developed  in  14 
cases  within  a  few  weeks  or  months  after  the 
laparotomy.  Two  of  these  followed  a  McBurney 
incision;  2,  a  pararectal  incision;  8,  an  incision  under 
Poupart's  ligament;  i,  an  incision  10  centimeters 
long;  and  i,  an  incision  from  the  rectus  to  a  point 
two  finger-breadths  above  the  anterior  superior 
spine  of  the  ilium.  The  time  of  drainage  was  pro- 
longed in  only  three  of  these  cases  and  varied  from 
five  to  thirty-five  days. 

When  the  suturing  is  done  carefully  in  an  ap- 
pendicectomy performed  in  the  afebrile  period  a 
hernia  does  not  develop  in  the  scar.  Such  a  rupture 
is  more  apt  to  follow  an  encysted  abscess  or  appendic- 
ular peritonitis  which  requires  prolonged  drainage. 
The  sex,  age,  or  constitutional  condition  of  the 
patient  do  not  seem  to  be  of  particular  importance. 
The  factors  upon  which  the  production  of  scar 
hernia  depends  are  the  nature  of  the  incision  and 
the  quality  of  the  suture.  When  the  McBurney 
technique  is  used  and  the  incision  closed  in  layers 
close  up  to  the  drainage  tube  with  absorbable  suture 


material  the  incidence  of  hernia  seems  to  be  less. 
Parallel  incisions  close  to  Poupart's  ligament  should 
be  avoided.  The  McBurney  incision  preserves  the 
integrity  of  the  muscle  as  well  as  of  the  nerves  and 
vessels  in  the  abdominal  wall  to  the  maximum. 

When  the  abdominal  wall  is  sutured  with  non- 
absorbable suture  material,  and  especially  when 
drainage  is  prolonged,  there  is  always  danger  of 
infection,  even  when  care  is  taken  to  make  the 
wound  tight  above  the  drain.        W.  A.  Breknan. 

Hale,  K.:  Fatty  Hernia.   Ann.  Surg.,  1919,  Ixix,  278. 

The  author  reports  a  very  unusual  case  of  strangu- 
lated fatty  hernia  occurring  in  the  femoral  region. 
There  was  no  viscus  in  the  hernial  sac. 

The  diagnosis  of  a  f att  y  hernia ,  although  frequently 
not  very  difficult,  is  often  not  made  because  the 
condition  is  overlooked.  These  tumors  are  of 
slow  progressive  growth  and  occur  without  obvious 
cause.  When  pinched  up  between  the  fingers,  they 
are  lobulated  and  often  dimpled  on  the  surface. 
If  lifted  off  the  parts  beneath,  there  is  no  impulse 
on  coughing.  They  occur  frequently  in  int^-uinal 
herniae  in  conjunction  with  a  true  sac,  although  they 
may  have  no  peritoneal  sac  at  all  as  in  the  epi- 
gastric herniae  occurring  in  the  linea  alba  or  linea 
semilunaris.  Rarely,  as  in  the  author's  case,  they 
may  become  strangulated,  even  with  an  empty  sac. 
In  some  cases  false  reduction  is  possible. 

The  treatment  is  the  same  as  that  of  an  ordinary 
hernia  in  the  same  location.  Gatewood. 

Giorgacopulo,  D.:  Innovations  in  the  Bassini 
Operation  for  Inguinal  Hernia  (Innovazioni 
aU'operazione  dell'  ernia  inguinale  secondo  Bassini). 
Policlin.,  Roma,  1919,  xxvi,  sez.  prat.,  686. 

The  author  refers  to  some  minor  alterations  in  the 
Bassini  operation  which  were  reported  by  German 
surgeons  during  the  war.  These  innovations  are 
aimed  principally  against  the  tendency  to  recur- 
rence. Metallic  sutures  have  been  used,  the  internal 
oblique  has  been  left  intact,  a  new  internal  inguinal 
ring  substituted,  and  transplants  of  fascia  made 
at  the  entrance  of  the  inguinal  canal  to  strengthen 
the  supposed  weak  spots. 

In  reviewing  these  procedures  the  author  states 
that  all  who  have  made  these  changes  have  been 
unanimous  in  admitting  that  atrophy  or  weakness 
of  the  internal  obliquus  reduces  the  chances  of 
obtaining  a  favorable  result  by  the  Bassini  opera- 
tion. There  is  no  unanimity,  however,  in  regard  to 
the  point  where  resistance  fails,  as  the  fault  has  been 
credited  to  both  the  internal  and  the  external  rings. 

While  admitting  that  theoretically  the  various 
innovations  suggested  are  good,  the  author  believes 
the  unmodified  Bassini  technique  is  best  for  it  has 
been  found  to  give  from  90  to  98  per  cent  of  recov- 
eries. The  innovations  suggested  are  unnecessary. 
After  thirty  years  the  Bassini  operation  remains 
today  in  his  opinion  the  only  radical  method  for 
the  cure  of  inguinal  hernia.  W.  A.  Brexnan. 
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Lec^ne,  P. :  Strangulation  of  a  Congenital  Inguinal 
Hernia  with  Spontaneous  Separation  from  the 
Mesentery  (Hcrnie  inguinale  congdnitale  6trangl6c 
avec  d6sinserlion  mdsent^rique  spontande).  Bull, 
et  mint.  Soc.  de  chir.  de  Par.,  1919,  xlv,  828. 

Lecene's  case  was  that  of  a  soldier  who  had  a 
congenital  hernia  and  did  not  wear  a  truss.  Severe 
pain  in  ihe  left  inguinal  region  was  followed  by 
vomiting.  In  the  hospital  no  attempt  was  made  to 
reduce  the  hernia  by  taxis.  Operation  was  performed 
ten  hours  after  admission.  When  the  strangu- 
lation was  released  and  the  loop  of  intestine  re- 
moved from  the  sac  it  was  found  that  the  bowel  was 
separated  from  the  mesentery  for  a  distance  of  about 
6  to  8  centimeters.  A  portion  of  the  loop  measuring 
about  60  centimeters  was  resected.  The  patient 
made  an  uneventful  recovery. 

The  author  states  that  this  is  the  only  case  of 
spontaneous  separation  of  the  bowel  from  the 
mesentery  that  he  has  observed  in  very  numerous 
herniotomies.  Before  this  he  had  been  somewhat 
skeptical  in  regard  to  the  possibility  of  such  an 
occurrence.  The  cases  reported  in  the  literature 
appeared  rather  exceptional  and  difficult  to  explain, 
especially  when  violent  taxis  had  not  been  exerted 
upon  the  hernial  sac.  In  his  own  case  there  was  no 
attempt  at  taxis.  The  strangulation  occurred  very 
suddenly  within  a  congenital  sac  with  a  very 
narrow  neck  and  with  multiple  strictures  following 
violent  straining.  These  factors  he  believes  are  all 
of  value  in  the  production  of  spontaneous  mesenteric 
separation  and  show  that  even  in  a  young  patient 
the  complication  may  occur  quite  independently  of 
traumatism  due  to  taxis.  W.  A.  Brennan. 

GASTRO-INTESTINAL  TRACT 

Sappington,  S.  W.:    Syphilis  of  the  Stomach:    a 

Review  with  Notes  on  a  Case  of  Syphilitic 

Pyloric  Stenosis.     Hahneman.  Month.,  19 19,  liv, 

357- 

From  notes  on  a  case  in  which  the  clinical  picture 

strongly   suggested   malignancy   and   the   autopsy 

showed  the  presence  of  syphilitic  pyloric  stenosis  the 

author  draws  the  following  conclusions: 

1.  Syphilis  of  the  stomach  is  rare  but  not  as  un- 
common as  is  generally  believed. 

2.  The  conception  of  the  gastric  lesion  as  a  gross 
gumma  is  erroneous  for  the  pathology  involves  a 
microscopic  cellular  infiltration,  gross  or  focal,  which 
in  its  ultimate  development  produces  a  clinical  picture 
closely  resembling  that  of  other  gastric  diseases, 
especially  cancer  and  peptic  ulcer. 

3.  A  positive  Wassermann  reaction,  anacidity  or 
achylia,  and  demonstrable  lesions  shown  by  theX-ray 
are  sufficient  evidence  to  justify  the  suspicion  that 
the  condition  is  a  luetic  infection  of  the  stomach  and 
should  lead  to  a  therapeutic  test  with  antisyphihs 
drugs. 

4.  This  test  may  confirm  a  tentative  diagnosis  by 
efTecting  remarkable  improvement. 

E.  C.  ROBITSHEK. 


Holmes,  G.:  Pedunculated  Malignant  Growths  of 
the  Stomach.    Ant.  J.  Roentgenol.,  1919,  vi,  279. 

The  author  reports  in  detail  three  cases  of  poly- 
poid tumors  of  the  stomach  with  the  clinical,  X-ray, 
and  operative  findings. 

The  roentgen  findings  were  practically  identical 
in  the  three  cases.  A  peculiar  feature  shown  by  all 
was  rather  marked  encroachment  of  the  growth  into 
the  lumen  of  the  stomach  and  peristalsis  passing  over 
the  stomach  wall.  No  infiltration  of  the  wall  could 
be  demonstrated  either  roentgenologically  or  at 
operation. 

The  passage  of  a  peristaltic  wave  without  a  break 
over  the  area  of  defective  filling  is  sufficient  to  differ- 
entiate the  lesion  from  carcinoma.        W.  A.  Evans. 

Gallart,  F.,  and  Ribas  y  Ribas:  The  Surgical 
Treatment  of  Gastric  Ulcer  (Tratamiento 
quirurgico  de  la  <ilcera  gdstrica).  Rev.  espan.  de 
drug.,  1919,  i,  252. 

The  following  are  the  conclusions  drawn  'n  this 
paper  which  was  presented  at  the  National  Congress 
of  Medicine  held  at  Madrid  in  April,  191  g: 

1.  Gastric  ulcer  may  become  cured  either  spon- 
taneously or  by  medical  treatment.  The  results  of 
the  curative  process  are  cicatrices  of  the  pylorus 
and  the  anterior  wall  of  the  stomach. 

2.  Factors  which  prevent  cure  are:  pyloric  spasm, 
hyperacidity,  gastric  stasis,  the  constant  irritating 
contact  of  food  with  the  ulcer,  etc. 

3.  Every  gastric  ulcer  which  will  not  yield  to  med- 
ical treatment  should  be  operated  upon.  If  the 
patient  is  not  able  to  give  the  time  for  continued 
medical  treatment,  operation  should  be  done  as  soon 
as  the  ulcer  is  diagnosed. 

4.  When  a  gastro-enterostomy  is  performed  it 
should  always  be  associated  with  exclusion  of  the 
pylorus. 

5.  Resection  of  the  ulcer  alone  is  indicated  in 
cases  of  small,  single  ulcers  without  adhesions  or 
concomitant  lesions  of  the  gastric  wall. 

6.  The  authors'  statistics  show  that  only  8  per 
cent  of  cases  of  ulcer  are  in  a  good  condition  for 
operation.  The  other  92  per  cent  are  cases  of  old 
ulcers  with  infiltration,  extensive  gastritis,  and 
numerous  adhesions.  In  12  per  cent  of  these 
there  are  multiple  ulcers.  In  the  majority  of  cases 
of  complex  ulcers  resection,  while  technically  pos- 
sible, is  risky.  Even  in  simple  cases  of  small,  mobile 
ulcers  the  mortality  of  resection  varies  from  20  to 
30  per  cent. 

7.  Gastro-enterostomy  is  the  operation  of  choice 
for  gastric  ulcer.  This  procedure  is  simple  and,  when 
well  executed,  provides  an  ample  vertical  opening 
in  the  lowest  part  of  the  pyloric  antrum.  The  mortal- 
ity of  gastro-enterostomy  varies  from  3  to  4  per 
cent. 

8.  The  authors'  statistics  show  that  the  patients 
exhibiting  gastric  disturbances  after  gastro-enter- 
ostomy were  those  who,  in  addition  to  the  ulcer, 
had  irreparable  glandular  lesions  of  the  gastric 
mucosa  or  connective  tissue,  or  those  who  had  ulcers 
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of  the  lesser  curvature  and  posterior  wall  of  the 
stomach  with  solid  adhesions  to  the  pancreas.  In 
other  cases  the  authors  have  never  seen  the  recur- 
rence of  an  ulcer. 

0.  The  Alvarez  operation  is  indicated  in  the  pain- 
ful types  of  ulcer  with  many  adhesions,  neuritis,  etc. 

W.  A.  BrI';nnan. 

Doefte,  K.:  A  Plea  for  More  Agt&ressiveness  in  the 
Treatment  of  Chronic  Gastric  Ulcer  and 
Gastric  Cancer.   Wisconsin  M.  J.,  1919,  xviii,  49. 

The  author  presents  arguments  in  favor  of  greater 
aggressiveness  in  dealing  with  the  complications  of 
gastric  ulcer  such  as  stenosing  scars,  ulcus-tumors, 
adhesions,  and  gastric  cancer. 

Chronic  gastric  ulcer  should  be  treated  surgically 
only  when  internal  medicine  has  failed  and  compli- 
cations have  arisen.  Acute  perforation  and  pyloric 
ulcer  with  stenosis,  it  is  admitted  by  all  medical  men, 
can  be  treated  only  by  means  of  surgery.  Drainage 
and  closure  of  the  ulcer  in  the  former  and  simple 
gastro-enterostomy  in  the  latter  are  the  accepted 
modes  of  procedure.  However,  gastro-enterostomy 
should  not  be  considered  the  only  desideratum  and 
main-stay  in  all  ulcer  cases.  Sometimes  it  is  suc- 
cessful, but  more  often,  after  a  period  of  relief  the 
old  symptoms  of  pain,  haemorrhage,  and  indiges- 
tion return.  The  marked  tendency  of  the  gastric 
contents  to  follow  their  former  course  through  the 
pylorus  still  persists  in  spite  of  a  large  enterostomy 
opening.  The  recurrence  of  the  former  condition  is 
due  to  the  fact  that,  because  of  non-use,  this  open- 
ing gradually  shrinks. 

Excision  of  the  ulcer  may  also  be  successful  in  a 
number  of  cases  but  if  the  ulcer  is  of  any  size  this 
method  may  seriously  interfere  with  the  proper  emp- 
tying of  the  stomach  by  shortening  the  lesser  curva- 
ture and  by  drawing  the  pylorus  nearer  the  cardia, 
forming  a  pouch-like  stomach.  This  method  should 
be  used  therefore  only  in  conjunction  with  gastro- 
enterostomy. 

Even  the  exclusion  of  the  pylorus  by  ligation  or 
complete  division  and  suture  is  not  absolutely  per- 
fect as  in  some  instances  the  haemorrhages  have  re- 
curred. Moreover,  the  inability  of  the  surgeon  to 
obtain  invariably  by  palpation  a  correct  idea  of  the 
conditions  within  the  stomach  and  of  the  proper 
course  to  follow  in  the  individual  case  is  indeed  per- 
plexing. 

The  Mayo  Clinic  has  reported  68  per  cent  of  can- 
cers arising  from  or  associated  with  ulcers,  and  Con- 
tinental pathologists  give  2  per  cent.  Ewing  of  Cor- 
nell, on  the  other  hand,  believes  that  it  is  much  more 
probable  that  a  cancer  becomes  ulcerous  than  that 
an  ulcer  becomes  cancerous. 

Of  late,  resection  of  the  stomach  has  been  the 
method  of  choice  with  many  surgeons  and  the  mor- 
tality of  this  procedure  has  been  steadily  declining 
with  larger  experience  and  improved  technique  un- 
til today  it  is  only  slightly  more  than  that  of  simple 
gastro-enterostomy. 

In  cases  of  ulcus-tumor  masses  involving  several 


of  the  organs  of  the  upper  abdomen  it  is  of  great 
benefit  to  obtain  plenty  of  room  by  free  incision  and 
to  palpate  the  mass  well  before  proceeding  further. 
If  the  liver  is  involved  the  inflammatory  process  has 
replaced  the  cells  by  fibrous  tissue  so  that  incision 
and  suturing  will  not  provoke  bleeding.  Adhesions 
to  the  pancreas  must  be  separated  without  much  in- 
jury to  that  organ,  and  if  an  active  pancreatic  ulcer 
persists  it  must  be  curetted  gently  and  touched  with 
carbolic  acid.  If  the  colon  is  involved,  it  should  be 
resected.  In  closing  the  abdomen  no  drainage  is 
necessary. 

Cancer  cases  constitute  today  one  of  the  most  fruit- 
ful surgical  fields  and  a  most  favorable  prognosis 
is  offered  by  early  surgical  intervention.  It  is  a 
well-known  fact  that  a  cancerous  abdomen  will 
withstand  extensive  operations  surprisingly  well 
even  though  the  patient  is  cachectic  and  losing 
strength.  The  shock  is  much  less  than  is  usual  in 
similar  operations  on  the  non-cancerous  abdomen, 
possibly  because  a  certain  degree  of  immunity  has 
been  induced  by  the  cancer  and  the  abdominal  sta- 
sis. When,  however,  there  is  metastasis,  a  nodular 
liver,  or  ascites,  it  is  useless  to  operate.  Severe 
cachexia  should  not  necessarily  prevent  operation 
for  when  the  sloughing  cancer  is  removed  it  will 
disappear.  Nor  should  the  length  of  time  the  con- 
dition has  existed  interfere  with  surgical  treatment  for 
Boas  has  shown  that  even  the  scirrhous  form  has  an 
exceptionally  favorable  prognosis.  The  decision  as 
to  operation  should  be  made  upon  the  extent  of 
involvement  of  neighboring  organs  and  the  pres- 
ence or  absence  of  metastasis. 

If  the  cancer  is  limited  to  the  stomach  and  the 
mass  can  be  delivered  easily,  resection  is  indicated. 
Very  often  lessened  mobility  depends  upon  involve- 
ment of  the  lymph  glands  and  vessels  along  the  upper 
and  lower  curvatures.  With  involvement  of  the 
colon  resection  of  the  area  in  one  piece  with  the 
stomach,  together  with  the  lymph  glands  of  the 
lesser  and  greater  curvatures,  may  give  excellent 
results.  Considerable  involvement  of  the  pancreas 
is  always  a  contra-indication  to  operation  as  fat 
necrosis  usually  follows  excision  of  this  organ.  Can- 
cer of  the  mesentery  of  the  small  bowel  also  contra- 
indicates  operative  procedure. 

While  in  pyloric  stenosis  resection  is  the  opera- 
tion of  choice,  a  gastro-enterostomj'  often  affords 
great  relief  in  otherwise  inoperable  cases. 

P.  M.  Ch.\se. 

Gouget,  A.:  The  Evolution  of  Gastric  Cancer  of 
Anasarcous  Type  (L'evolution  du  cancer  de 
I'estomac  a  forme  d'anasarque).  Presse  mid..  Par., 
1919,  xxvii,  329. 

Gouget  finds  the  cases  of  true  gastric  cancer  with 
anasarca  which  are  reported  in  literature  to  be  few 
in  number.  Including  the  case  reported  by  him 
in  this  article  he  knows  of  only  13.  These  he  de- 
vides  into  3  classes.  In  the  first  class  he  includes 
the  cases  of  patients  treated  in  the  hospital  for 
anasarca  and  general  debility  who  died  within  a  few 
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months  and  in  whom  the  gastric  cancer  was  revealed 
only  at  autopsy.  The  second  group  comprises  cases 
of  rapid  development  in  which  anasarca  seemed  to 
be  more  a  complication  than  a  clinical  form  of 
gastric  capcer.  In  the  cases  of  the  third  group  the 
duration  of  the  anasarca  was  very  much  longer,  in 
some  instances  lasting  even  a  year  or  more. 

Gouget's  case  belonged  to  Class  3.  The  anasarca 
began  about  a  year  before  death  and  after  having 
attained  its  maximum,  almost  entirely  disappeared 
before  death.  Up  to  the  time  the  patient  died  there 
were  no  gastric  symptoms  though  the  autopsy 
showed  a  cancerous  neoplasm  extending  over  the 
posterior  stomach  wall. 

Gouget  concludes  therefore  that  stomach  cancer 
of  the  anasarcous  type  may  evolve  to  the  end 
without  causing  appreciable  gastric  symptoms; 
in  fact,  that  apart  from  the  oedema  the  only  appre- 
ciable symptoms  may  be  anaemia  and  emaciation, 
the  latter  not  noticed  because  of  the  former.  The 
adema  may  subsequently  regress  suflficiently  to 
permit  the  patient  to  resume  his  occupation.  The 
relatively  good  general  health,  the  long  duration  of 
the  cedema  and  its  multiple  regressions,  and  the  ab- 
sence of  any  objective  symptoms  remove  the  sus- 
picion of  cancer.  Therefore  examination  of  the 
blood,  stomach  contents,  etc.,  should  be  carried  out 
methodically.  The  repeated  discovery  of  occult 
haemorrhage  will  probably  be  the  most  reliable 
symptom  turning  attention  to  the  presence  of 
a  neoplasm.  W.  A.  Brennan. 

Duval,  P. :  The  Bilocular  Aspects  of  the  Stomach 
on  Radiologic  Examination  (A  propos  des 
aspects  biloculaires  de  Testoinac  a  rexamen  radiolog- 
ique).  Arch.  d.  mal.  de  I'appar.  digest.,  1919,  x, 
163. 

The  bilocularity  of  the  stomach  which  is  often 
observed  radiologically  may  be  due  either  to 
anatomical  factors  or  to  temporary  deformity. 
The  author's  study  is  intended  to  show  how  one 
may  be  distinguished  from  the  other. 

There  are  two  great  classes  of  gastric  biloculations: 
(i)  those  radiographic  biloculations  which  corre- 
spond to  mediogastric  stenoses  due  to  parietal 
alterations;  (2)  the  radiographic  biloculations  which 
do  not  correspond  to  anatomical  biloculations  of  the 
stomach.  The  first  type  are  true  and  permanent,  the 
second  transitory.  In  the  transitory  type  a  dis- 
tinction must  be  made  between  biloculations  due  to 
(i)  atony,  (2)  compression,  and  (3)  spasm.  The 
author  gives  illustrations  of  these  types  and  dis- 
cusses the  subvarieties  of  spasmodic  biloculation 
due  either  to  incisura  of  the  curvatures  of  the 
stomach  or  contraction  rings. 

Without  doubt  in  every  stricturing  mediogastric 
lesion  there  is  in  addition  to  the  permanent  lesion 
an  intermittent  spasmodic  factor  which  explains  the 
slight  variations  of  successive  radiographic  pictures. 

The  radiologic  characters  of  bilocular  stomach  due 
to  mediogastric  stenosis  are:  persistence  of  the 
image  when  the  patient  assumes  different  positions. 


at  different  times,  and  on  insufflation  of  the  stomach; 
the  appearance  first  after  the  ingestion  of  bismuth 
of  an  upper  pocket  alone,  later  a  thread  of  bismuth 
extending  further,  and  finally  a  lower  pocket; 
persistence  of  the  image  on  manual  compression  of 
the  pyloric  pocket;  and  the  special  form,  not  regular- 
ly rounded,  of  the  outline  of  the  biloculation  and  the 
gastric  causeway. 

The  surgeon  ought  not  to  accept  or  make  a  diagno- 
sis of  bilocular  stomach  on  the  basis  of  a  single  radio- 
graph nor  even  on  the  basis  of  a  small  number 
of  plates  made  at  short  intervals.  Moreover,  he 
ought  personally  to  assist  in  such  radiologic  examin- 
ations. 

Duval  never  operates  upon  a  stomach  unless  he 
has  himself  assisted  in  its  examination  because  in 
reality  it  is  from  the  multiple  details  of  the  radio- 
scopic  examination — the  mode  in  which  the  bismuth 
moves,  the  rhythm  of  evacuation,  the  forms  of  the 
stomach  waves,  etc.  —  that  accuracy  in  diagnosis 
is  reached.  Exact  information  upon  these  points 
cannot  be  gained  from  radiographs  alone. 

W.  A.  Brennan. 

Wettstein,  A. :    Ileus  Caused  by  a  Murphy  Button 

(Ileus  durch  Murphyknopf).      Cor.-Bl.  /.  schweiz. 
Aerzte,  1919,  xlix,  402. 

During  the  period  1908-1911  the  Murphy  button 
was  used  constantly  in  the  author's  surgical  clinic 
with  always  good  results.  In  his  more  recent 
private  practice,  however,  Wettstein  reports  that 
he  has  had  2  cases  of  ileus  due  to  the  use  of 
the  button.  In  the  first,  the  button  was  retained 
several  months  after  a  gastro-enterostomy  and  the 
developments  called  for  a  laparotomy.  The  button 
was  found  about  20  centimeters  above  Bauhin's 
valve  whence  it  was  removed  by  ileostomy.  Ex- 
amination of  the  intestine  showed  that  apparently 
the  button  had  been  incarcerated  very  much  higher 
in  the  intestine,  but  probably  during  narcosis  had 
become  dislodged. 

In  the  second  case  the  complications  which 
ultimately  necessitated  operation  had  continued' 
for  four  and  one-half  years  following  a  gastro- 
enterostomy. The  symptoms  pointed  to  intestinal 
obstruction.  Radioscopic  examination  in  this  as 
also  in  the  other  case  showed  that  the  gastro-enter- 
ostomy orifice  was  functioning  perfectly.  The 
Murphy  button  was  disclosed  at  apparently  the 
level  of  the  right  horizontal  ramus  of  the  pubis. 
Laparotomy  revealed  it  about  35  centimeters  above 
Bauhin's  valve  whence  it  was  removed  by  ileostomy. 
The  intestinal  lumen  was  completely  obstructed. 
Both  patients  recovered. 

Many  cases  of  long  retention  of  a  Murphy 
button  are  reported  in  the  literature,  the  time  vary- 
ing from  one  hundred  and  eight  days  to  eight  or  nine 
years.  The  case  of  longest  retention  was  reported 
by  Kellung.  In  this  instance  the  button  was  found 
in  the  stomach  contents  fifteen  and  one-half  years 
after  operation. 

Wettstein  has  discontinued  the  use  of  the  button 
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since  iqi3,  preferring  sutured  gastro-  and  enlero- 
anastomoses.  In  his  opinion  anastomosis  should  be 
obtained  with  the  button  only  in  cases  in  which  the 
patient's  condition  demands  a  particularly  rapid 
operation.  W.  A.  Bkknnan. 

T^moin :  The  Surgical  Treatment  of  Acute  Appen- 
dicitis (Traitcment  chirurgical  de  rappendicite 
aigue).   Bull.  Acad,  de  m6d.,  Par.,  1919,  Ixxxii,  i6. 

In  present-day  surgical  practice  the  surgeon  has 
no  other  choice  according  to  accepted  standards  than 
to  operate  upon  cases  of  acute  appendicitis  which 
are  seen  within  the  first  thirty-six  hours.  Opinions 
differ  greatly,  however,  as  to  the  advisability  of 
operating  upon  cases  seen  after  a  longer  interval, 
though  the  general  rule  is  to  wait  until  the  crisis  is 
passed  and  the  appendicitis  is  "cold." 

Temoin  reports  his  operative  results  in  both  types 
of  cases  as  follows: 

Up  to  191 1,  2,167  cases  of  appendicitis  were 
operated  upon,  of  which  1,442  were  in  the  febril 
stage.  There  were  48  deaths.  Since  1 9 1 1 ,  operations 
have  been  performed  upon  1,786  cases,  611  of  which 
were  in  the  afebril  stage  and  1,175  within  the 
critical  stage.  Of  the  latter,  scarcely  100  were 
operated  upon  within  the  first  thirty-six  or  forty- 
eight  hours.  The  rest  were  from  three  to  six  days 
old.  Five  hundred  and  sixty  lesions  were  limited  to 
the  appendix  and  from  these  there  was  only  i  death. 
In  281  cases  there  were  encysted  peritoneal  ab- 
scesses. In  this  group  there  were  only  3  deaths. 
One  hundred  and  sixty-five  cases  were  operated 
upon  in  the  stage  of  localized  peritonitis,  the  ap- 
pendix having  ruptured.  In  these  there  were  8 
deaths.  In  169  cases  of  more  or  less  generalized 
peritonitis  operated  upon  there  were  25  deaths. 
There  were,  therefore,  3,953  operations  and  of 
these  2,617  were  performed  in  the  febrile  stage  of 
the  condition  with  a  total  of  83  deaths,  a  mortality 
of  3.5  per  cent. 

From  the  figures  given  the  author  concludes  that 
operation  is  the  best  method  of  treating  appendicitis 
in  any  stage  and  that  the  surgeon  should  not  regard 
any  law  which  limits  it  to  the  first  thirty-six  hours. 
The  sooner  the  operation  is  performed  after  the 
beginning  of  the  condition,  however,  the  better  the 
results. 

The  operative  technique  advocated  is  simple.  The 
abdominal  cavity  is  opened  and  a  digital  exploration 
made  of  the  inflammatory  area.  This  is  isolated 
by  compresses  from  the  surrounding  intestinal  loops 
and  unless  bound  down  by  adhesions  is  brought 
to  the  surface  where  the  operation  is  completed. 
With  the  appendix,  the  omentum  and  inflamed 
tissues  are  also  resected.  The  stump  of  the  ap- 
pendix is  then  touched  with  tincture  of  iodine  and 
the  wound  drained.  Recovery  was  normal  whether 
there  was  suppuration  or  not.  After  the  operation 
the  patient  is  put  in  the  Fowler  position  and  treated 
with  the  Murphy  drip. 

The  author  emphasizes  the  fact  that  often  the 
development  of  peritonitis  may  not  be  suspected. 


After  an  acute  period  there  is  a  lull  in  the  symptoms 
and  the  condition  appears  to  be  improved.  This  lull, 
however,  is  deceptive.  The  peritonitis  following 
perforation  or  rupture  of  the  appendix  is  at  first 
confined  to  the  lower  part  of  the  abdominal  cavity 
but  slowly  reaches  the  level  of  the  umbilicus  and 
as  a  rule  operation  will  then  be  too  late.  It  is  there- 
fore important  that  the  surgeon  should  be  on  guard 
so  as  not  to  be  deceived  by  a  temporary  remission 
of  the  acute  symptoms. 

In  Temoin's  experience  ther?  is  one  sign  which 
makes  the  real  condition  manifest.  If  when  the 
abdomen  is  palpated  with  the  hand  flat  upon  the 
abdominal  wall  and  beginning  at  the  left  iliac 
fossa,  a  distinct  pain  localized  on  the  left  side  is 
elicited  rather  than  a  sharp  pain  on  the  right  side, 
the  presence  of  pus  in  the  lower  pelvis  can  be 
aflHrmed.  W.  A.  Brennan. 

Skillern,  P.  G.  Jr.,:  A  Study  of  Chronic  Appendici- 
tis, with  Special  Reference  to  an  Obscure  But 
Constant  Syndrome.  N .  York  M.  J.,  1919,  cix, 
982. 

Four  case  histories  are  presented  in  this  article, 
each  of  which  presented  a  definite  syndrome. 

The  symptoms  are:  bad  taste,  which  is  usually 
constant;  restless  disturbed  sleep;  a  tired  feeling 
throughout  the  day;  pains  in  the  right  iliac  fossa 
radiating  to  the  right  thigh;  and  frequent  accumu- 
lation of  gas  in  the  bowel,  expulsion  of  which  brings 
relief  from  the  tired  feeling. 

This  syndrome  which  was  constant  in  nearly  all 
of  the  author's  cases  is  relieved  by  appendectomy. 

E.  A.  Prixty. 

Hallopeau,  P. :  An  Inflammatory  Tumor  Developed 
around  a  Giant  Appendix  (Tumeur  inSamma- 
toire  autour  d'un  appendice  geant).  Bull,  et  mint. 
Soc.  de  chir.  de  Par.,  1919,  xlv,  786. 

Hallopeau's  patient  was  a  man  46  years  old  who 
had  a  tumor  in  the  region  of  the  right  iliac  fcssa. 
The  hardness  and  fixity  of  the  growth,  the  absence  of 
temperature  and  peritoneal  reaction,  as  well  as  the 
patient's  age  and  rapid  emaciation  led  to  a  diagnosis 
of  malignant  neoplasm  of  the  caecal  region. 

On  laparotomy  the  tumor  was  found  to  be  con- 
tinuous with  the  large  intestine.  The  small  intestine 
and  the  omentum  which  were  closely  adherent  were 
dissected  free  and  the  growth  then  removed  with 
the  neighboring  parietal  peritoneum  which  was  much 
thickened.  The  transverse  colon  having  been  cut 
near  the  hepatic  angle  and  the  small  intestine  at  a 
distance  of  10  centimeters  from  its  termination,  an 
end  tc-side  anastomoFis  was  made.  The  postopera- 
tive course  was  uneventful. 

On  opening  the  intestinal  segment  removed  no 
lesion  was  found  in  the  mucosa.  Coiled  against  the 
posterior  surface,  however,  was  an  enormous 
appendix  into  which  the  index  finger  could  be  easily 
passed  through  the  caecal  orifice.  Xo  fluid  escaped 
from  the  appendix.    The  pathologic  examination 
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demonstrated  tKat  the  tumefaction  was  not  a 
malignant  growth  but  an  inflammatory  reaction 
associated  with  chronic  appendicitis.  The  appendix 
showed  diffuse  chronic  inflammation  which  had  so 
affected  its  walls  that  they  measured  from  3  to  lo 
millimeters  in  thickness. 

Pseudoneoplastic  chronic  appendicitis  is  not 
rare,  but  the  case  reported  is  exceptional  in  that  the 
condition  occurred  in  an  enormous  appendix  the 
large  dimensions  of  which  appeared  to  be  congenital. 

W.  A.  Brennan. 

Boyer,  E.  E.  H.:  Primary  Carcinoma  of  the  Vermi- 
form Appendix:  a  Review  of  the  Literature, 
with  a  Report  of  Two  New  Cases.    Am.  J.  M. 

Sc,  1919,  clvii,  775. 

The  author  emphasizes  the  importance  of  making 
a  gross  and  microscopic  examination  of  every  ap- 
pendix removed.  There  i?  no  doubt  that  many 
cases  of  carcinoma  of  the  appendix  are  not  reported 
due  to  the  lack  of  such  an  examination. 

From  a  review  of  300  cases  o  primary  carcinoma 
of  the  appendix,  several  important  facts  have  been 
brouj^ht  out.  Unlike  most  malipnant  growths, 
primary  carcinoma  of  the  appendix  occurs  com- 
paratively early  in  life,  most  commonly  between 
the  twentieth  and  fortieth  years  of  age. 

Between  60  and  70  per  cent  of  the  malignant 
growths  reported  occurred  in  females.  This  may 
be  accounted  for,  however,  by  the  fact  that  a  great 
many  surgeons  perform  appendicectomy  as  a  routine 
in  gynecological  laparotomies. 

Less  that  i  per  cent  of  appendicular  lesions  are 
of  primary  malignancy.  Since  microscopic  exam- 
ination of  the  appendix  has  become  a  routine  pro- 
cedure, the  number  of  cases  discovered  has  been 
increased  but  the  percentage  is  probably  still  very 
low. 

The  diagnosis  of  primary  carcinoma  of  the  ap- 
pendix before  operation  is  almost  impossible.  The 
symptoms  are  very  closely  allied  to  those  of  the 
chronically  inf  amed  appendix.  Usually  there  is  no 
metastasis  or  infiltration  of  the  surrounding  glands 
and  the  clinical  evidence  denies  the  presence  of  such 
a  growth. 

The  condition  is  undoubtedly  secondary  to  a 
chronic  inflammatory  process  of  the  appendix. 
In  all  such  cases  there  is  a  history  of  appendicular 
trouble  covering  a  space  of  several  years. 

The  tumor  formation  is  usually  found  at  the  tip 
of  the  appendix,  but  may  involve  the  whole  organ. 
On  microscopic  examination  the  majority  of  the 
cases  show  that  the  growth  is  confined  to  the  mucous 
and  submucous  coats  and  has  a  slight  tendency  to 
infiltrate  the  muscular  layers. 

Two  case  histories  are  given,  one  a  case  of  round- 
cell  carcinoma  found  in  a  girl  26  years  of  age,  and 
the  other  a  case  of  a  columnar-cell  adenocarcinoma 
in  a  woman  30  years  of  age.  In  both  instances 
there  was  a  typical  history  of  chronic  appendicitis. 
The  clinical  diagnosis  of  appendicitis  was  corrected 
only  by  microscopic  examination.       E.  A.  Printy. 


Darnall,  W.  E.:    The  Advantaf^es  of  the  Vafiinal 
Route  in  Resection  of  the  Rectum  for  Cancer. 

J.  Am.  M.  Ass.,  1919,  Ixxii,  1670. 

It  is  a  well-known  fact  that  sufTerers  from  cancer 
of  the  rectum  may  live  a  long  time,  much  longer  than 
if  they  had  cancer  in  almost  any  other  part  of  the 
body.  Cancer  of  the  rectum  offers  more  prognostic 
hope  than  does  cancer  in  other  locations.  This  is  due 
largely  to  two  factors:  the  fact  that  the  type  of 
cancer  is  usually  adenocarcinoma  which  grows 
slowly,  and  the  fact  that  the  region  about  the 
rectum  has  a  scant  lymphatic  supply,  metastasis 
therefore  being  slow  and  occurring  only  after  the 
growth  has  encroached  upon  other  surrounding 
structures. 

It  is  remarkable  that  cancer  of  the  rectum  may 
exist  for  so  long  without  being  discovered  and  when 
discovered  is  found  not  to  have  involved  surround- 
ing tissues.  Indeed,  many  cases  go  on  to  a  point 
where  the  rectum  is  completely  blocked  and  ob- 
struction of  the  bowel  takes  place  before  the  growth 
is  found,  the  symptoms  being  attributed  to  haemor- 
rhoids or  som.e  other  condition  largely  because  a 
careful  examination  was  not  made. 

Much  has  been  written  lately  concerning  the 
abdominal  route  the  sacral  route,  and  the  combined 
abdominal  and  perineal  routes.  The  old  Kraske 
operation  and  others  have  been  relegated  to  the 
junk  heap  while  the  merits  of  still  others  and  the 
value  of  a  primary  colostomy  have  been  discussed 
at  length.  However,  the  author  has  been  unable  to 
find  that  much  has  been  said  about  the  vaginal 
route  in  women  which  he  states  is  the  simplest  and 
easiest  route  of  all. 

It  is  undoubtedly  true  that  in  a  greater  number 
of  operations  on  the  rectum  for  cancer  the  condition 
of  the  patient  is  much  improved  by  a  primary 
colostomy.  Toxins  are  ehminated,  ulceration  is 
given  a  chance  to  heal,  and  inflammation  is  reduced, 
whereby  an  inoperable  case  is  often  converted  into 
an  operable  case.  In  addition,  intestinal  obstruc- 
tion is  obviated  if  impending,  and  the  accompany- 
ing symptoms  of  pain,  constant  secretion,  and 
defecation  are  relieved  so  that  sleep  and  rest  may 
be  obtained.  Recuperation  is  thus  insured  and  the 
patient  renews  her  usual  routine  of  life  and  is  soon 
put  into  a  condition  such  that  she  may  withstand 
the  more  radical  major  operation  successfully. 

The  technical  advantages  of  the  vaoinal  over  the 
sacral  route  should  be  apparent  to  all  who  under- 
stand the  anatomy  of  the  pelvis.  There  are  no  im- 
portant structures  to  be  taken  into  account  below 
the  peritoneal  fold  except  the  two  tubes  which  pass 
out  through  the  levator  ani  muscle,  namely,  the 
vagina  and  the  rectum.  The  operation  by  the 
vaginal  route  therefore  consumes  less  time  and 
causes  less  traumatism  to  the  tissues  and  less 
haemorrhage.  Consequently  there  is  less  shock, 
which  is  an  important  factor  in  the  cases  of  these 
patients.  Moreover,  no  resection  such  as  is  neces- 
sary in  most  perineal  and  sacral  operations  is 
required.     The   author    has    always    been    of    the 
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opinion  that  the  chiseling  and  sawing  of  bone  in  any 
operation  must  add  to  the  shock  materially.  The 
dissection  by  the  vaginal  route  is  easy,  the  exposure 
is  more  perfect,  and  the  work,  is  done  in  an  open 
field  rather  than  in  the  dark,  making  it  possible  to 
control  haemorrhage  completely. 

Instead  of  being  the  bile  noire  of  surgery,  this 
operation  for  resection  of  the  rectum  for  cancer 
therefore  resolves  itself  into  little  more  than  a  com- 
plete dissection  of  the  perineal  structures  for  exten- 
sive vaginal  repairs.  The  late  John  B.  Murphy  was 
an  ardent  champion  of  the  method  of  approach 
described  and  did  much  to  develop  its  technique. 
The  operation  is  practical,  however,  only  when  the 
tumor  is  movable  and  is  situated  in  the  lower  half 
of  the  rectum.  If  it  is  as  high  as  the  rectosigmoid 
juncture,  the  combined  abdominal  and  vaginal 
routes  should  be  employed. 

In  beginning  the  operation  the  sphincters  are 
thoroughly  divulsed  and  the  secretions  of  the  rectum 
well  washed  away.  A  transverse  incision  is  then 
made  across  the  vagina  at  the  juncture  of  the  mucous 
membrane  of  the  posterior  vaginal  wall  and  the 
cervix.  A  median  incision  perpendicular  to  this  is 
then  carried  down  the  whole  length  of  the  posterior 
vaginal  wall  over  and  through  the  perineum  down 
to  the  anus.  This  incision  should  semicircle  the  anus 
if  it  is  planned  to  retain  the  sphincters.  If  the 
sphincters  are  not  to  be  retained,  it  should  continue 
completely  around  the  anal  margin.  As  the  long 
perpendicular  incision  is  deepened  through  the 
vagina  and  perineum  down  to  the  rectum  a  large 
thick  flap  of  tissue,  made  up  of  the  muscular  and 
ligamentous  attachments  of  the  vagina  and  rectum, 
is  laid  back  on  each  side.  When  the  rectum  is 
reached  by  the  fingers  after  blunt  dissection  down 
on  either  side  the  hand  is  passed  completely  behind 
it.  It  may  then  be  pulled  forward  easily  and  lifted 
from  its  bed.  It  is  remarkable  how  much  of  a  loop 
of  bowel  may  be  thus  pulled  down.  If  it  does  not 
come  down  as  freely  as  it  should,  the  posterior  layer 
of  the  mesentery  of  the  lowest  part  of  the  sigmoid 
may  be  cut. 

A  right-angled  rubber-tipped  clamp  may  then  be 
applied  above  the  growth  at  least  2  inches  from  its 
margin,  and  the  rectum  divided.  If  the  sphincters 
are  to  be  preserved  the  distal  end  of  the  rectum  is 
similarly  divided  below  the  tumor.  An  inch  rubber 
tube  is  then  sewed  into  the  upper  end  of  the  bowel 
and  brought  out  through  the  anus.  Over  this  the 
anastomosis  of  the  bowel  is  completed.  After  mak- 
ing the  anastomosis  it  is  well  to  draw  the  tubing 
down,  invaginating  the  upper  into  the  lower  end, 
and  make  a  double  row  of  sutures  so  as  to  re-inforce 
the  union  and  prevent  leaks. 

In  case  the  sphincters  are  removed  with  the 
rectum,  the  upper  end  of  the  bowel  is  brought  out 
a  full  half  inch  or  more  beyond  the  anal  skin  and 
sewed  fast  to  it.  There  is  apt  to  be  less  stricture 
when  the  sphincters  are  removed  than  when  they 
are  not,  but  of  course  at  the  expense  of  faecal  control. 
To  prevent  stricture  it  is  nearly  always  necessary  to 


dilate  the  newly  formed  rectum  with  bougies  as  an 
after-treatment. 

When  the  Rectal  work  has  been  completed  the 
muscles  of  the  perineum  are  built  up  layer  by 
layer  just  as  they  would  be  in  an  extensive  perineal 
repair,  the  lower  lip  of  the  cervix  being  sewed  down 
to  the  transverse  upper  incision  in  the  vagina. 

LIVER,  PANCREAS,  AND  SPLEEN 

Bevan,  A.  D. :  Amoebic  Abscess  of  the  Liver.  Surg. 
Clin.  Chicago,  1919,  iii,  765. 

Sevan's  case  was  that  of  an  Italian,  30  years  of 
age,  who  gave  a  history  of  an  acute  infection  in  the 
right  upper  quadrant  of  the  abdomen  and  the  lower 
part  of  the  right  chest,  associated  with  pain,  tender- 
ness, chills,  fever,  and  later  jaundice;  The  symptoms 
and  signs  at  first  resembled  those  of  pleurisy 
or  pneumonia  and  subsequently  those  of  an  empye- 
ma. The  X-ray,  however,  showed  a  clear  right 
lung  and  a  high-standing  diaphragm  on  the  right 
side.  A  large  painful  swelling  in  the  right  upper 
abdominal  quadrant  just  under  the  costal  arch  aided 
in  establishing  the  diagnosis  of  liver  abscess.  The 
haemoglobin  was  29.  The  abscess  was  opened  and 
drained  under  local  anaesthesia.  On  microscopic 
examination  motile  amoeba  were  found  in  the  fresh 
pus.  R.  B.  Bettman. 

Bevan,  A.  D.:  Obstruction  of  the  Common  B.le- 
Duct.  Surg.  Clin.  Chicago,  1919,  iii,  737. 

In  presenting  a  case  of  cholelithiasis,  Bevan 
brought  out  the  following  points:  Upon  reaching 
the  stage  in  the  operation  in  which  he  dissects 
the  hepatic,  cystic,  and  common  bile-ducts,  he 
changes  from  the  usual  position  at  the  patient's 
right  side  to  the  patient's  left  side  and  by  so  doing 
obtains  a  clearer  view  of  the  operative  field.  The 
dissection  must  be  done  very  carefully  as  the 
hepatic  bile-duct  may  be  easily  mistaken  for  a  band 
of  adhesion.  By  splitting  the  gall-bladder,  the  cystic 
and  common  ducts  may  be  found  more  easily.  In 
the  case  reported  the  hepatic  duct  was  drained  by 
means  of  a  soft  rubber  catheter  and  the  site  of  the 
cystic  duct  by  iodoform  gauze  stripping  in  a  split- 
rubber  tube.  R.  B.  Bettman. 

Oliani,  E.:  Obstruction  of  the  Bile-Ducts  by 
Echinococcus  Cysts  (Occlusione  del  coledoco  da 
cisti  di  echinococco).  Policlin.,  Roma,  1919,  xxvi, 
sez.  chir.,  177. 

The  mortality  of  cases  of  echinococcus  cysts  in 
the  bile-ducts  is  high,  being  70  per  cent,  but  the 
condition  is  rare.  Oliani  has  been  able  to  find 
records  in  the  literature  of  only  10  cases  that  have 
been  operated  upon.  He  himself  reports  one  case 
which  was  that  of  a  man  aged  44  years.  The  patient, 
who  stated  that  he  had  had  typhus,  malaria,  and 
epigastric  hernia,  recently  experienced  severe  pain 
in  the  gastric  and  dorsal  regions  and  had  become 
jaundiced.  The  Uver  was  enlarged  and  the  region  of 
the  gill-bladder  painful. 
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As  the  symptoms  did  not  abate,  an  operation  was 
performed.  The  kiparotomy  revealed  the  presence 
of  a  tumor  with  apparently  fluid  contents  attached 
to  the  hepatic  lieaments.  This  was  resected.  The 
walls  of  the  pall-bladder,  which  was  small,  were 
thickened  and  adherent  to  the  colon  and  duodenum. 
The  common  duct  was  much  dilated  and  apparently 
contained  a  rounded  body.  Upon  opening  it  a 
ruptured  cyst  the  size  of  a  nut  was  extracted.  The 
duct  was  otherwise  normal.  The  wound  was  closed 
with  a  drain.  The  drainage  tube  and  dressings  were 
removed  on  the  twelfth  day.  On  the  thirteenth  day 
a  number  of  cysts  similar  to  the  one  found  in  the  bile 
duct,  some  of  them  ruptured  and  some  intact,  were 
discharged  through  the  wound  opening.  The  patient 
left  the  hospital  on  the  twenty-second  day  but  still 
had  a  small  fistula.  The  latter  closed  rapidly.  The 
cysts  were  found  to  be  echinococcus  cysts. 

In  this  case  the  common  duct  had  been  obstructed 
by  secondary  cysts  arising  from  a  primary  cyst  on 
the  hepatic  ligaments  which  had  ruptured  into  the 
bile  duct.  W.  A.  Brennan. 

Deaver,  J.   B.:    Carcinoma  of  the  Gall-Bladder. 

Med.  Rec,  1919,  xcvi,  47. 

Every  case  of  cholecystic  inflammation  that 
does  not  yield  to  medical  treatment  within  a 
reasonable  time  should  be  operated  upon. 

In  all  cases  of  gall-bladder  infection,  whether 
there  are  calculi  or  not,  operation  should  include  the 
removal  of  the  appendix  as  the  probable  sourCe  of 
infection  and  the  examination  of  other  upper  ab- 
dominal viscera  for  associated  disease. 

A  pre-operative  diagnosis  of  carcinoma  of  the 
gall-bladder  in  its  early  stage  is  not  possible,  and 
even  in  the  late  stage  the  clinical  diagnosis  may  be 
incorrect. 

Early  cases  of  cholecystic  inflammation  should 
have  the  benefit  of  operation  in  order  that  the  men- 
ace may  be  removed  while  it  is  still  local  and 
eradicable.  W.  E.  Lower. 

Guibe:  Three  Cases  of  Haemorrhagic  Pancreatitis 

(Trois  cas  de  pancreatite  hemorragique).    Bull,  et 
mem.  Soc.  de  chir.  de  Par.,  1919,  xlv,  646. 

Guibe  reports  three  cases  of  haemorrhagic  pan- 
creatitis, all  those  of  women.  Such  cases  are  rarely 
observed  in  France.  In  the  three  reported  a  lapa- 
rotomy was  performed  and  two  of  the  patients 
recovered. 

Before  operation  the  symptoms  in  the  three  cases 
were  very  dissimilar.  In  the  first  there  was  nothing 
to  distinguish  the  condition  from  advanced  general- 
ized peritonitis.  Neither  did  any  of  the  symptoms 
or  the  history  in  the  second  case  suggest  an  affection 
of  the  pancreas.  In  the  third  case,  the  condition 
was  ascribed  to  the  pancreas  owing  to  the  localiza- 
tion of  the  pain  in  the  pancreatic  zone  and  the 
presence  of  a  marked  tumefaction  in  that  region. 
The  laparotomy  showed,  however,  that  this  tumor 
which  was  believed  to  be  pancreatic  was  only  an 
indurated  omental  mass. 


In  the  course  of  the  operation  the  diagnosis  was 
easily  made  as  soon  as  the  omentum  was  seen  to  be 
studded  with  spots. 

Although  the  condition  is  certainly  very  grave, 
Guibe  does  not  believe  that  an  extremely  pessimistic 
view  should  be  taken  with  regard  to  its  prognosis. 
While  undoubtedly  there  are  very  serious  acute  cases 
which  develop  rapidly,  all  cases  are  not  necessarily 
of  this  type  and  the  rapid  acute  cases  are  not  more 
frequent  than  the  acute  cases.  The  three  patients 
operated  upon  by  Guibe  unquestionably  had  the 
merely  acute  form  of  pancreatitis. 

The  author's  first  patient  was  operated  upon 
three  days  after  the  onset  of  the  crisis  and  lived  two 
days  afterward.  In  the  other  two  cases  the  opera- 
tions were  perform.ed  on  the  third  and  fifth  days 
after  the  onset  respectively.  Both  patients  recov- 
ered. 

The  improvement  in  the  mortality  statistics  of  this 
condition  depends  upon  early  intervention.  Surgi- 
cal treatment  should  consist  of  evacuation  of  the 
haemorrhagic  fluid  contained  in  the  abdomen  and 
drainage  of  the  pancreatic  region. 

Although  it  was  not  done  in  the  cases  reported, 
Guibe  believes  that  the  bile  passages  should  always 
be  explored  in  the  cases  coming  to  operation. 

W.  A.  Brennan. 

Willis,  A.  M,:  Traumatic  Rupture  of  the  Normal 
Spleen.   Surg.,Gynec.  &"  ObsL,  1919,  xxix,  3$. 

The  article  reports  four  cases  of  subcutaneous 
rupture  of  the  spleen,  the  results  of  e'xperimental 
investigations,  and  a  short  review  of  the  literature. 

The  four  cases  were  alike  in  that  all  of  the  patients 
were  males  who  had  received  a  blow  on  the  left  side 
of  the  body  in  the  splenic  region,  there  was  no 
evidence  of  injury,  and  there  were  secondary  anae- 
mia, leucocytosis,  rigidity  and  tenderness  of  the 
abdomen,  and  shock  following  splenectomy.  In  all 
of  the  cases  also  the  spleen  was  found  to  have  a 
short  pedicle  and  was  practically  normal.  Three  of 
the  four  patients  had  agonizing  pain  in  the  left 
shoulder  which  was  relieved  by  the  operation.  In 
2  cases  a  marked  increased  leucocytosis  persisted 
after  the  splenectomy  for  from  two  to  four  weeks. 
Three  of  the  patients  recovered.  The  other,  w^ho 
died  eight  days  after  operation,  showed  a  continuous 
fall  in  haemoglobin  and  in  the  number  of  leucocytes. 
In  the  first  2  cases  direct  transfusion  was  done  with 
apparently  good  results. 

The  experiments  reported  were  performed  upon 
dogs  which  were  divided  into  three  groups.  Upon 
those  of  Group  i  a  splenectomy  with  no  loss  of 
blood  was  performed,  upon  those  of  Group  2,  a 
splenectomy  with  loss  of  blood,  and  upon  those  of 
Group  3,  a  splenectomy  with  loss  of  blood  followed 
by  transfusion. 

Following  the  operation  the  majority  of  the 
animals  of  Group  i  showed  only  a  slight  decrease  in 
haemoglobin.  A  few  showed  no  loss,  and  a  small 
number,  a  loss  up  to  60  per  cent  with  gjadual  return 
to  normal. 
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In  Group  2  the  operation  with  loss  of  blood  until 
the  haemoglobin  registered  70  per  cent  was  followed 
in  the  majority  of  the  animals  by  a  decrease  to 
60  per  cent  with  gradual  return  to  normal.  One  of 
the  dogs  died  on  the  seventh  day  with  marked 
anaimia.  Two  showed  a  haemoglobin  decrease  to  45 
per  cent  which  was  followed  by  a  gradual  rise. 

In  Group  3  the  results  were  similar  to  those  obtained 
in  the  majority  of  the  dogs  in  Group  2. 

In  1909  Brogsitter  reviewed  the  literature  of 
traumatic  rupture  of  the  spleen  and  collected  203 
cases  treated  by  surgical  means.  This  number  may 
be  divided  into  two  series,  the  first  one  up  to  and 
including  the  cases  summarized  by  Berger  in  1907, 
comprising  a  total  of  168  cases,  and  the  second  up  to 
and  including  the  cases  reviewed  by  Brogsitter,  a 
total  of  35  cases.  In  the  first  series  splenectomy  was 
performed  in  135  instances,  with  a  mortality  of  38.7 
per  cent.  Barnes  in  1914  reviewed  the  literature 
since  Brogsitter 's  paper  and  found  the  reports  of 
30  cases  of  rupture  of  the  normal  spleen  occurring 
between  1909  and  1914,  his  own  case  making  a  total 
of  31  cases.  Since  Barnes'  paper  there  have  occurred 
or  were  omitted  from  his  summary  53  cases,  those 
reported  in  this  article  by  Willis  increasing  the  total 
to  57.  Splenectomy  was  performed  on  55  patients 
with  a  mortality  of  28.88  per  cent. 

Suture,  tamponade,  or  a  combination  of  the  two 
appears  to  give  a  distinctly  better  result  as  the 
mortality  of  the  patients  treated  in  this  way  for  the 
four  series  was  25,  o,  o,  and  8.3  per  cent  respectively. 

P.  M.  Chase. 

Mayo,  W.  J.:  The  Results  of  Splenectomy  in  the 
Anaemias.   Ann.  Surg.,  1919,  Ixx,  22. 

Splenectomy  as  a  curative  agent  has  been  given 
a  fair  trial  in  three  types  of  the  anaemias — splenic 
anaemia,  pernicious  anaemia,  and  haemolytic  icterus 
— and  its  successes  and  failures  can  be  reasonably 
shown  by  the  data  at  hand. 

SPLENIC    ANEMIA 

While  splenic  anaemia  is  a  clinical  entity,  it  cannot 
be  said  to  have  a  definite  pathologic  existence.  It 
may  be  defined  as  a  fibrotic  splenomegaly  with 
marked  endophlebitis  causing  a  secondary  type  of 
anaemia  which  is  progressive  but  not  constant  until 
the  later  stages.  This  secondary  anaemia  has  no 
special  characteristics  except  that  as  a  rule  it  is 
accompanied  by  a  leucopaenia  although  the  author 
has  seen  otherwise  typical  cases  in  adults  with 
leucocyte  counts  from  10,000  to  12,000.  Splenic 
anaemia  was  designated  by  many  of  the  early 
observers  "splenic  pseudoleukaemia "  and  it  is 
believed  by  some  clinicians  of  the  present  day  that 
von  Jaksch's  disease  (infantile  pseudoleukaemia)  is 
an  infantile  form  of  splenic  anaemia  in  which  a  mod- 
erate leucocytosis  due  to  the  higher  value  of  leuco- 
cytes in  the  normal  blood  of  infants  is  to  be  found. 

A  few  clinicians  regard  all  splenic  anaemias  as 
syphilitic  in  origin  but  the  author's  experience  does 
not  bear  out'this  theory.    Chronic  enlargements  of 


the  spleen  that  are  accompanied  by  anaemia  and  are 
the  result  of  various  protozoa,  syphilis,  malaria, 
kala-azar,  etc.,  as  well  as  those  anaemias  due  to 
bacteria,  typhoid,  and  tuberculosis,  were  removed 
from  the  splenic-ana;mia  group  when  their  etiology 
was  discovered.  A  much  better  idea  of  splenic 
anx'mia  would  be  obtained  if  the  pathologic  con- 
dition of  the  spleen  and  its  effect  on  the  blood 
were  made  the  criteria  and  all  cases  of  known 
causation  as  well  a<=  those  of  unknown  causa- 
tion were  classified  as  splenic  anaemia,  assum- 
ing that  in  the  course  of  time  the  toxic  agents  which 
produce  the  condition  of  the  spleen  will  be  found. 

In  5  cases  in  which  large  spleens  of  chronic  in- 
tractable syphilis  with  severe  anaemia  were  removed, 
the  patients  have  been  carefully  treated  for  syphilis 
for  months.  After  the  removal  of  the  spleen,  the 
anaemia  rapidly  disappeared  and  the  syphilis  was 
cured  with  comparatively  mild  antiluetic  treatment 
such  as  had  previously  failed  to  afTect  either  the 
syphilitic  condition  or  the  spleen. 

The  relation  of  splenic  anaemia  to  Banti's  syndrome 
is  most  interesting.  The  majority  of  clinicians 
seem  to  agree  with  Moschowitz  in  the  conclusion 
that  there  is  no  real  difference  between  the  two  and 
that  Banti's  disease  is  merely  a  late  phase  of  some 
cases  of  splenic  anaemia. 

Of  61  patients  with  splenic  anaemia  whose  spleens 
were  removed,  7  (11.7  per  cent)  died.  These 
statistics  extend  to  Dec.  31,  1918,  and  include  as 
operative  deaths  those  of  all  patients  who  died 
in  the  hospital,  without  regard  to  the  cause  of 
death  or  the  length  of  time  that  had  elapsed  since 
the  operation.  The  deaths  were  those  of  patients 
operated  upon  in  a  late  stage  of  the  disease  and  who 
had  a  high  grade  of  anaemia,  ascites,  and  cardiorenal 
manifestations.  It  would  appear  that  the  spleen, 
acting  as  a  filter,  removes  noxious  agents,  both 
micro-organisms  and  chemical  toxins,  from  the 
blood-stream  and  sends  them  to  the  liver  for 
destruction;  in  certain  instances  cirrhosis  of  the 
liver  as  well  as  fibrosis  of  the  spleen  results  from  the 
chronic  irritation  produced  by  such  substances. 

Both  portal  cirrhosis  and  splenic  anaemia  lead  to 
death  through  portal  obstructions,  and  the  haemor- 
rhages and  ascites  are  due  to  back  pressure.  Re- 
moval of  the  spleen  reduces  the  amount  of  blood 
delivered  by  the  portal  vein  to  the  liver  by  at  least 
one-third.  If  the  spleen  is  removed  early  in  splenic 
anaemia  it  is  probable  that  the  liver  will  not  show  ser- 
ious evidences  of  disease.  Even  when  cirrhosis  of  the 
liver  is  well  marked  and  ascites  is  present,  removal  of 
the  spleen  often  nearly  effects  a  cure.  Five  of  the 
61  cases  were  not  definitely  diagnosed  but  more 
nearly  fitted  into  this  group  than  an}-  other. 

PERNICIOUS   ANJEMIA 

The  etiology  of  pernicious  anaemia  is  unknown, 
the  early  symptoms  are  indefinite,  and  by  the  time 
the  diagnosis  can  be  made  the  condition  is  incurable. 
The  disease  may  be  described  as  a  progressive 
degeneration  of  the  red  blood  in  which  there  is  a  loss 


GENERAL  SURGERY  —  SURGERY  OF  THE  ABDOMEN 


355 


of  blast  cells  or  mother  cells  of  the  erythrocytes; 
the  blast  cell  when  lost  is  not  replaced.  In  contrast 
to  splenic  anicmia  which  is  of  the  secondary  type, 
the  blood-picture  in  pernicious  anaimia  has  char- 
acteristic cells  which  mark  the  disease.  If  it  might 
be  asserted  that  in  cases  of  pernicious  anaemia  in 
which  the  haemolysis  is  most  marked  the  patient 
has  a  greatly  enlarged  spleen  or  that  the  spleen 
exhibits  definite  pathologic  changes,  a  direct 
connection  between  the  enlarged  spleen  so  often 
found  and  the  disease  would  be  established.  Un- 
fortunately, experience  does  not  support  this 
hypothesis  and  the  size  of  the  spleen  does  not  seem 
to  bear  definite  relationship  to  the  severity  of  the 
disease.  After  death  from  pernicious  anaemia  the 
necropsy  as  a  rule  shows  a  small  spleen,  but  in  2 
cases  only  was  the  spleen  below  normal  (195  grams, 
Sappey)  at  operation,  and  both  were  terminal  cases. 

The  average  weight  of  the  spleen  removed  in  the 
series  of  cases  of  pernicious  anaemia  reported  was 
400  grams,  exclusive  of  two  large  spleens,  one  of 
which  weighed  2,220  grams  and  the  other  1,600 
grams. 

Any  form  of  treatment  for  pernicious  anaemia 
may  prove  or  at  least  may  appear  to  be  beneficial. 
Even  without  treatment  such  patients  have  their 
ups  and  downs.  Therefore  in  pernicious  anaemia 
splenectomy  is  not  based  on  sound  reasoning  and 
there  seems  to  be  little  foundation  for  the  belief  that 
the  procedure  will  cure  the  condition.  In  the  in- 
vestigation of  the  cases  of  splenectomy  for  pernicious 
anaemia  in  this  series,  however,  great  though  tem- 
porary improvement  was  noted.  There  was  a  gain 
in  weight  and  an  improvement  in  the  blood  from 
an  average  haemoglobin  of  38  to  72  per  cent,  and  in 
the  number  of  red  cells  from  2  to  4  million.  Splen- 
ectomy seems  at  least  to  have  instituted  a  means  of 
effecting  marked  palliation. 

Since  there  is  an  operative  mortality,  good  reasons 
must  exist  for  substituting  operation  for  repeated 
blood-transfusions.  Fifty  patients  with  pernicious 
anaemia  have  been  splenectomized  with  three 
deaths  (6  per  cent).  Like  those  given  for  splenic 
anaemia,  these  statistics  also  extend  to  Dec.  31,  1918 
and  include  as  operative  deaths  the  deaths  of  all 
patients  who  died  in  the  hospital,  without  regard  to 
the  cause  or  the  length  of  time  that  had  elapsed 
since  operation. 

HEMOLYTIC   ICTERUS 

Haemolytic  icterus  has  not  been  classified  with  the 
anaemias  although  the  peculiar  splenic  activity 
results  in  an  anaemia  which  is  the  cause  of  death.  As 
in  splenic  and  pernicious  anaemia,  the  etiology  of 
haemolytic  icterus  is  unknown.  The  well-developed 
case  of  haemolytic  icterus  stands  out  with  a  vivid- 
ness unequaled  in  splenic  anaemia  and  pernicious 
anaemia.  The  characteristic  features  of  haemolytic 
icterus  are  an  enlarged  spleen,  chronic  jaundice 
with  exacerbations,  normally  bile-colored  faeces,  and 
absence  of  bile  in  the  urine. 

It  is  certain  that  in  haemolytic  icterus  the  spleen 
destroys  the  red  corpuscles  unnecessarily;    the  en- 


largement of  the  spleen  may  be  in  the  nature  of  a 
work  hypertrophy.  Enlargement  of  the  liver  is 
usually  present  and  may  also  be  a  work  hypertrophy. 
In  some  of  the  cases  in  this  series  sections  from  the 
liver  showed  definite  hyperplasia  of  liver  cells, 

H.EMOLYTIC   ICTERUS  AND  THE   LIVER 

In  haemolytic  icterus  an  occasional  case  is 
found  in  which  there  is  associated  biliary  cirrhosis. 
The  enormous  destruction  of  red  corpuscles  in  the 
spleen  inundates  the  liver  with  blood  pigments  and 
renders  the  bile  thick. 

The  viscid  bile  in  haemolytic  icterus  tends  to  form 
gall-stones.  Sixty  per  cent  of  all  patients  with 
haemolytic  icterus  operated  upon  had  associated 
gall-stones  and  all  the  possibilities  of  biliary  duct 
infection.  It  may  be  understood  readily  why 
biliary  cirrhosis  is  sometimes  associated  with 
haemolytic  icterus  and  why  the  two  diseases  have 
been  confused.  Haemolytic  icterus  has  been  most 
often  confused  with  the  elusive  syndrome  termed 
"  Hanot's  cirrhosis"  which  so  far  as  is  known  has  no 
pathologic  or  clinical  foundation. 

The  triumph  of  splenectomy  is  the  cure  of  haemoly- 
tic icterus.  Only  patients  in  a  terminal  condition 
with  secondary  gall-stones  and  cirrhosis  of  the 
liver  fail  to  be  relieved.  The  only  patient  lost  of  the 
27  splenectomized  for  haemolytic  icterus  was  one  who 
was  operated  upon  during  an  acute  exacerbation. 

MISCELLANEOUS 

Tuffier  and  Letulle:  A  Disease  Characterized  by 
Gaseous  Cysts  of  the  Abdomen  (Sur  une  maladie 
caracterisee  par  des  kystes  gazeux  de  rabdomen). 
Bull.  Acad,  de  med.,  Par.,  1919,  Ixxxii,  5. 

The  authors  give  detailed  clinical  histories  of  2 
cases  of  a  curious  abdominal  condition  in  which 
multiple  cysts  containing  gas  and  often  extremely 
numerous  are  found  in  the  intestine,  omentum,  or 
mesentery.  Bang  described  the  first  case  of  the  kind 
in  a  human  subject  in  1876,  and  since  then  about 
166  others  have  been  reported.  The  syndrome 
consists  of  the  presence  of  the  gaseous  cysts  with 
stenosis  of  the  small  intestine  and  pylorus. 

In  one  of  the  cases  reported  by  Tufiier  and  Letulle 
death  resulted  from  the  m-echanical  complications 
due  to  the  cysts.  Both  cases  were  operated  upon. 
In  the  first  the  small  intestine,  especially  in  its 
lower  part,  was  constricted  and  studded  with  multi- 
tudinous cysts.  Similar  cysts  were  found  in  the 
omentum.  The  other  parts  of  the  intestine  were 
much  dilated.  The  abdomen  was  closed  as  no 
operative  measure  suggested  itself  which  it  was 
thought  would  relieve  the  condition.  In  the  second 
case  a  posterior  transmesocolic  gastro-enterostomy 
was  done  to  remedy  the  subpyloric  stenosis  due  to 
the  cysts.    This  patient  made  an  excellent  recovery. 

As  a  rule  the  cysts  are  found  in  the  small  intestine 
and  very  rarely  in  the  large  intestine.  Generally 
they  do  not  give  rise  to  any  symptoms,  the  patients 
in  whom  they  are  discovered  being  operated  upon 
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for  some  other  abdominal  condition.  In  the  majority 
of  cases  they  ultimately  disappear. 

The  authors  discuss  the  theories  as  to  the  origin 
and  nature  of  such  cysts  but  do  not  express  any 
definite  opinions.  The  gas  they  enclose  is  a  mixture 
of  oxygen,  hydrogen,  and  nitrogen.  A  histological 
study  is  now  being  made  the  results  of  which 
Letulle  will  publish  later.  \V.  A.  Brennan. 

Soresi,  A.  L.:   Diaphragmatic  Hernia.    Avn.  Surg., 
1919, Ixix,  254. 

Diaphragmatic  herniae  are  congenital,  traumatic, 
or.  the  result  of  the  weakening  or  destruction  of  the 
diaphragmatic  wall  by  a  collection  of  pus  on  either 
side.  Congenital  hernia;  may  not  be  present  at 
birth,  but  may  develop  later  through  a  congenital 
defect  in  the  muscles  of  the  diaphragm.  This  weak 
point  is  usually  at  the  oesophageal  opening,  although 
the  possibility  of  the  occurrence  of  hernia;  about  the 
vena  cava  or  the  aorta  must  be  admitted.  Owing  . 
to  the  protection  of  the  liver  on  the  right  side,  prac- 
tically all  of  the  herniae  are  situated  on  the  left. 

The  symptoms  of  diaphragmatic  herniae  are  quite 
complex  because  so  many  factors  are  involved. 
They  may  vary  from  symptoms  relating  to  the 
heart  or  lungs,  or  both,  to  a  sensation  of  heartburn. 
There  may  be  difficulty  in  taking  long  breaths, 
occasional  vomiting,  or  vomiting  after  every  meal. 
The  more  severe  symptoms,  such  as  difficulty  in 
swallowing,  pain  due  to  adhesions  of  the  stomach 
to  the  diaphragm,  and  evidences  of  intestinal  ob- 
struction are  rare  when  the  herniae  are  small. 
Various  nervous  symptoms  due  to  sex,  tempera- 
ment, or  profession  further  complicate  the  picture. 

The  author  reports  three  cases  in  none  of  which 
was  the  diagnosis  made  prior  to  operation  and  in 
two  of  which  the  condition  had  been  overlooked  in 
a  previous  operation.  Probably  all  three  of  these 
patients  would  have  died  from  the  condition  with- 
out a  proper  diagnosis,  and  unless  an  autopsy  had 
been  performed  no  report  of  the  cases  would  have 
been  made.  The  author  therefore  believes  that 
diaphragmatic  herniae  are  much  more  frequent  than 
the  reports  in  the  literature  would  lead  us  to 
assume. 

The  larger  herniae  are  revealed  by  the  X-ray,  but 
the  smaller  ones  are  not  shown  by  the  fluoroscope 
unless  there  are  adhesions  of  the  stomach  to  some 
thoracic  viscus.  In  suspected  cases  the  author 
advises  the  examination  of  the  patient  in  the 
Trendelenburg  position  after  the  ingestion  of  the 
barium  mixture. 

The  treatment  is  obviously  operative.  The  dia- 
phragm should  be  carefully  explored  when  no  other 
condition  is  found  which  seems  to  account  for  the 
symptoms  referable  to  the  upper  abdomen.  As 
most  cases  are  discovered  in  the  course  of  abdominal 
operations,  this  route  seems  to  be  the  best.  In  the 
rare  case  it  may  be  necessary  to  use  the  chest  route 
also. 

Although  there  may  be  strong  adhesions  between 
the  abdominal  viscus  and  the  hernial  sac,  clean  dis- 


section will  usually  make  it  possible  to  restore  the 
herniated  organ  to  its  proper  place  without  much 
ha*morrhage.  It  is  necessary  to  make  a  large  in- 
cision so  that  good  exposure  may  be  obtained.  On 
the  basis  of  experimental  work  it  would  seem  that 
the  diaphragmatic  opening  might  be  safely  en- 
larged to  free  herniated  organs.  The  best  light  for 
operations  upon  the  diaphragm  is  the  frontal  lamp. 
It  is  well  to  remember  that,  unlike  other  muscles, 
the  diaphragm  cannot  be  put  at  rest  during  the  repair 
of  a  hernia.  It  is  doubly  necessary  that  good  approx- 
imation be  obtained.  In  order  to  do  this,  the  author 
has  worked  out  a  method  of  suturing  which  will 
keep  the  edges  overlapped.  With  silk  on  a  curved 
needle  a  number  of  stitches  are  taken  parallel  to 
the  edge  of  the  opening  on  each  side.  These  stitches 
are  tied  together  on  each  side  and  then  tied  across. 
The  ends  of  the  hiatus  are  well  closed  by  purse- 
string  sutures.  In  the  after-treatment  the  author 
has  used  an  elastic  abdominal  binder  with  very 
gratifying  results  and  much  comfort  to  the  patient. 

Gatewood. 

Fiolle,  J.:  Severe  Lesions  of  the  Mesentery  in  a 
Strangulated  Hernia  (Les  lesions  graves  du 
mesentere  dans  la  hemic  etranglee).  Bull,  et  mim. 
Soc.  de  chir.  de  Par.,  1919,  xlv,  82. 

Fiolle  gives  the  clinical  history  of  a  case  which  he 
states  is  the  eighth  case  reported  of  mesenteric 
separation  in  the  course  of  strangulated  hernia. 
The  other  7  cases  also  were  reported  by  French 
surgeons. 

FioUe's  case  was  that  of  a  woman  aged  62  years 
who  presented  the  clinical  picture  of  obstinate 
constipation  with  abdominal  pain  and  biliary  and 
faecal  vomiting.  A  small  and  hard  tumor  could  be 
palpated  in  the  right  femoral  region.  On  operation 
the  sac  was  found  to  contain  an  intestinal  loop  with 
an  omental  fringe  and  a  few  drops  of  clear  serous 
fluid.  The  crural  ring  was  incised  and  the  hernia 
entirely  freed.  It  was  then  perceived  that  for  about 
8  centimeters  the  mesentery  was  completely 
separated  at  a  distance  of  a  few  millimeters  from  the 
bowel  wall.  Except  in  one  small  zone  the  intestinal 
loop  was  not  gangrenous  and  the  upper  portion  of 
the  ruptured  mesenterj^  was  quite  intact.  There 
was  no  oozing  of  blood,  the  mesenteric  vessels  being 
thrombosed.  The  author  resected  the  hernial  sac 
and  the  part  of  the  intestine  which  was  deprived  of 
its  vascular  nourishment.  An  end-to-end  anastomo- 
sis was  then  done  and  the  wound  closed  with  drain- 
age. After  operation  the  vomiting  continued.  The 
patient  died  the  following  day  with  symptoms  of 
stercoraemia. 

Fiolle  takes  exception  to  the  opinion  expressed 
by  Guibe  that  taxis  is  always  the  cause  of  this  com- 
plication. There  was  no  taxis  whatever  in  the  case 
reported. 

The  important  point  in  this  case  to  which  atten- 
tion is  called  was  the  complete  obliteration  of  the 
vessels  of  the  torn  mesentery;  in  the  other  cases 
reported  the  peritoneum  or  the  sac  was  flooded  with 
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blood.  As  there  was  no  trace  of  blood  in  this  in- 
stance the  vascular  obliteration  must  have  preceded 
the  mesenteric  rupture. 

It  is  therefore  possible  that  in  a  strangulated  hernia 
the  mesenteric  circulation  may  be  totally  interrupted 
without  the  formation  of  any  visible  lesions  in  the 
corresponding  part  of  the  intestine.  This  fact 
Fiolle  thinks  important  as  it  explains  certain  acci- 
dents which  may  occur  after  an  operation  for 
strangulated  hernia  which  did  not  present  particular 
difficulties.  The  examination  of  the  intestine  alone 
is  not  sufficient  to  determine  the  vitality  of  a  herni- 
ated loop.  The  loop  may  appear  healthy  at  the 
time  of  operation  and  become  gangrenous    some 


days  later  because  its  nourishing  vessels  are 
thrombosed. 

Generally  when  the  contents  of  a  strangulated 
hernia  are  examined  .sufficient  attention  is  not  paid 
to  the  mesentery.  The  mesentery  should  be  exam- 
ined as  carefully  as  the  strangulated  loop.  Fiolle  is 
unable  to  state,  however,  how  it  may  be  determined 
whether  the  vessels  are  obliterated  or  not. 

Generally  in  cases  of  mesenteric  separation  the 
mesentery  is  torn  quite  close  to  the  intestine  and 
there  are  no  nourishing  branch  vessels  left.  In  such 
cases  haimostasis  must  be  effected,  the  loop  deprived 
of  its  vessels  resected,  and  the  continuity  of  the 
intestine  re-established.  W.  A.  Brennan. 
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DISEASES  OF  BONES,  JOINTS,  MUSCLES,  TEN- 
DONS.    GENERAL  CONDITIONS  COMMONLY 
FOUND  IN  THE  EXTREMITIES. 

Gorsline,  C,  S.:  Familial  Deforming  Chondro- 
dysplasia Multiple  Exostoses.  Am.  J.  Roent- 
genol., 1919,  vi,  271. 

After  a  thorough  review  of  the  rather  scanty 
literature  on  the  subject  the  author  reports  in  detail 
four  cases  of  this  interesting  condition.  In  every 
case  there  was  a  family  history  of  multiple  exostosis 
with  resulting  deformity.  Three  of  the  cases  were  of 
the  same  immediate  family,  a  mother,  a  daughter, 
and  a  son. 

The  etiology  of  the  condition  is  not  known  but 
heredity  plays  a  very  important  part.  The  growths 
are  of  three  types:  spurs,  tubercles,  and  pedunculated 
and  cauliflower-like  masses. 

The  long  bones  are  most  often  affected.  The  growth 
begins  to  develop  early  in  life  and  is  not  painful, 

In  closing  his  article  Gorsline  request  s  roentgen- 
ologists to  report  in  detail  all  cases  of  this  condition 
coming  under  their  observation  in  order  that  we  may 
obtain  some  clue  as  to  the  etiology.    W.  A.  Evans. 

Beck,  C:  Webbed  Fingers.  Surg.  Clin.  Chicago,  1919, 
iii,  723. 

The  author  presents  a  case  of  syndactjdism  in 
a  15-year-old  girl  who  had  been  operated  upon  as  a 
child.  The  web  had  simply  been  split.  As  usually 
happens  when  only  this  is  done,  the  resulting  scars 
had  caused  great  impairment  of  motion. 

In  such  cases  a  real  plastic  operation  should 
always  be  performed.  A  simple  procedure  is  to 
form  a  tube  out  of  a  small  rectangular  flap  cut  from 
the  dorsal  surface,  slip  this  tube  through  a  slit  at 
the  very  base  of  the  web,  and  suture  it  into  the 
palmar  surface.  A  rubber  catheter  around  which 
the  skin  can  be  formed,  facilitates  this  manoeuvre 
greatly.  After  a  few  days  the  catheter  is  removed, 
leaving  a  button-hole  opening  at  the  base  of  the 
web.    The  web  is  now  split  into  the  button-hole. 


the  edges  being  secured  on  either  side  with  a  few 
sutures. 

In  Beck's  case  this  fcould  not  be  done  because  of 
the  adhesions.  Sufficient  skin  for  a  plastic  opera- 
tion could  not  be  obtained  from  the  dorsal  or  palmar 
surfaces  of  the  hand.  The  hand  was  therefore  sewed 
to  the  chest  from  which  the  skin  necessary  for  a 
plastic  operation  was  obtained  by  the  formation  of 
a  pedunculated  flap.  A  week  later  the  flap  was  cut 
at  its  base  and  sutured  into  the  denuded  area.  A 
good  functional  result  was  obtained. 

R.  B.  Bettman. 

Dubs,  J.      Hoffa's  Disease:    Proliferation  of  the 
Fatty  Tissue  of  the  Knee- Joint  Due  to  Trauma 

(Ueber  die  traumatische  Fettgewebswucherung 
im  Kniegelenk:  Hoffa'sche  Krankheit).  Cor.-Bl.  f. 
schweiz.  Aerzte,  1919,  xlix,  289. 

Dubs  describes  7  cases  of  the  disease  which  was 
described  for  the  first  time  by  HofTa  in  1904.  This 
is  an  affection  of  the  knee-joint  characterized  by 
inflammatory  hyperplasia  of  the  subpatellar  fatty 
tissue  and  its  progressive  transformation  into 
fibrous  connective  tissue  following  trauma.  There 
are  two  types:  (i)  that  in  which  there  is  an  inflam- 
matory hyperplastic  process  limited  to  the  sub- 
patellar fatty  tissues;  and  (2)  that  showing  fibrous 
degeneration  of  the  subpatellar  fatty  tissues  with 
more  or  less  involvement  of  the  synovial  sac.  The 
condition  arises  either  from  a  single  severe  injury 
or  several  repeated  slight  injuries  such  as  might 
result  from  the  presence  of  a  foreign  body  in  the 
joint. 

The  clinical  objective  signs  as  studied  by  Dubs 
are:  (i)  a  more  or  less  marked  atrophy  of  the 
quadriceps;  (2)  a  pseudo-fluctuating  swelling,  sit- 
uated immediately  beneath  and  on  each  side  of  the 
patella,  which  is  not  particularly  painful  on  pressure; 
(3)  a  slight  grating  in  the  joint  upon  passive  or  active 
movement;  (4)  the  X-ray  demonstration  of  a  slight 
shadow  between  the  patella  and  the  tibiofemoral 
joint  surfaces. 

The    only    method    of    treating    this    condition 
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radically  is  to  extirpate  the  subpatellar  mass.  In 
the  early  stages,  however,  when  the  symptoms  are 
not  very  marked,  massage,  compressive  bandages, 
etc.,  may  be  of  value.  W.  A.  Brennan. 

Painter,   C.   F.:    Internal   Derangements  of  the 
Knee-Joint.  J .  Orlhop.  Surg.,  1919,  xvii,  416. 

The  two  most  common  periods  of  young  manhood 
when  derangements  of  the  knee-joint  occur  are  at 
the  extremes  of  adolescent  life. 

The  three  most  common  injuries  are  injuries  of 
the  semilunar  cartilages,  injuries  causing  hyper- 
trophy of  the  alar  ligaments,  and  those  followed  by 
bicipital  bursitis. 

Injuries  of  the  semilunar  cartilage  are  of  two  types, 
i.e.,  (i)  rupture,  and  (2)  a  tearing  loose  and  frac- 
ture of  the  cartilage. 

Rupture  of  the  cartilage  is  usually  associated  with 
eflfusion,  pain,  lameness,  and  localized  tenderness, 
but  seldom  with  definite  locking  of  the  joint. 

In  the  second  type  of  injury  the  fracture  of  the 
cartilage  occurs  usually  at  the  juncture  of  the  inner 
and  middle  thirds  of  the  internal  meniscus.  This  is 
followed  by  injection  of  the  synovia,  effusion  into 
the  joint,  thickening  of  the  synovial  membrane, 
and  injury  and  hypertrophy  of  the  alar  ligaments. 
It  is  impossible  to  cause  a  tear  of  the  semilunar 
cartilage  when  the  leg  is  fully  extended  unless  there 
is  a  fracture  or  dislocation  of  the  knee-joint. 

Radiographic  studies  are  helpful,  especially  with 
injections  of  oxygen  into  the  quadriceps  pouch 
which  will  show  a  black  shadow  behind  the  loosened 
cartilage. 

-  After  once  making  the  diagnosis,  excision  of  the 
meniscus  is  the  only  satisfactory  treatment.  The 
incision  should  be  slightly  curved  and  toward  the 
median  line  in  its  lower  third.  Only  instruments 
should  be  inserted  into  the  joint.  In  closing  the  in- 
cision the  capsule  and  the  skin  should  be  closed 
separately.  This  having  been  done,  a  firm  com- 
pression bandage  should  be  applied  without  a  cast. 
Early  manipulation  is  advised. 

Hypertrophy  of  the  alar  ligaments  usually  fol- 
lows trauma  to  the  front  of  the  knee-joint  which 
does  not  cause  locking.  The  swelling  is  on  either 
side  of  and  below  the  patella.  The  symptoms  de- 
velop progressively.  Motion  is  usually  not  pre- 
vented. 

In  these  cases  the  joint  should  be  immobilized 
early  to  prevent  further  injury.  Operation  is  rarely 
necessary  and  required  only  in  the  chronic  cases. 
Early  motion  should  follow  operation  to  prevent 
the  formation  of  adhesions. 

Bicipital  bursitis  follows  trauma  due  to  inordin- 
ate use  of  the  biceps  femoris  and  shows  typically  a 
tense  swelling  the  size  of  a  quarter  on  the  outer  side 
of  the  knee-joint.  Operative  removal  is  the  only 
treatment  that  gives  permanent  relief.  Care  should 
be  taken  to  avoid  injury  to  the  external  popliteal 
nerve. 

The  article  contains  the  histories  of  two  cases  of 
displaced  semilunar  cartilages.  M.  H.  Hobart. 


FRACTURES  AND  DISLOCATIONS 

Harsha,  W.  M.:  Fractures.  Surg.  Clin.  Chicago,  igiq, 
iii,  589. 

The  histories  of  three  cases  are  given  which  illus- 
trate the  value  of  patience  and  mechanical  ingenuity 
in  the  treatment  of  fractures;  a  method  of  correct- 
ing deformity  by  extension  in  a  cast;  and  the  cor- 
rection of  an  angular  deformity  by  cutting  the  cast 
on  the  concave  side  and  bending  it  to  the  necessary 
degree. 

Case  i  .  The  patient  had  a  fracture  of  the  surgi- 
cal neck  of  the  left  humerus  with  the  usual  internal 
displacement  of  the  shaft  toward  the  axilla  and 
internal  rotation  but  no  overriding.  Reduction  was 
accomplished  under  anaesthesia  by  abduction  and 
outward  rotation.  Extension  was  maintained  by 
adhesive  strips  reaching  from  the  site  of  fracture  to 
the  elbow,  with  counterextension  by  a  sling  under 
the  well-padded  axilla.  The  entire  arm.  flexed 
at  the  elbow,  was  then  encased  with  the  chest  in 
plaster,  the  upper  arm  being  in  moderate  abduc- 
tion. 

After  ten  days  the  cast  was  cut  from  the  lower 
arm  and  in  three  weeks  the  outer  half  was  cut 
away,  exposing  the  shoulder.  Massage  of  all  acces- 
sible parts  was  then  instituted.  After  another  week 
the  body  cast  was  removed,  only  an  angular  splint 
being  left  to  support  the  upper  area.  This  was  main- 
tained by  a  spica  or  adhesive.  Complete  restora- 
tion was  obtained  in  six  weeks. 

Case  2.  The  patient,  a  man  40  years  of  age,  had 
an  extensive  comminuted  fracture  involving  the 
middle  and  lower  third  of  each  femur,  with  se- 
vere crushing  of  the  soft  parts.  Neither  fracture  was 
compound.  Reduction  was  made  on  the  Hawiey 
table  and  a  cast  applied  extending  from  the  ankle 
to  the  waist  line  with  flexion  at  the  knees.  The  left 
leg  united  without  change  of  position,  but  the  right 
retracted  before  union  took  place  and  further  cor- 
rection was  necessary. 

When  the  cast  became  loose  because  of  subsi- 
dence of  swelling  and  the  atrophy  of  disuse  of  the 
muscle  some  extension  was  necessary  in  addition  to 
that  afforded  by  the  plaster.  As  after  three  weeks 
the  patient  complained  of  severe  pain  which  was  not 
present  after  proper  reduction  and  thorough  fixa- 
tion, the  cast  and  the  upper  half  were  cut  away  longi- 
tudinally to  the  hip  and  moleskin  applied  for  exten- 
sion to  the  side  of  the  leg  up  to  the  knee.  Plaster  of 
Paris  was  then  re-applied  so  as  to  include  the  lower 
half  of  the  cast,  and  an  extension  of  15  pounds  was 
maintained  for  three  weeks. 

The  X-ray  of  the  left  leg  after  the  cast  was  put 
on  showed  a  slight  deflection  or  angvdar  displace- 
ment of  the  lower  fragment.  The  cast  was  there- 
fore cut  through  opposite  the  break  in  a  circular 
manner  for  about  three-fifths  of  the  circumference 
on  the  outer  or  concave  side  of  the  displacement 
and  the  angular  displacement  corrected  b}'  binding 
the  uncut  part  of  the  cast.  The  cast  was  then  re- 
inforced with  additional  plaster. 
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In  six  weeks  good  union  in  both  legs  was  ob- 
tained with  slight  deformity  in  the  right  and^-inch 
difference  in  length.  In  severe  cases  therefore  it  is 
better  to  apply  extension  from  the  beginning. 
Measurements  may  be  taken  by  exposing  the 
anterior  superior  spine  of  the  ilium  and  the  in- 
ternal malleoli.  If  angular  displacement  is  present 
about  one  week  should  elapse  before  correction  is 
made. 

Case  3  was  that  of  an  aviator,  aged  25,  who  in 
falling  300  feet  received  fractures  which  involved 
the  upper  alveolar  process  in  front  and  the  rim  of  the 
left  acetabulum  and  included  a  fissure,  a  Potts' 
fracture  of  the  left  ankle,  and  a  transverse  fracture 
of  the  left  humerus.  Nine  days  after  the  accident 
the  fractures  were  reduced  and  a  body-cast  applied. 
Correction  of  the  angular  displacement  was  done 
as  in  Case  2  about  one  week  later. 

The  correction  of  an  angular  displacement  is 
easily  accomplished  by  cutting  the  cast  transversely 
on  the  concave  side  after  the  swelling  has  subsided, 
usually  at  the  end  of  about  a  week,  exercising  care 
to  leave  one-fourth  of  the  circumference  of  the  cast 
uncut  and  so  placed  that  the  bending  will  be  proper- 
ly directed. 

By  leaving  the  moleskin  plaster  used  for  exten- 
sion in  place,  a  longitudinal  displacement  may  be 
corrected  by  cutting  away  the  posterior  half  of  the 
cast  on  both  the  upper  and  lower  arm  and  leaving 
a  cufj  of  the  cast  at  the  wrist.  After  the  cast  has 
been  removed  in  this  way,  extension  should  be  made 
on  the  arm  and  a  pad  placed  between  the  forearm 
and  the  remaining  anterior  splint.  The  body-cast  pro- 
vides firm  counterextension.  Many  fatal  open  oper- 
ations might  be  avoided  by  patience  ajid  ordinary 
mechanical  ingenuity.  P.  H.  Kreuscher. 

Bulkely,  K.,  and  Sinclair,  D.  B.:   Fracture  of  the 
Femur.  Ann.  Surg.,  1919,  Ixix,  466. 

From  an  analysis  of  131  consecutive  cases  of 
fracture  of  the  femur  in  which  there  was  a  complete 
loss  of  the  ability  to  bear  weight  the  following 
conclusions  seem  justified: 

Compound  fractures  are  always  serious  and  are 
frequently  poorly  treated  by  inexperienced  men  with 
resultant  loss  of  life.  Such  fractures  should  be 
operated  upon  only  in  places  which  furnish  accommo- 
dations for  continued  after-treatment.  Patients 
with  fractures  of  this  kind  should  not  be  moved  for 
at  least  a  month  after  operation,  and  it  is  much 
better  to  move  them  immediately  to  a  hospital 
in  the  rear  without  operation  than  to  attempt  open 
treatment  and  move  them  immediately  afterward. 
The  chief  danger  lies  in  infection,  gas  gangrene  in 
the  early  weeks  and  streptococcus  infection  in  the 
later  weeks.  Both  can  be  combated  best  by  early, 
adequate,  and  radical  surgery. 

Bullet  fractures  are  practically  as  dangerous  as 
are  those  produced  by  shell  fragments.  The  occasion- 
al bullet  wound  may  be  treated  without  operation, 
but  the  shell  wound  should  always  be  treated  surgi- 
cally. 


Fractures  splitting  into  the  hip-  or  knee-joints 
are  infinitely  more  dangerous  than  those  involving 
only  the  intermediate  portions  of  the  bone.  Prob- 
ably those  involving  the  hip  should  always  be  treated 
by  amputation  and  disarticulation.  The  majority 
of  those  involving  the  knee  will  require  resection 
or  amputation.  The  primary  operative  procedure 
should  be  radical.  Too  many  attempts  are  made 
to  save  worthless  limbs  with  disastrous  results  to 
Hfe. 

The  ideal  traction  is  skeletal  and  this  form  is 
practically  without  danger.  Femoral  traction  is 
better  than  tibial  traction. 

If  more  attention  were  paid  to  operative  treat- 
ment, less  would  be  heard  of  the  chemical  treat- 
ment of  wounds  as  it  would  be  unnecessary.  The 
authors  are  of  the  opinion  that  the  majority  of 
wounds  properly  operated  upon  will  progress  more 
quickly  and  favorably  if  dry  rather  than  wet  dress- 
ings are  used.  Gatewood. 

Buchbinder,    J.    R,:     Gunshot   Fracture   of    the 
Femur.  Surg.,Gynec.  &rObst.,  1919,  xxix,  70. 

The  author  discusses  the  details  of  the  treatment 
of  gunshot  fractures  of  the  femur  which  he  regards 
as  the  most  difficult  of  all  fractures  so  far  as  treat- 
ment is  concerned.  This  is  due  chiefly  to  the  large 
muscular  mass  surrounding  the  femur. 

The  objects  immediately  to  be  accomplished  in 
handling  such  fractures  are:  (i)  immediate  re- 
duction and  fixation;  (2)  the  earliest  possible 
control  of  wound  infection;  (3)  ease  of  access  to  the 
thigh  at  all  times  for  inspection  and  palpation;  (4) 
repeated  X-ray  control  until  bony  union  has 
occurred;  (5)  a  means  of  moving  the  patient  with- 
out disturbing  the  fracture;  and  (6)  early  and 
constant  mobilization  of  the  knee-joint. 

Immediate  immobilization  should  be  a  cardinal 
rule  in  the  treatment  of  every  fracture  as  it  lessens 
trauma  to  the  soft  tissues  and  renders  reduction 
easier. 

Traction  is  regarded  as  the  most  logical  method 
of  maintaining  reduction.  Plaster  or  splints  which 
do  not  maintain  traction  have  a  very  limited  field  of 
usefulness  in  the  treatment  of  gunshot  fractures 
of  the  femur. 

Buck's  extension  is  the  most  common  means  of 
applying  traction  but  has  several  serious  drawbacks 
to  its  routine  use.  It  may  fail  to  correct  over-riding 
because,  instead  of  reaching  the  femur,  the  pull 
is  lost  in  the  intervening  mass  of  thigh  muscles.  In 
many  instances  also  fractures  in  the  lower  third  of 
the  femur  cannot  be  reduced  by  this  method  because 
there  is  not  sufficient  skin  distal  to  the  fracture  for 
purchase.  Moreover,  the  presence  of  adhesive 
straps  near  an  open  wound  is  objectionable. 

Caliper  extension  is  an  ideal  type  of  extension 
in  the  treatment  of  open  fracture  of  the  femur.  By 
this  method  less  pull  is  necessary  for  reduction, 
and,  being  applied  directly  to  the  femur,  the  pull 
is  certain.  Another  advantage  is  the  fact  that  the 
entire  thigh  may  be  kept  exposed  and  accessible 
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for  dressing  and  inspection.  In  addition,  this  method 
is  a  comfortable  means  of  extension. 

Special  emphasis  is  laid  upon  the  necessity  for 
early  mobilization  of  the  knee-joint.  Following  the 
use  of  Bucjc's  extension,  knee-joint  disability  is 
relatively  common.  Caliper  extension  permits 
constant  daily  mobilization  which  is  painless. 

As  an  adjunct  to  the  treatment  the  fracture  frame 
suggested  by  Richter  may  be  used.  This  frame,  a 
modification  of  the  Bradford  frame,  makes  the  pa- 
tient independent  of  his  bed.  It  readily  permits 
frequent  X-ray  examination  without  disturbing  the 
fracture. 

The  large  size  of  the  thigh  makes  primary  closure 
an  unsafe  procedure  in  most  gun-shot  fractures. 
Chemical  sterilization  with  free  drainage  to  prevent 
phlegmon  during  the  septic  stage  is  regarded  as 
imperative. 

The  common  complications,  suppurative  knee-  and 
hip-joint  involvement,  and  secondary  haemorrhage 
must  be  promptly  dealt  with  because  they  are 
the  chief  causes  of  death  in  these  cases. 

J.  R.  BUCHBINDER. 

Hessert,  W. :  Ununited  Fractures  of  the  Neck  of  the 
Femur;  Treatment  by  Bone  Transplantation. 

Surg.  Clin.  Chicago,  1919,  iii,  399. 

The  patient,  aged  40,  was  injured  by  falling  on  a 
slippery  sidewalk  and  landing  on  his  hip.  The 
injury  was  immediately  disabling  and  he  was  bed- 
ridden for  six  weeks.  A  diagnosis  of  fracture  was 
not  made  and  nothing  was  done  for  him  in  the  way 
of  treatment.  After  six  weeks  he  went  about  on 
crutches.  He  was  repeatedly  assured  that  he  had 
no  fracture.  When  the  author  saw  him  he  was 
unable  to  walk  except  with  the  aid  of  crutches  and 
was  suffering  a  great  deal  of  pain  in  the  right  hip 
and  knee.  There  were  i}4  inches  of  shortening, 
eversion  of  the  foot,  and  functional  disability. 

The  X-ray  picture  showed  a  fracture  of  the  neck 
of  the  femur  which  probably  at  the  time  it  was 
sustained  was  of  the  base  of  the  neck  and  not  sub- 
capitellar.  During  the  last  two  months  considerable 
absorption  of  the  neck  had  taken  place  so  that  at 
the  time  of  this  examination  there  was  an  osteo- 
porosis of  the  head  and  neck,  a  non-union  with  con- 
siderable absorption  of  the  neck  of  the  femur.  The 
trochanter  had  slipped  in  an  upward  direction  until 
its  upper  margin  lay  almost  opposite  the  upper  edge 
of  the  acetabulum. 

The  indication  for  operation  was  the  non-union, 
and  the  only  procedure  applicable  was  the  use  of 
an  autogenous  bone  graft,  a  peg  made  and  driven 
into  the  previously  prepared  hip.  Hessert  has  aban- 
doned the  use  of  all  metallic  splints,  screws,  nails, 
and  spikes  because  it  has  been  shown  by  experience 
that  a  foreign  body  of  metal  is  not  conducive  to 
good  bony  union. 

An  incision  was  made  on  the  inner  side  of  the 
sartorius  and  the  capsule  of  the  hip-joint  exposed  by 
holding  the  sartorius  to  the  outer  side.  The  capsule 
was  opened  and  the  fracture  exposed.    Interposed 


between  the  fragments  were  pieces  of  membrane 
and  fibrous  tissue  which  were  removed  and  the 
ends  of  the  bone  freshened  sufficiently  so  that  trac 
tion  and  adduction  could  be  made.  The  eversion 
was  corrected.  An  incision  was  then  made  over  the 
trochanter,  and  after  the  periosteum  was  incised  a 
hole  was  drilled  about  i  '4  inches  below  the  upper 
margin  of  the  greater  trochanter.  The  position  of  the 
drill  hole  is  most  important.  It  should  be  so  placed 
that  when  it  passes  through  the  upper  end  of  fhe 
femur  through  the  trochanter  it  will  strike  the  neck 
and  go  into  the  head. 

The  bone  graft  was  secured  by  making  an  elliptical 
incision  over  the  tibia  and  arranging  the  flap  so  that 
the  incision  did  not  lie  directly  over  the  denuded 
bone.  The  periosteum  was  incised  at  the  crest  of 
the  tibia  and  scraped  back  because  if  fibrous  tissue 
were  left  adherent  to  the  bone  it  would  cover  up 
the  osteoblasts  and  prevent  union  of  the  graft. 
The  graft  was  3  inches  long  and  tapered  a  little  at 
the  end.  After  it  was  driven  into  place  in  the  drill 
hole  the  wound  was  closed,  the  soft  parts  with  catgut 
and  the  skin  with  silkworm.  A  plaster  of  Paris 
spica  was  then  put  on  with  the  leg  in  abduction. 
This  was  left  on  for  six  weeks,  at  the  end  of  which 
time  it  was  replaced  by  a  new  one.  The  patient  was 
not  allowed  to  bear  weight  on  the  leg  for  from  four 
to  six  months,  but  was  permitted  to  be  about  on 
crutches.  Six  months  after  the  operation  he  was 
able  to  walk  without  a  limp,  and  motion  at  the  hip 
was  90  per  cent  restored  and  not  painful.  No 
shortening  was  demonstrable  and  there  was  no 
eversion  of  the  foot.  The  patient  was  able  to  climb 
stairs  easily.  The  tibia  from  which  the  graft  was 
taken  caused  no  trouble  at  any  time. 

P.  H.  Ekeuscher. 


SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Chaffee,  G. :  Leading  Up  to  Modem  Operative  Bone 
Surgery.   Am.  J.  Surg.,  1919,  xxxiii,  63. 

Until  a  very  few  years  ago,  except  in  cases  of 
non-union  and  fractures  of  the  patella  and  olecranon, 
the  surgeon  rarely  operated  upon  a  fracture  and 
when  he  did  the  results  were  often  far  from  satis- 
factory. Silver  wire  used  in  such  cases  for  many 
years  yielded  its  place  to  kangaroo  tendon.  For 
several  years  the  late  John  B.  !Murphy  used  phos- 
phor-bronze wire. 

Lewis  S.  Pilcher  brought  out  the  true  pathology 
of  the  Colles  fracture  and  the  correct  and  easy  way 
of  effecting  its  reduction  without  causing  unneces- 
sary trauma  and  without  recourse  to  the  open  opera- 
tion. Nicholas  Senn  devised  the  use  of  decalcified 
bone  chips  which,  however,  were  used  only  for  a 
time.  The  late  A.  M.  Phelps  endeavored  to  graft  a 
portion  of  bone  supported  by  the  nutrient  artery 
from  the  leg  of  a  dog  into  the  leg  of  a  boy  but  met 
with  failure. 

The  accidental  discovery  of  the  X-ray,  its  applica- 
tion to  the  diagnosis  of  fractures,  and  its  aid  in 
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suggesting  to  the  surgeon  the  correct  line  of  pro- 
cedure in  all  bone  lesions,  marks  the  most  important 
era  to  date  in  bone  surgery  the  world  over.  Formerly 
the  surgeon  was  interested  only  in  apposition  and 
alignment.  Of  late,  however,  he  watches  the  changes 
at  dilTerent  stages  of  bone  formation  and  follows 
them  to  the  end-result.  The  X-ray  has  helped  also 
to  guide  and  direct  the  surgeon  in  correcting  the 
poor  end-results  of  former  methods. 

Geiger,  Albee,  and  Harley  saw  the  need  for  more 
complete  and  modern  bone  instruments  and  each 
has  devised  a  complete  set  which  is  driven  by  motor 
power. 

The  late  John  B.  Murphy  attracted  the  attention 
and  admiration  of  the  medical  profession  by  his 
wonderful  bone  and  joint  surgery.  Lane  of  London 
deserves  great  credit  for  his  pioneer  work  in  estab- 
lishing the  open  method  of  treating  fractures  and  for 
the  perfect  operative  technique  he  developed. 
Geiger,  Albee,  Crile,  the  Sharp  brothers,  the  Mayo 
brothers  and  many  others  have  been  supporters  of 
the  open  operative  treatment.  There  is  a  difference 
of  opinion,  however,  as  to  whether  fractures  of  the 
long  bones  should  be  treated  by  the  non-operative 
method  or  by  the  modern  open  method.  Some  be- 
lieve that  the  open  method  should  not  be  used  until 
it  has  been  found  that  the  closed  method  is  not 
satisfactory.  The  time  to  settle  the  question  of 
operative  or  non-operative  treatment  of  the  broken 
bone  is  as  soon  as  possible  after  the  accident  caus- 
ing the  fracture.  This  can  be  done  with  the  aid  of 
the  X-ray  and  consultation  with  an  expert  bone 
surgeon. 

The  author  believes  that  to  obtain  the  best  end- 
results  all  fractures  of  the  long  bones  should  be 
treated  in  the  hospital  as  the  patient  is  then  under 
the  constant  observation  of  the  surgeon  or  his 
assistant.  Modern  methods  of  transportation  make 
this  possible.  In  all  such  cases  the  family  physi- 
cian who  applies  first  aid  and  sends  the  patient  to 
the  hospital  should  be  paid  a  fee  commensurate 
with  the  valuable  services  he  has  performed  and 
the  responsibility  he  has  assumed. 

E.  A.  Printy. 

Foote,  E,  M.:    Bone  Grafts.     U.  S.  Nav.  M.  Bull., 
1919,  xiii,  433. 

Bone  grafting  has  reached  practical  importance 
because  of  the  necessity  of  supplying  bone  de- 
ficiencies due  to  injuries  by  projectiles  and  infec- 
tion during  the  war.  The  cases  reported  here  were 
those  of  healthy  United  States  marines  with  war 
wounds. 

Grafting,  whether  performed  on  plants  or  an- 
imals, is  an  operation  full  of  mystery,  and  it  is  hard 
to  understand  why  bone  grafts  live  while  other 
tissue  grafts  die.  Bone  grafting  resembles  the 
grafting  of  plants  or  trees  which  requires  certain 
conditions  to  insure  success.  For  the  latter  such 
conditions  are:  (i)  a  time  of  year  in  which  growth 
is  most  active;  (2)  the  avoidance  of  severe  trauma; 
(3)  accurate  approximation  of  the  growing  layers; 


(4)  moisture  and  absence  of  the  agents  of  decay; 
and  (5)  immobility  of  the  graft. 

The  corresponding  conditions  necessary  for  suc- 
cessful bone  grafting  are: 

1.  A  sufficiently  good  condition  of  the  patient 
to  develop  new  tissue. 

2.  The  avoidance  of  undue  trauma.  Trauma  is 
lessened  by  cutting  the  slots  in  the  broken  bone 
first. 

3.  Accurate  approximation  of  the  graft  to  the 
slot.  Albee  secures  this  by  marking  out  the  slot 
and  graft  with  the  double  rotary  electric  saws  and 
beveling  the  sides  by  means  of  the  single  rotary  saw. 
The  graft  is  then  pressed  into  the  slot  until  it  is 
firm  and  wedged  there  with  bone  pegs,  a  process 
which  requires  expert  mechanical  ability  and  con- 
siderable time.  The  author  secures  a  perfect  fit 
by  cutting  the  slot  with  the  double  saw  and  then 
cutting  the  graft  to  fit  the  slot  exactly  by  using 
washers  which  are  equal  to  the  width  of  the  saws 
combined.  Upon  observation  it  was  found  that  the 
tight  pressure  thus  secured  is  not  a  handicap  to  the 
growth  of  the  graft  but  results  in  a  much  stronger 
union  from  the  start  and  reduces  the  amount  of 
new  bone  that  must  be  formed. 

4.  Undue  evaporation  of  moisture.  Evaporation 
is  prevented  by  the  close  approximation  of  the  skin 
and  tissues  overlying  the  graft.  The  author,  how- 
ever, has  seen  suppurating  cases  in  which  the 
graft  lived.  He  cites  in  particular  one  case  in  which 
in  spite  of  superficial  sloughing  of  the  skin  and 
soft  parts,  two  rib  grafts  lived  which  were  inserted 
into  a  wound  of  the  skull  which  was  trephined  in 
France. 

5.  Immobility  of  the  graft.  The  graft  must  be 
immobile  in  order  that  it  may  become  firmly  at- 
tached. When  the  fragments  are  in  good  position 
and  alignment  it  is  not  so  hard  to  immobilize  them 
but  otherwise  it  is  difficult. 

The  sliding  graft  of  Albee  has  its  drawbacks  as 
the  bone  is  weakened  by  the  upper  or  long  end  of 
the  cut,  the  slide  does  not  exactly  fit  the  slot,  the 
graft  itself  is  not  so  healthy  nor  strong  as  one  cut 
from  a  sound  bone,  and  the  fitting  of  the  graft  is 
technically  very  difficult  if  the  bone  ends  are  not 
exactly  in  line.  A  case  is  cited  of  non-union  when 
a  sliding  graft  was  employed.  The  grafting  op- 
eration is  not  difficult  when  a  rotary  saw  is  used  and 
the  technique  can  be  developed  by  practising  upon 
a  basswood  splint.  Only  the  saw  need  be  sterile. 
The  two  slots  in  the  fractured  fragments  must 
be  exactly  in  line  and  the  graft  must  not  be  used 
to  pry  them  into  position.  If  the  graft  is  firmly 
inserted  a  few  sutures  of  chromic  catgut  will  hold 
it  in  place.  The  skin  and  overlying  soft  parts  are 
also  sutured  and  the  limb  should  be  bandaged  so  as 
to  include  the  joints  above  and  below  the  injury. 
The  bandage  should  not  be  disturbed  for  two  weeks 
unless  indicated. 

The  complications  must  be  guarded  against. 
Slight  suppuration  may  disappear  but  severe  suppu- 
ration requires  the  removal  of  the  graft.    Fracture 
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of  the  graft  may  not  necessarily  cause  non-union. 
Loosening  of  one  end  may  be  due  to  poor  fitting 
of  the  graft,  bad  alignment  of  the  slots,  or  suppura- 
tion. 

Foreign  bodies  if  not  infected  may  have  no  effect 
upon  the  graft,  which  will  grow  in  spite  of  their 
presence. 

In  the  selection  of  a  bone  for  the  graft  the  author 
recommends  the  consideration  of  the  ribs  which 
are  tough,  durable,  have  greater  vascularity,  and 
regenerate  rapidly.  M.  H.  Hobart. 

Bernstein,  M,  A. :  The  Surgery  of  Tendon  Transpo- 
sition, with  Special  Reference  to  the  Impor- 
tance of  the  Tendon  Sheath.  Surg.,Gynec.  b" 
Obst.,  1919,  xxix,  55. 

Bernstein  reviews  the  literature  of  tendon 
surgery  since  Nicoladini  in  1880  made  the  first 
tendon  transposition  in  the  treatment  of  infantile 
paralysis.  The  early  methods  of  Lange  and  Drob- 
nick  and  their  followers  are  discussed  as  well  as 
the  more  recent  technique  recommended  by  Biesal- 
ski  and  Mayer. 

The  finer  anatomy  of  the  peritendinous  structures 
is  described  in  detail.  It  is  shown  that  in  sur- 
gical transposition  the  methods  of  anastomosis 
of  Lange  and  others  and  the  more  recent  method 
of  transposing  a  healthy  tendon  through  the  sheath 
of  a  paralyzed  tendon,  while  valuable  and  practic- 
able from  a  surgical  point  of  view,  do  not  succeed 
in  giving  a  thoroughly  satisfactory  functional 
result.  The  occurrence  of  dense  adhesions  about 
the  transposed  tendon  is  one  of  the  chief  factors 
resulting  from  the  operation  which  tend  to  make 
it  a  functional  failure. 

The  consideration  of  the  clinical  experiences 
and  experimental  findings  of  a  number  of  surgeons 
shows  clearly  that  the  function  of  a  surgically 
transposed  tendon  separated  from  its  normal 
surrounding  structures  is  lessened  by  disturbances 
in  its  nutrition,  by  mechanical  interference  with 
its  movements,  and  by  a  change  in  the  nature  of 
the  regenerated  tissue.  Therefore  the  true  physio- 
logical method  of  transposing  a  tendon  so  that  its 
function  is  transferred  to  its  new  insertion  is  to 
transpose  also  all  the  necessary  peritendinous 
structures  with  the  minimum  amount  of  surgical 
traumatism. 

Bernstein  has  carried  out  a  number  of  experi- 
ments on  animals  having  for  their  object  the  histo- 
logic investigation  of  the  results  of  other  fnethods 
of  transposition  and  also  the  results  when  a  tendon 
is  transposed  with  its  sheath  and  all  its  peritendinous 
structures.  In  the  latter  case  the  sheath  was  not 
opened  and  special  fixation  sutures  devised  by  the 
author  were  employed  at  the  point  where  the 
tendon  was  to  be  cut. 

Histologic  examination  of  specimens  removed 
after  the  various  experiments  showed  that  following 
the  older  methods  there  was  marked  infiltration 
into  the  tendon  substance  proper  and  its  surround- 
ing structures,  with  some  signs  of  degeneration.   In 


the  experimental  transposition  of  a  tendon  drawn 
through  the  sheath  of  another,  the  sheath  wall 
proliferated  markedly  and  there  were  fibrinous 
adhesions.  In  the  author's  transposition  of  a  tendon 
with  the  sheath  and  the  peritendinous  structures, 
the  specimens  showed  the  tendon  unchanged  and 
in  spite  of  some  infection  around  the  transposed 
tissue  the  sheath  wall  had  not  ruptured.  The 
most  important  finding  in  the  sections  was  the 
absence  of  all  inflammatory  processes  between 
the  tendon  and  the  sheath  so  that  there  was  no 
opportunity  for  the  occurrence  of  adhesions.  There 
was  no  mechanical  interference  with  the  function- 
ing of  the  transposed  tendon  and  no  sign  of  fibrosis 
of  the  tendon.  Bernstein  therefore  claims  that  the 
method  of  transposing  in  which  the  normal  anatomi- 
cal surroundings  of  the  tendon  are  preserved  is 
the  true  physiological  method. 

Willems,  C:  The  Treatment  of  Purulent  Arthritis 
by  Wide  Arthrotomy  Followed  by  Immediate 
Active  Mobilization.  Surg.,  Gynec.  is"  Obst.,  1919, 

xxviii,  546. 

Contrary  to  the  old  idea  of  the  necessity  for 
immobilization  in  practically  all  cases  of  joint  lesions, 
the  author  has  for  some  years  applied  the  principle 
of  immediate  active  mobilization  to  a  great  variety  of 
lesions  in  the  joints,  both  infective  and  non-infective. 
The  technique  is  practically  the  same  for  aU  types  of 
cases.  In  cases  of  recent  injuries  it  includes  excision 
of  the  damaged  soft  parts,  sequestrotomy  of  the 
fracture  area,  extraction  of  projectiles,  and  tight 
closure  of  the  joint.  In  purulent  arthritis  the  joint 
is  left  wide  open.  Immediate  active  motion  is 
begun  if  possible  and  continued  under  personal 
supervision.  The  degree  of  active  mobility  depends 
on  the  extent  of  the  lesion  and  the  aptitude  of  the 
patient  in  directing  his  attention  to  the  use  of  the 
proper  muscles. 

When  an  extensive  fracture  precludes  active  use  of 
the  joint,  passive  motion  must  suffice.  The  move- 
ments are  not  painful  unless  accompanied  by 
displacement  of  fragments,  but  are  laborious  and 
require  effort.  The  amount  of  pain  is  usually  in- 
versely proportional  to  the  degree  of  motion.  In 
purulent  joints  opened  wide  by  bilateral  incisions  the 
pus  is  squeezed  out  of  the  recesses  by  extreme  flexion 
and  extension.  This  gradually  decreases  in  amount, 
the  tissues  cicatrize,  and  small  fistulae  form  which 
must  be  frequently  opened.  In  consequence  of  the 
complete  drainage  the  infection  remains  limited  to 
the  synovia,  the  peri-articular  tissues  remain 
supple,  and  the  muscles  about  the  joint  preserve 
their  tone.  Complete  range  of  motion  practically 
always  results.  In  the  earlier  cases  a  slight  stiffness 
was  sometimes  noted  at  the  time  the  suppuration 
markedly  diminished.  Therefore  partial  closure 
of  the  arthrotomy  wound  has  been  done  at  this 
stage,  an  opening  only  sufficient  for  drainage 
being  left.     Mobility  is  thus  perfectly  preserved. 

The  author  gives  the  details  of  nine  cases  of 
infected  joints  treated   in   the  manner  described, 
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illustrating  by  photographs   the  positions  of  the 
limbs  during  active  mobilization.      E.  M.  Miller. 

Leriche,  R.:  The  End-Results  of  Subcapsular 
Periosteal  Resection  of  the  Elbow  for  Sup- 
purative Arthritis  after  War  Wounds  (R^sul- 
tats  61oign6s  de  la  resection  souscapsulo-p6riost6e  du 
coude  pour  ost6o-arthrite  suppurde  aprds  blcssures  de 
guerre).     Presse  mid.,  Par.,  1919,  xxvii,  317. 

Leriche  has  reviewed  1 2  of  his  cases  of  suppurative 
osteo-arthritis  of  the  elbow  which  were  operated 
upon  during  the  febrile  stage.  The  most  recent  of 
this  series  dates  back  twenty-eight  months,  the 
oldest  about  four  years.  All  of  these  cases  were 
operated  upon  according  to  the  Oilier  subcapsular 
periosteal  technique,  the  resection  being  total. 
Postoperative  infection  was  observed  in  only  one 
case.  Mechanotherapy  was  not  used,  but  electrical 
stimulation  and  heliotherapy  were  employed  to 
some  extent. 

As  regards  the  functional  results,  neither  ankylosis 
nor  a  loose  joint  are  to  be  observed  in  any  case.  The 
functional  result  in  all  is  good  and  in  some  excellent. 
Pronation  and  supination  are  almost  complete 
and  in  the  worst  cases  two-thirds  normal.  Passive 
extension  is  complete  in  all,  but  active  flexion  varies. 
As  regards  the  anatomical  results,  it  is  stated  that 
all  except  one  patient  have  had  articular  regenera- 
tion. In  the  different  cases,  however,  this  regenera- 
tion has  been  of  various  types,  which  the  author 
illustrates  by  schematic  drawings.  In  2  cases  it 
approached  the  normal.  When  the  regeneration  in 
suppurative  cases  is  compared  with  that  in  cases 
of  primary  resection  evolving  aseptically  it  is 
observed  that  the  latter  is  more  regular  and  con- 
forms better  to  the  anatomical  type. 

Leriche  concludes  from  his  study  that  the  results 
of  resection  of  the  elbow  during  the  febrile  stage 
according  to  OUier's  technique  are  remarkable  from 
every  point  of  view.  However,  to  obtain  satis- 
factory functioning  long  patience  is  necessary  on 
the  part  of  both  the  surgeon  and  the  patient. 

W.  A.  Brennan. 

Bessesen,  A.  N. :  The  Treatment  of  CoUes'  Frac- 
ture.  Am.  J.  Surg.,  1919,  xxxiii,  147. 

Fracture  of  the  radius  at  the  wrist-joint  occurs  so 
frequently  that  every  physician  should  be  thor- 
oughly acquainted  with  the  correct  diagnosis  and 
proper  treatment  of  a  CoUes  fracture. 

Robert  Jones  advocates  the  following  method  to 
reduce  such  a  fracture  of  the  left  wrist:  "The  sur- 
geon takes  the  patient's  arm  in  his  left  hand,  with 
his  own  scaphoid  tubercle  against  the  projecting 
lower  end  of  the  shaft.  He  then  places  his  right  hand 
on  the  dorsum  of  the  patient's  wrist  with  his  own 
scaphoid  on  the  projecting  lower  fragment.  A  firm 
grip  with  a  slight  traction  and  twist  of  the  wrist 
completely  reduces  the  deformity. " 

To  prevent  recurrence  of  deformity  place  a  pad 
of  wool  on  the  upper  fragment  just  above  the  site 
of  the  fracture  and  on. the  dorsum  of   the  wrist- 


joint  and  styloid  process  to  prevent  it  from  rotating 
backward  and  outward.  These  may  then  be  retained 
with  splints.  The  text-book  method  is  performed 
by  grasping  the  patient's  hand  as  if  to  shake 
hands,  at  the  same  time  grasping  his  forearm  just 
above  the  wrist  and  placing  the  thumb  over  the 
displaced  fragment.  The  patient's  hand  is  then 
drawn  backward  into  hyperextension,  and  while 
pressure  is  exerted  on  the  posterior  surface  of  the 
lower  fragment  with  the  thumb  of  the  hand  grasp- 
ing the  arm,  the  hand  is  suddenly  brought  forward 
into  flexion,  the  ulna  being  used  as  a  pivot  while  the 
hand  is  rotated  into  pronation. 

When  properly  reduced,  the  normal  concavity  on 
the  anterior  surface  of  the  radius  is  restored,  the 
styloid  process  of  the  radius  is  brought  into  posi- 
tion slightly  lower  than  the  styloid  process  of  the 
ulna,  and  the  fractured  wrist  is  made  to  look  as 
nearly  like  the  other  as  possible,  with  all  the  land- 
marks in  their  normal  relation. 

The  best  method  of  fixation  is  to  use  an  adequate 
splint.  Casts  should  be  avoided  because  of  the  dan- 
ger of  constriction  and  interference  with  frequent 
inspection.  Some  form  of  support  should  be  re- 
tained for  at  least  six  weeks  as  the  patient  assumes 
that  he  has  completely  recovered  when  the  dressings 
are  removed. 

The  writer  submits  an  auxiliary  splint  to  be  used 
after  removal  of  the  stronger  fixation  splints,  such 
as  the  old-fashioned  anterior  posterior  padded 
splints  or  the  more  modern  molded  splints,  the 
Jones'  metal  spival,  the  Bond  splint,  the  Gordon 
pistol-shaped  splint,  or  the  Walker  papier  mache 
splints.  This  type  of  auxiliary  splint,  which  appears 
to  be  a  modification  of  the  Jones'  short-arm  splint, 
is  simple  in  construction,  being  made  of  aluminum 
strips  and  leather  straps  fastened  together  at  each 
intersection  by  a  single  rivet  to  permit  easy  adjust- 
ment. It  is  intended  to  be  worn  for  from  two  to 
three  weeks'  time  and  then  discarded  for  an  ordin- 
ary wrist-strap.  P.  H.  Kreuscher. 

Pratt,  R.  B.,  and  Park,  J.  F. :  Resection  of  the  Head 
of  the  Femur  in  Certain  Gunshot  Wounds  of 
the  Hip  Region.   Mil.  Surgeon,  1919,  xlv,  16. 

The  hip-joint,  including  as  it  does  the  head  of  the 
femur,  the  upper  fifth  of  the  femur,  the  neighboring 
pelvic  bones,  the  pelvic  contents,  and  the  great 
mass  of  musculotendinous  and  fascial  tissues  in  this 
area,  is  as  replete  with  serious  and  compUcated 
problems  as  any  approachable  region  of  the  body. 

Two  cases  of  serious  gunshot  wounds  of  the  hip 
which  involved  the  head  of  the  femur  and  acetabu- 
lum are  cited.  Both  were  closely  parallel  in  their 
course,  complications,  and  indications  for  treat- 
ment, and  in  the  authors'  opinion  constitute  valuable 
contributions  in  support  of  the  surgical  principles 
to  be  considered  in  all  cases  of  pyogenic  infections 
of  this  joint. 

The  first  case  was  that  of  a  patient  who  sustained 
severe,  multiple,  penetrating  gunshot  wounds 
(shrapnel)  in  the  left  side  of  the  abdomen,  the  left 
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hip,  and  the  left  foot.  Debridement  and  secondary 
closure  were  done  at  an  evacuation  hospital  five 
days  later. 

Two  months  after  the  injury  the  patient  was  ad- 
mitted to  Base  Hospital  No.  216  in  a  serious  condi- 
tion. The  abdominal  wound  had  healed,  but  a 
sacral  bed-sore  about  3  inches  in  diameter  and  a 
pressure  ulcer  from  a  Thomas  splint  were  found 
over  the  left  ischial  spine.  A  Thomas  splint  was  in 
position  on  the  left  leg,  but  owing  to  the  ischial  sore 
was  ineffective.  About  the  hip  were  multiple  sinuses 
bordered  by  (edematous,  unhealthy  scar  tissue  and 
exuding  large  amounts  of  pus  containing  non- 
ha^molytic  streptococci  and  staphylococci.  No 
anaerobic  organisms  were  found.  There  was  wast- 
ing of  the  buttock  with  atrophy  of  the  entire  limb. 
The  condition  of  the  skin  was  poor. 

X-ray  examination  showed  a  compound,  com- 
minuted fracture  of  the  head  of  the  femur  and 
acetabulum  with  an  infectious  destructive  process 
and  new  bone  formation  not  only  at  the  joint  but  in 
the  muscle  mass  some  distance  away.  There  was 
some  atrophy  of  the  femoral  shaft. 

The  patient  was  given  general  treatment  and 
Dakin's  fluid  was  used  to  lessen  the  infection  about 
the  hip.  This,  however,  was  without  notable  result. 
A  month  after  admission  one  scar  with  its  sinus  was 
excised  and  fragments  of  bone  were  removed.  No 
attempt  was  made  at  fixation  of  the  bones  by  other 
means  than  sandbags.  During  the  operation  a 
transfusion  of  600'  cubic  centimeters  of  citrated 
blood  was  given. 

Within  a  few  days  the  patient's  condition  began 
to  improve.  Carrel-Dakin  treatment  was  instituted 
on  the  fourth  day  after  operation.  In  about  two 
weeks  the  pressure  ulcers  were  healed  and  fixation 
of  the  trunk  and  both  lower  extremities  (the  left  in 
abduction)  was  gained  by  the  application  of  a 
plaster  cast.  From  then  on,  progress  was  rapid. 
Two  months  after  operation  the  patient  was  evacu- 
ated to  the  United  States  with  his  wound  practically 
healed. 

To  facilitate  the  dressing  of  his  wounds  this 
patient  was  anaesthetized  about  20  times  by  Savari- 
aud's  method,  the  anaesthesia  lasting  for  about  six 
to  eight  minutes. 

The  second  patient  sustained  a  penetrating  and 
perforating  machine-gun  bullet  wound  in  the  left 
hip  region  and  received  first  aid.  Five  days  later 
he  had  a  severe  infection  which  was  diagnosed  as 
pyaemia,  with  abscesses  of  the  right  hip  and  left 
hip,  the  shoulder,  and  the  sacrum.  The  abscesses 
were  opened,  after  which  drainage  was  instituted 
and  Dakin's  treatment  applied. 

Three  and  one-half  months  after  the  injury  the 
patient  was  admitted  to  Base  Hospital  No.  216  in 
a  serious  general  condition.  There  was  a  severe 
infection  of  the  hip-joint  with  free  discharge  of  pus 
containing  non-haemolytic  streptococci  and  staphylo- 
cocci but  without  anaerobes.  Numerous  pressure 
sores  were  present.  X-ray  examination  showed  that 
the    infectious    destructive    process    involved    the 


head  of  the  femur  and  acetabulum  and  that  the 
latter  had  a  comminuted  fracture. 

General  treatment  and  careful  nursing  did  not 
yield  any  definite  result  except  in  the  condition  of 
the  skin  lesion.  Three  days  after  admission  the 
sinuses  were  excised,  bone  fragments  removed,  and 
the  femoral  head  and  neck  resected.  Also  in  this 
case  a  blood  transfusion  was  given  during  the  opera- 
tion. A  plaster  cast  was  then  applied  which  in- 
cluded the  trunk,  the  pelvis,  and  both  lower  ex- 
tremities, the  left  leg  being  in  abduction.  Three 
days  later  it  was  necessary  to  remove  the  cast  and 
no  other  means  of  fixation  was  attempted. 

The  patient  made  some  improvement  after  opera- 
tion, but  inability  to  fix  the  limb  gave  endless 
trouble.  Because  of  the  flail  joint  it  was  difllicult 
to  prevent  pocketing  at  the  site  of  operation.  A 
collection  of  pus  formed  on  the  outer  side  of  the  calf 
just  below  the  knee  and  required  drainage.  The 
bed-sores  healed  slowly.  Because  of  the  failure  to 
improve  the  hip  condition,  it  was  decided  to  ampu- 
tate, which  was  done  six  weeks  after  the  first  opera- 
tion. 

Following  amputation  the  bed-sores  healed  com- 
pletely as  did  also  the  hip  region  except  for  a  small, 
clean,  granulating  area  along  the  line  of  incision. 
Six  weeks  after  the  amputation  the  patient  was 
ready  for  evacuation  to  the  United  States. 

These  two  cases  emphasize  the  following  surgical 
principles. 

1.  Penetrating  and  perforating  infected  wounds 
are  complicated  by  the  spread  of  infection  along 
many  unrestricted  paths  which  follow  no  such  well- 
defined  course  as  do  some  of  the  haematogenous  or 
lymphogenous  infections  of  this  area,  and  cannot  be 
drained  by  any  single  incision. 

2.  Chronic  pyogenic  processes  involving  both  the 
head  of  the  femur  and  the  acetabulum  cannot  be 
properly  drained  except  by  resection  of  the  femoral 
head. 

3.  Whenever  resection  is  done,  the  acetabulum 
should  be  thoroughly  explored,  and  if  necrotic, 
should  be  sufficiently  removed  to  furnish  ample 
drainage  from  its  internal  surface. 

4.  Even  when  performed  by  only  moderately  ex- 
perienced surgeons  resection  is  a  brief  operation  and 
eliminates  the  severe  shock  involved  in  hip-joint 
amputation. 

5.  Resection  alone,  however,  is  attended  with 
certain  shock,  and  this  should  be  combated  with 
the  prophylactic  transfusion  of  citrated  blood  during 
the  operation. 

6.  Removal  of  the  head  is  facilitated  by  first 
separating  it  from  the  shaft  by  a  Gigli  saw  (the 
easiest  and  most  rapid  method)  and  by  clearing  its 
trochanteric  and  posterior  surface  first. 

7.  Completion  of  the  hip-joint  amputation  sub- 
sequent to  resection  is  simple  and  can  be  done 
rapidly.  In  no  way  is  it  comparable  in  severity  to 
the  formidable  operation  as  a  whole. 

8.  When  comminution  of  the  head  is  extensive 
and  associated  with  considerable  separation  of  the 
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fragmi-nls  and  sinuses  leading  to  the  skin  surface, 
drainage  is  correspondingly  greater,  and  in  parallel 
cases  microscopic  examination  will  show  less  acute 
changes. 

c).  Extensive,  diffuse,  new,  and  unhealthy  bone 
deposits  occur  in  and  about  an  infected  joint  which 
is  improperly  drained  and  without  physiological 
rest.  Therefore  proper  drainage  and  fixation  are 
absolutely  necessary. 

10.  The  use  of  Dakin's  fluid  is  of  no  value  what- 
ever unless  the  wound  is  first  properly  prepared 
surgically  following  Carrel's  injunction. 

G.    W.    HOCHREIN. 

Lounsbury,   B.   F, :    Plastic  Repair  of  ihe  Heel. 

Surg.  Clin.  Chicago,  1919,  iii,  553. 

Three  unusual  cases  of  injury  in  which  the  soft 
parts  of  the  heel  were  torn  away  and  the  calcaneus 
tip  was  either  crushed  or  lacerated,  resulting  in  a 
persistent  ulceration  in  a  thick  scar,  presented 
problems  in  repair. 

In  his  first  case  the  author  brought  the  heel  to 
the  back  of  the  opposite  thigh,  making  a  flap  and 
maintaining  the  position  by  a  cast  for  fourteen  days. 
He  obtained  a  perfect  result  but  the  position  used 
necessitated  a  face  position  which  was  uncom- 
fortable to  the  patient  and  troublesome  to  the 
attendants. 

In  his  second  case  therefore  he  brought  the  in- 
jured heel  to  the  front  of  the  opposite  thigh.  This 
resulted  in  a  pressure  necrosis  through  the  quadri- 
ceps to  the  femur  and  through  the  skin  of  the  ex- 
ternal malleolus.  The  end-result,  however,  was  good 
though  delayed. 

The  third  case  was  similarly  managed  but  al- 
though great  care  was  taken  to  relieve  the  pressure 
of  the  foot  on  the  thigh,  necrosis  resulted  and  delayed 
an  otherwise  perfect  result.  K.  L.  Vehe. 

ORTHOPEDICS   IN   GENERAL 

Lowman,  C.  L.:  A  Suggestion  in  Regard  to  Ampu- 
tation Cases.    Mil.  Surgeon,  1919,  xliv,  617. 

In  a  study  of  balance-board  exercises  with  reference 
to  faulty  statics  it  was  concluded  that  in  cases  of 
relaxed  posture  and  weak  feet  the  Swedish  balance- 
board  exercises  are  harmful.  The  best  agent  for  the 
repair  of  weak  structure  is  active  exercise  in  proper 
dosage  and  with  the  foot  in  the  corrected  position. 
It  is  an  axiom  of  orthopedics  that  not  only  should 
weakened  structures  be  strengthened,  but  deforming 
forces  should  be  rendered  ineffective.  To  correct  the 
condition  Oi  ^aulty  statics  in  flat-foot  due  to  relaxed 
structures  on  the  inner  side  and  shortened  structures 
on  the  outer  side  of  the  foot,  balance  exercises  are  of 
value  provided  the  foot  is  not  carried  inward  under 
the  midline  of  the  body  as  with  the  Swedish  balance- 
board. 

The  secondary  deformities  in  unilateral  foot  and 
leg  cases  are  often  overlooked  until  definite  injury  is 
done.    Frequently  flat-foot  is  produced  in  one  foot 


V  hen  the  other  leg  has  been  paralyzed  or  injured.  It 
was  observed  that  in  one  of  the  Canadian  reconstruc- 
tion hospitals  practically  all  of  the  patients  who  had 
had  leg  amput  ations  and  were  awaiting  artificial  limbs 
used  the  good  foot  in  a  marked  position  of  valgus 
like  that  of  a  person  standing  on  a  Swedish  balance- 
board.  Such  a  position  leads  to  shortening  of  the 
peronei  and  outer  leg  structures  and  if  long  continued 
results  in  a  deformed  arch.  In  walking  the  condition 
is  increased  by  the  outward  thrust  of  the  pelvis  over 
the  weight-bearing  leg,  which  increases  both  the  later- 
al and  rotation  strain  that  must  be  borne  by  all  the 
leg  structures,  especially  the  joint  linings  of  the  hip, 
knee,  and  ankle.  To  prevent  this  condition  prophy- 
lactic use  of  the  tilted  heel  with  a  raised  inner  bor- 
der is  advocated,  in  conjunction  with  the  follow- 
ing foot  exercises: 

1.  Rotation  of  the  thigh  outward  with  the  toes 
gripping  the  ground.  If  the  foot  is  already  flat,  this 
is  done  while  the  patient  is  lying  in  the  prone  posi- 
tion and  the  foot  is  held  by  an  assistant. 

2.  With  the  patient  seated,  the  foot  is  strongly 
abducted  and  dorsiflexed,  the  toes  being  plantar- 
flexed. 

3.  Toe  gripping  exercises.  E.  M.  Miller. 

Putti,  v.:  The  Utilization  of  the  Muscles  of  a 
Stump  to  Actuate  Artificial  Limbs;  Cinematic 
Amputations.  Med.  Rec.,  1919,  xcv,  1004. 

By  the  cinematization  of  a  stump  is  meant  any 
kind  of  surgical  proceeding  which  helps  to  make 
possible  the  direct  transmission  of  voluntary  move- 
ment from  the  stump  to  the  artificial  limb. 

This  is  obtained  by  the  formation  on  the  stumps 
of  artificial  points  of  attachment,  so-called  "plastic 
motors,"  to  which  are  fastened  the  cords  or  ex- 
tensors destined  to  transmit  the  movements. 
Cinematization  can  be  effected  or  prepared  at  the 
time  the  primary  amputation  is  performed;  it  can 
be  done  also  upon  stumps  which  have  already 
healed. 

Plastic  motors  may  vary  as  to  their  number,  posi- 
tion, shape,  and  function. 

To  fulfill  the  purpose  for  which  it  is  made,  a 
plastic  motor  must  possess  every  requisite  for 
withstanding  a  firm,  resisting,  and  painless  grip,  and 
also  a  traction  force  which  in  not  a  few  instances 
may  be  high.  It  must  be  provided  also  with  a 
sufficient  amount  of  muscle  masses  capable  of 
functional  movement. 

The  primary  conditions  for  obtaining  the  first 
requisite  are: 

1.  The  motors  must  be  covered  with  skin  in 
perfect  condition,  well  nourished,  and  possessing  a 
normal  degree  of  sensibility. 

2.  The  motor  must  be  of  a  size  suitable  for  the 
fastening  of  the  hooks,  rings,  and  rods  that  are 
destined  to  transmit  the  functional  movements  to 
the  artificial  limb. 

The  author  had  an  opportunity  to  study  cinematic 
prosthesis  at  the  Institute  Rizzoli  where  he  had  at 
his  disposal  a  large  workshop  for  the  construction  of 
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artificial  limbs.    As  a  result  of  his  research  at  the 
Institute,  he  concludes  as  follows: 

1.  The  practical  results  that  have  been  obtained 
through  cinematization  have  indicated  that  the 
hopes  aroused  by  the  principles  and  methods  of  the 
modern  surgery  of  plastic  motors  are  thoroughly  well 
grounded.  Cinematic  plastics  are  entitled  to  a  place 
among  the  most  brilliant  discoveries  of  orthopedic 
surgery  and  should  be  accepted  with  perfect  con- 
fidence and  tested  on  a  large  scale  by  all  whose  aim 
it  is  to  restore  functional  activity  to  those  who  are 
disabled. 

2.  The  preparation  of  plastic  motors  is  a  well- 
defined  surgical   act   that   must   be  performed  in 


accordance  with  its  own  special  methods.   The  latter 
have  already  stood  the  test  of  experience. 

3.  From  the  view  of  physiology  it  has  been 
proved  that  plastic  motors  are  capable  of  giving  both 
the  quality  and  quantity  of  action  which  can  be 
given  by  the  muscle  masses  that  stimulate  them. 
However,  practically  considered,  plastic  motors  will 
yield  the  full  measure  of  their  value  only  if  the 
artificial  limb  is  perfectly  adapted  to  their  shape  and 
their  strength. 

4.  As  the  principal  aim  of  cinematization  is  to 
obtain  the  vitalization  of  the  artificial  limb,  it  is 
essential  that  the  surgeon  and  the  artificial  limb 
maker  should  work  in  harmony.    E.  C.  Robitshek. 


SURGERY  OF  THE   SPINAL  COLUMN  AND   CORD 


Riba,  J.  de:  The  Results  of  the  Treatment  of  Pott's 
Disease  by  Osteoplastic  Fixation  of  the  Spinous 
Processes  —  the  Albee  Operation  (Tratamiento 
del  mal  de  Pott  por  la  fijaci6n  osteopUstica  de  las 
ap6fisis  espinosas  —  operaci6n  de  Albee.  Resultados 
personales).    Rev.  espan.  de  drug.,  1919,  i,  241. 

The  treatment  of  Pott's  disease  is  based  upon 
immobilization  of  the  affected  region  and  on 
physiotherapy  (heliotherapy,  baths,  etc.)  which, 
by  improving  the  general  condition,  help  in  the 
struggle  against  the  infection. 

The  Albee  operation,  which  wonderfully  fulfils 
the  first  of  these  requirements,  is  easily  executed  and 
accomplishes  perfectly  the  effects  obtained  by  suc- 
cessive years  of  plaster-cast  treatment.  Moreover, 
it  is  not  dangerous  as  it  is  performed  in  healthy  tissue 
and  without  injury  to  the  nerves.  On  the  other 
hand,  it  has  the  advantage  of  increasing  the  strength 
of  the  vertebral  column.  This  operation  may  be 
done  at  any  age,  in  all  parts  of  the  column,  and  in 
all  stages  of  the  disease.  The  regions  most  favorable, 
however,  are  the  lower  dorsal  and  the  lumbar  re- 
gions. The  best  time  for  the  operation  is  the 
incipient  stage  of  the  disease,  as  soon  as  diagnosis 
is  made.  Paralysis  is  not  a  contra-indication;  on 
the  contrary,  it  is  favorably  affected  by  such  treat- 
ment. 

The  author's  statistics  comprise  14  cases  in 
which  results  highly  satisfactory  from  all  points  of 
view  were  obtained  by  the  Albee  method. 

W.  A.  Brennan. 

Girdlestone,  G.  R. :  A  Note  on  Pott's  Disease  and 
Albee's  Spinal  Graft.  /.  Orthop.  Surg.,  1919,  xvii, 
401. 

Fifty  consecutive  cases  of  Pott's  disease  treated 
by  Albee's  operation  are  recorded. 

The  diagnosis  of  this  condition  is  based  on  the 
usual  symptoms,  special  attention  being  paid  to  the 
presence  of  muscular  spasm  resisting  movement  in 
all  directions  and  the  X-ray  findings. 

The  purpose  of  the  operation  is  to  secure  im- 
mobility   of   the   affected   vertebrae   by   an   auto- 


plastic graft  from  the  tibia.  If  the  spinous  processes 
are  fixed  and  the  lateral  articulations  are  sound, 
no  movement  of  the  bodies  can  take  place. 

The  vertebral  column  is  normally  held  in  place 
only  by  the  muscles.  Albee's  operation  is  valuable 
in  that  it  tends  to  give:  (i)  permanent  immobility 
in  the  corrected  position;  (2)  a  greatly  reduced 
period  of  confinement  to  bed;  and  (3)  a  safeguard 
against  recrudescence  cf  the  disease.  It  should  not 
be  performed,  however,  upon  children  less  than  3 
years  of  age  nor  upon  very  old  persons.  Neither  is 
it  of  value  in  the  treatment  of  the  atlanto-joint. 
Active  cases  should  not  be  operated  upon  until  the 
activity  of  the  disease  process  has  been  abated  by 
immobilization  on  a  frame.  Sepsis  or  discharging 
sinuses  about  the  field  of  operation  are  also  contra- 
indications. "Cold  abscesses"  are  not  opened  by 
the  operation. 

Pre-operative  treatment  is  begun  immediately 
upon  the  detection  of  active  Pott's  disease  and  con- 
sists of:  (i)  splinting  with  a  frame  or  cast  to  give 
complete  rest;  (2)  reduction  of  reducible  deformity 
very  gradually  when  indicated;  and  (3)  general 
treatment. 

The  author  gives  an  exhaustive  description  of 
methods  of  splinting  for  different  regions  of  the 
spine. 

The  Albee  operation  should  be  performed  in  a 
warm  operating  room  and  the  surgeon  should  avoid 
hammering.  The  anaesthetic  given  should  be  ether, 
not  chloroform.  Great  care  should  be  used  to  pre- 
vent any  movement  of  the  spine. 

The  postoperative  treatment  includes,  first,  the 
immediate  treatment  of  shock.  The  first  dressing 
should  be  done  from  four  to  ten  days  after  the 
operation  as  indicated.  The  patient  should  be  turned 
weekly  in  order  to  change  the  pads.  The  time  at 
which  the  frame  should  be  removed  depends  upon 
the  location  of  the  disease  and  other  conditions,  but 
is  usually  at  the  end  of  three  months.  The  patient 
should  then  remain  in  bed  for  another  month  before 
sitting  up.  Soon  thereafter  he  is  able  to  walk  but 
should  wear  the  frame  for  a  year. 
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A  tabic  of  cases  is  followed  by  a  discussion 
in  which  it  is  stated  that  gunshot  fractures  of  the 
spine  may  also  be  treated  by  this  method. 

While  by  some  surgeons  it  is  questioned  whether 
the  Albee  operation  saves  time  and  is  sufTiciently 
safe  to  be  used  in  place  of  the  conservative  methods 
of  obtaining  fixation,  others  claim  that  it  is  both 
safe  and  simple,  saves  time,  and  is  absolutely  indi- 
cated in  the  cases  of  adults  and  when  other  methods 
have  failed.  M.  H.  Hobart. 

Arquellada,  A.  M.:    Personal  Experiences  in  the 
Operative  Treatment   of   Pott's   Disease    (Mi 

experiencia  personal  en  el  tratamiento  cruento  dei 
mal  vertebral  de  Pott).  Pediat.  espan.,  1919,  viii, 
165. 

The  author  has  operated  upon  46  cases  of  Pott's 
disease,  43  according  to  the  method  of  Hibbs  with 
the  slight  modifications  suggested  by  Lugones, 
and  3  by  the  Albee  technique.  The  Hibbs  method 
he  considers  much  more  simple  and  shorter  than 
the  Albee  method. 

There  was  one  death  which  occurred  three  days 
after  operation  and  was  due  to  meningitis.  In  this 
case  an  abscess  not  revealed  by  radiography  was 
opened  during  the  operation.  Of  the  other  42 
patients  operated  upon  by  the  Hibbs  method,  8 
could  not  be  traced.  In  6  cases  the  results  were 
the  same  as  those  obtained  by  the  use  of  a  plaster 
cast  alone.  In  the  others  recovery  was  complete. 
However,  it  is  still  too  soon  to  warrant  the  assump- 
tion that  the  cure  in  these  cases  is  definite  as  the 


earliest  operation  was  performed  only  three  years 
ago  and  some  of  them  very  recently. 

An  important  fact  to  which  the  author  desires  to 
call  attention  is  that  in  applying  the  Hibbs'  method 
the  deformity  does  not  completely  disappear  and 
in  some  cases  does  not  even  diminish.  In  all  cases 
the  postoperative  course  was  normal  except  that 
in  3  one  of  the  apophyses  operated  upon  was 
eliminated  as  a  sequestrum. 

The  Hibbs  method  is  indicated  particularly  in: 
(i)  early  cases  with  angular  deformity,  and  (2) 
cases  in  which  the  vertebral  lesions  are  associated 
with  paraplegia. 

The  ages  of  the  patients  in  the  series  reported 
varied  from  2  to  12  years.  The  majority  were  at 
le'ast  7  years  old. 

In  one  of  the  cases  operated  upon  by  the  Albee 
method  the  tibial  graft  did  not  take.  In  the  others 
it  was  implanted  successfully  but  in  these  instances 
the  author  states  that  he  is  unable  to  deduce  any- 
thing of  value  from  the  clinical  or  operative  view- 
points. 

As  a  general  conclusion  it  is  stated  that  no  con- 
crete deduction  with  regard  to  Pott's  disease  can 
be  drawn  from  the  operative  methods.  It  is  neces- 
sary to  compare  the  results  obtained  in  many  series 
of  cases  and  after  a  long  period  of  time  by  different 
procedures,  both  operative  and  non-operative,  in- 
cluding heliotherapy,  before  precise  and  definite 
conclusions  can  be  drawn  as  to  the  value  of,  and 
indications  for,  any  particular  method  of  treatment. 

W.  A.  Brennan. 
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Gestan:  The  Late  Results  of  Nerve  Suture  (Resultats 
tardifs  de, suture  nerveuse).  Rev.  neuroL,  191 9,  xxv, 
149. 

The  author  made  clinical  and  electrical  examina- 
tions of  a  number  of  wounded  soldiers  who  had 
undergone  nerve  operations  at  least  two  years  pre- 
viously. As  controls,  he  examined  a  number  of  men 
who  had  received  injuries  of  the  peripheral  nerves 
at  the  same  time  but  had  not  been  operated  upon. 

There  were  23  cases  in  which  a  nerve  suture  had 
been  done  under  the  best  conditions  for  the  patient. 
Eleven  of  these  were  sutures  of  the  radial  nerve  in 
the  middle  part  of  the  arm,  6  sutures  of  the  cubital 
nerve,  2  sutures  of  the  median  nerve,  and  4  sutures 
of  the  sciatic  nerve  at  the  posterior  part  of  the  thigh. 

The  1 1  sutures  of  the  radial  nerve  gave  2  failures 
and  9  positive  results.  In  2  of  the  latter  cases  there 
was  a  complete  return  of  mobility  but  some  muscular 
atrophy  and  hypoaesthesia  in  the  region  of  the  nerve. 
The  other  positive  results  were  less  satisfactory. 

The  6  sutures  of  the  cubital  nerve  gave  3  good 
results  and  3  that  were  only  fairly  good. 

The  2  sutures  of  the  median  nerve  gave  negative 
functional  results. 

The  4  cases  of  suture  of  the  sciatic  nerve  gave  i 


very  good  result,  2  that  were  only  fairly  good,  and 
I  failure. 

The  author  believes  that  time  is  the  most  import- 
ant factor  in  operations  upon  the  nerves,  the  success 
of  surgical  treatment  depending  upon  performing 
the  operation  soon  after  the  injury.  In  his  investi- 
gations on  this  point  he  found  that  in  5  cases  of 
primary  suture  of  the  same  nerves  the  results  were 
successful  in  80  per  cent,  in  14  cases  of  suture  done 
in  the  first  five  months  after  the  injury  there  were 
13  very  good  or  medium  results  and  i  failure,  while 
in  4  cases  of  nerve  suture  done  a  year  or  so  after  the 
injury  the  operation  was  a  failure  in  all. 

Operations  performed  even  under  the  most  ideal 
conditions  for  the  patient  later  than  the  fifth  month 
after  injury  give  either  no  results  or  results  that  are 
mediocre.  The  ideal  is  primary  suture  or  at  least 
suture  done  within  a  few  weeks  after  the  injury. 
It  is  then  possible  to  perform  it  before  the  develop- 
ment of  a  neuroma,  resection  will  not  have  to  be  as 
extensive,  and  the  re-union  of  the  ends  is  more  easily 
effected.  It  should  be  borne  in  mind  also  that  the 
results  of  nerve  surgery  are  good  only  when  the 
operation  is  followed  by  a  long  and  methodical 
course  of  physical  treatment.  W.  A.  Brennan. 
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CLINICAL    ENTITIES— TUMORS,    ULCERS,    AB- 
SCESSES, ETC. 

Lurie,  W.  A.:  Delayed  Infection  or  Irritation  and 
Concomitant  Metabolic  Errors.  Boston  M.  6* 
S.J.,  1919,  clxxi,  I. 

As  a  rule  delayed  infection  is  not  recognized 
until  it  has  developed  to  the  point  termed  focal 
infection.  Delayed  infection  produces  serious  meta- 
bolic errors  by  altering  the  function  of  the  various 
so-called  ductless  glands.  A  lowering  of  the 
resistance  of  the  body  opens  the  way  to  greater 
activity  for  such  delayed  infections  and  there- 
fore the  eradication  of  the  infectious  focus,  long 
dormant,  must  be  effected  before  normal  metabo- 
lism can  be  re-established.  Prime  among  the  sources 
of  delayed  infection  is  the  extraction  of  teeth  with- 
out the  resection  of  alveolar  tissue.  This  permits 
the  development  of  dead  space  which  remains 
infected. 

The  errors  of  metabolism  may  result  from  toxic 
substances  not  necessarily  of  bacterial  origin. 
Long-continued  irritation,  infection,  or  altered 
function  produce  pathologic  conditions  and  the 
treatment  of  the  symptoms  of  such  conditions, 
rather  than  of  the  exciting  cause  of  the  metabolic 
error,  leads  only  to  further  delay  in  the  eradication 
of  an  infection  which  ultimately  may  be  discovered 
as  an  established  focus.  Pyorrhoea  alveolaris  is 
more  truly  "alveolitis  dentalis,"  or  perhaps,  more 
correctly,  "alveolitis  maxillo-dentalis." 

M.  N.  Federspeei/. 

King,  J.  H.:  Gastro- Intestinal  Disturbances  in 
Metabolic  Diseases  and  Diseases  of  the  Duct- 
less Glands.    Med.  Clin.   N.  Am.  1919,  ii,  1655. 

The  only  disturbance  of  the  gastro-intestinal 
tract  which  is  associated  with  diseases  either  of 
metabolism  or  of  the  ductless  glands  and  which 
might  be  considered  specific,  is  the  diarrhoea  of  hyper- 
thyroidism. There  are,  however,  a  number  of  de- 
rangements of  some  diagnostic  and  prognostic 
importance  which  will  be  clearer  to  the  clinician 
when  the  etiological  chain  and  the  pathological 
relationships  of  these  obscure  diseases  are  better 
understood.  The  writer  enumerates  the  various 
gastro-intestinal  disturbances  which  occur  in  dia- 
betes, gout,  obesity,  Addison's  disease,  and  diseases 
of  the  thyroid,  pancreas,  parathyroid,  pituitary, 
thymus,  and  pineal  glands.  W.  H.  Nadler. 

Dunet,  C. :  The  Treatment  of  Haemorrhagic  Shock 
by  Intravenous  Injections  of  Physiologic  Salt 
Solution  at  55  Degrees  Centigrade  (Traitement 
du  shock  hemorragique  par  les  injections  intra- 
veineuses  de  serum  a  55°).  Presse  mid.,  Par.,  1919, 
xxvii,  323. 

In  the  preliminary  treatment  of  shock  the  author 
believes  it  more  logical  that  the  patient  should  be 


warmed  from  within  rather  than  from  without. 
Both  experimentally  and  clinically  he  has  tried  the 
effect  of  injecting  in  haemorrhagic  cases  isotonic  salt 
solution  the  temperature  of  which  varied  from  55 
to  80  degrees  centigrade.  While  the  experiments 
made  so  far  are  only  preliminary,  the  results  ob- 
tained, added  to  the  clinical  data,  seem  to  justify 
the  following  conclusions: 

1.  It  is  possible  to  inject  into  the  blood-stream, 
without  fear  of  accident,  fluids  the  temperature  of 
which  is  much  higher  than  that  of  the  body.  The 
limits  of  toleration  seem  to  He  between  70  and  80 
degrees  centigrade,  the  exact  figure  varyin?  with 
the  area  into  which  the  injection  is  made. 

2.  A  temperature  of  55  degrees  centigrade,  which 
is  well  below  the  highest  which  can  be  borne  by  the 
organism,  does  not  cause  any  destruction  of  tissue 
and  for  this  reason  seems  to  be  the  ideal  temperature. 

3.  Following  a  severe  haemorrhage,  the  patient 
has  a  serious  loss  x»f  heat  in  addition  to  the  blood 
loss. 

4.  The  classical  treatment  consists  in  re-establish- 
ing the  volume  of  blood  by  intravenous  injections  of 
blood  or  serum.  To  supply  the  heat  loss,  external 
methods  of  heating  alone  have  been  relied  upon, 
but  the  use  of  the  blood-Ftream  to  re-establish  the 
heat  balance  is  more  logical  as  it  allows  rapid  diffu- 
sion with  the  least  loss  of  warmth. 

5.  The  intravenous  injection  of  physiologic  salt 
solution  at  a  temperature  which  is  non-injurious  to 
the  organism  (55  degrees  centigrade)  fulfils  all 
therapeutic  ends  as  it  re-establishes  the  blood- 
volume  at  the  same  time  that  it  re-establishes  the 
heat  balance. 

Clinical  cases  of  shock  treated  by  such  injections 
yielded  very  favorable  results.  In  the  last  case  so 
treated  by  the  author  2  liters  of  sahne  solution 
heated  to  55  degrees  centigrade  were  injected  in- 
travenously in  the  neck  region.  The  extremities 
became  warm  very  rapidly  and  the  patient  was 
placed  in  her  bed  in  such  a  satisfactory  condition 
that  on  the  following  day  it  was  possible  to  perform 
a  double  amputation.  W.  A.  Breknax. 

Bercovitz,  N. :  Cancer  in  Hainan,  China.  A  Pre- 
liminary Statistical  Study  of  131  Operations, 
with  Special  Reference  to  Age  Incidence, 
Anatomical    Distribution,    and    Etiology.     J. 

Cancer  Research,  19 19,  iv,  229. 

Cancer  as  observed  by  the  author  in  Hainan 
presents  a  number  of  phases  which  differ  somewhat 
from  those  usually  observed.  These  phases  include 
the  early  age  incidence  of  the  disease,  an  unusual 
anatomical  distribution,  and  a  difference  in  the 
causes  commonly  considered  as  predisposing. 

In  the  study  of  these  statistics  the  medical  condi- 
tions peculiar  to  China  must  be  remembered,  viz., 
the  gradual  turning  of  the  people  to  western  medi- 
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cine,  the  fact  that  many  patients  who  come  to  the 
hospital  are  inoperable  and  come  only  after  all 
native  remedies  have  failed,  and  finally,  the  fact 
that  until  very  recently  prejudice  has  kept  the 
women  of  China  away  from  medical  and  surgical 
aid.  For  these  reasons  it  may  be  assumed  that  the 
statistics  of  the  next  few  years  will  differ  somewhat 
from  the  present  figures. 

The  cases  were  operated  upon  by  the  author  in 
Hoi  How  and  Kachek  and  by  members  of  the  staff 
of  the  Hoi  How  Hospital.  Lack  of  facilities  pre- 
vented microscopic  examination,  to  the  author's 
great  regret. 

This  brief  statistical  study  of  cancer  in  Hainan 
brings  out  the  following  points: 

1.  Cancer  in  Hainan  is  as  much  a  disease  of  the 
early  decades  of  life  as  of  the  later  decades,  and  for 
this  fact  no  reason  can  be  found. 

2.  Cancer  of  the  penis  and  glands  of  the  neck  is 
unusually  common.  For  the  former  an  old  primary 
sore  may  be  the  etiological  factor,  while  for  the 
latter  no  cause  is  known. 

3.  Cancer  of  the  exposed  surfaces  of  the  body  is 
very  common.  Inasmuch  as  in  most  cases  these 
people  wear  a  scanty  amount  of  clothing,  the  rays 
of  the  sun  may  be  a  contributing  factor.  It  is  more 
likely,  however,  that  the  causes  are  large  ulcers 
which  were  treated  in  the  native  fashion  and  the 
sores  resulting  from  counterirritation  as  practiced 
by  the  Chinese.  This  is  all  the  more  probable  in 
view  of  the  tendency  to  keloid  formation  and  the 
universal  infection  of  wounds. 

4.  Cancer  of  the  stomach  is  infrequent.  The 
absence  of  certain  virulent  streptococcic  infect^ions 
which  are  responsible  for  gastric  ulcer  may  have 
something  to  do  with  this  fact  or  it  may  be  that, 
as  in  cancer  of  the  uterus,  the  cases  are  not  seen 
by  the  surgeon. 

5.  Cancer  of  the  uterus  is  uncommon.  While 
these  cases  also  may  not  be  seen  by  the  physician, 
it  seems  rather  suggestive  that  virulent  infections 
of  the  female  generative  organs  are  likewise  infre- 
quent here.  G.  E.  Beilby. 

Robinson,  E.  P. :  Does  the  Cure  of  Cancer  Depend 
upon  the  Oxidation  of  the  Tissues?  Med. 
ReC,  1919,  xcvi,  Q. 

In  the  author's  opinion  the  cause  of  cancer  is  the 
presence  of  an  excess  of  sodium  in  the  cell  and  the 
cure  is  dependent  upon  the  removal  of  this  irritant, 
irrespective  of  the  means  employed.  His  belief  in 
this  theory  is  strengthened  by  the  results  obtained 
by  the  use  of  radium,  the  X-rays,  and  actinic  rays, 
as  well  as  by  his  own  success  with  the  administra- 
tion of  potassium  nitrate. 

The  reasons  for  attributing  the  cause  of  cancer  to 
an  excess  of  sodium  chloride  in  the  tissues  (given 
in  a  previous  article)  are  quoted.  The  excess  of 
sodium  chloride  is  ascribed  to  the  common  habit  of 
using  an  excess  of  table  salt  with  food.  In  another 
article  the  use  of  potassium  nitrate  in  cases  of  cancer 
was  recommended    on    the   assumption   that    the 


proper  equalization  of  potassium  and  sodium  con- 
stitutes health  and  that  their  displacement  is  inter- 
changeable. The  quantity  of  potassium  nitrate 
advised  was  '/ss  grain  dissolved  in  4  ounces  of  water 
and  given  every  four  hours. 

Cancer  is  viewed  as  an  exaggerated  phase  of  an 
original  inflammation  possessing  no  other  char- 
acteristics than  the  presence  of  atypical  cells  in  the 
inflamed  tissue;  in  other  words,  as  an  inflammation 
of  a  malignant  type. 

An  excess  of  sodium  results  in  incomplete  oxida- 
tion so  that  a  certain  amount  of  sodium  crowds  out 
the  potassium,  the  normal  element  of  the  cell.  Ex- 
pelling the  irritating  sodium  from  the  cell  sets  up 
local  inflammation.  Sodium  is  readily  oxidized  in 
the  presence  of  oxygen,  heat,  or  light.  The  good  re- 
sults reported  in  cancer  by  the  use  of  the  different 
forms  of  radium.  X-ray,  and  actinic  rays  are  as- 
cribed to  oxidation  of  the  sodium  which  the  irritated, 
overloaded  cells  are  unable  to  expel.  Oxidation 
appears  to  play  an  important  part,  if  not  the  entire 
role,  in  the  cure  of  cancer  by  the  use  of  rays.  The 
malignancy  of  cancerous  tissue  is  dependent  upon 
an  element  which  the  action  of  light  rays  in  any 
form  removes.  Potassium  nitrate  displaces  the  ex- 
cess of  sodium  from  the  inflamed  cell  and  hastens 
tissue  regeneration. 

A  study  of  changes  in  the  sodium  spectrum  of 
cancer  cells  exposed  to  sterilization  by  radiation  as 
compared  with  the  spectrum  of  untreated  tissues 
should  be  made  preferably  by  workers  proficient 
in  the  use  of  the  spectroscope.  Co-operation  of 
scientists  other  than  those  of  the  medical  profession 
is  also  desirable  in  cancer  research. 

W.  H.  Nadler. 

Proper,  M.  S.,  and    Simpson,  B.  T.:    Malignant 
Leiomyomata.  Surg.,  Gynec.b'Obst.,  i9i9,xxix,  39. 

At  the  pathological  laboratory  of  the  New 
York  State  Institute  for  the  Study  of  Malignant 
Disease  during  the  past  four  years  there  were  22 
malignant  leiomyomata  among  357  leiomyomata. 
The  authors  define  malignant  leiomyomata  as 
malignant  neoplasms  arising  from  mesoblastic  cells 
of  the  smooth-muscle  type.  Their  percentage  is 
high  because  specimens  of  suspicious  appearance 
are  sent  to  them  while  specimens  of  benign  tumors 
are  not. 

The  majority  of  these  neoplasms  occur  in  the 
body  of  the  uterus  and  most  of  them  arise  from 
pre-existing  fibroids  (16  out  of  22).  The  gross 
appearance  varies  with  the  stage  of  progress  of 
the  malignant  process.  When  found  at  the  center 
of  an  old  fibroid  the  area  may  present  a  grayish- 
white  to  reddish  appearance  and  is  soft  in  consist- 
ency. The  large,  ulcerating,  protruding  mass 
is  of  marrow-white  appearance  and  the  consistency 
of  brain  tissue.  It  resembles  carcinoma.  The 
histologic  aspect  varies  probably  with  the  rapidity 
of  growth  and  the  degree  of  malignancy.  Histolog- 
ically these  tumors  may  be  classified  into  three 
groups  according  to  their  variation  from  the  smooth- 
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muscle  type  of  cell:  (i)  those  resembling  very 
closely  the  leiomyomata;  (2)  those  having  a  short, 
plump,  spindle  shape  with  oval  nuclei;  and  (3)  those 
having  a  marked  variation  in  the  morphology  of  the 
cells. 

Pictures  and  minute  descriptions  are  given  of 
each.  Twenty-two  cases  are  reported  briefly.  All 
but  one  of  the  patients  were  married  women.  The 
ages  varied  from  32  to  72  years. 

The  authors  emphasize  the  warning  of  Geist 
that  the  treatment  of  fibroids  by  X-ray  or  radium 
is  dangerous  in  women  past  40  years  of  age  because 
if  malignant  change  has  taken  place  it  is  of  no 
avail  and  valuable  time  may  be  lost. 

The  conclusions  drawn  are  as  follows: 

1.  Malignant  leiomyomata  are  not  uncommon. 

2.  They  arise  most  frequently  from  pre-existing 
leiomyomata. 

3 .  The  three  histologic  types  into  which  malignant 
leiomyomata  may  be  divided  apparently  correspond 
to  their  degree  of  malignancy. 

4.  In  view  of  the  frequency  of  malignant  change, 
fibroids  should  be  removed  surgically  as  soon  as 
discovered.  C.  R.  Steinke. 

SERA,  VACCINES,  AND  FERMENTS 

Bouchet,  P.:  The  Results  Obtained  with  the 
Polyvalent  Serum  of  Leclainche  and  Valine 
in  the  Treatment  of  War  Wounds  (R6sultats 
obtenus  avec  le  s6rum  polyvalent  de  Leclainche  et 
Valine  dans  le  traitement  des  blessures  de  guerre). 
Bull.  Acad,  de  m6d.,  Par.,  1919,  Ixxxi,  556. 

Following  the  use  of  the  polyvalent  serum  of 
Leclainche  and  Vallee  in  420  cases,  traumatic 
shock  soon  subsided  and  operation  was  made 
possible.  On  the  following  day  the  wound  appeared 
healthy.  It  then  closed  rapidly  and  the  general 
condition  remained  good.  These  results  were  a  vast 
improvement  over  those  obtained  prior  to  the  use  of 
the  serum. 

As  a  general  principle  the  author  states  that 
if  the  serum  is  injected  within  six  hours  following 
the  injury,  gas  gangrene  does  not  develop.  In 
cases  in  which  it  has  already  developed  the  inocu- 
lation decreases  its  severity. 

The  author  has  used  the  serum  also  in  other 
conditions  beside  war  wounds.  He  has  obtained 
good  results  with  it  in  chronic  lymphangeitis, 
phlebitis,  erysipelas,  dermatitis  due  to  faulty 
cicatrization  of  wounds,  inflamed  varicose  ulcera- 
tions, and  actinomycosis.  Chronic  or  subacute 
infections  are  also  benefited  by  it. 

The  injection  is  made  subcutaneously  in  the 
upper  third  of  the  thigh.  As  a  rule  the  dose  used  is 
10  cubic  centimeters.  The  injection  should  be 
given  as  soon  after  the  injury  as  possible.  In  cases 
of  multiple  wounds  from  20  to  30  cubic  centimeters 
are  injected. 

In  severe  cases  and  when  gangrene  develops  the 
injection  is  renewed  after  two  or  three  days,  and 
sometimes  from  20  to  30  cubic  centimeters  have 


been  given  daily  with  very  good  results.  Not  the 
least  anaphylaxis  has  been  observed  even  after  the 
heaviest  dosage. 

The  polyvalent  serum  is  not  intended  to  take  the 
place  of  the  usual  surgical  treatment. 

The  employment  of  polyvalent  serum  in  civil 
practice  will  find  its  indications  in  cases  of  traumatic 
shock,  gangrene,  septicaemia,  and  the  infections  due 
to  industrial  accidents.  W.  A.  Brennan. 

BLOOD 

Baumann,  L.,  Hansmann,  G.  H.,  Davis,  A.  C,  and 
Stevens,  F.  A.:  The  Uric  Acid  Ck)ntent  of  the 
Blood  Compared  with  the  Renal  Dietary  Test. 
The  Bland  Diet  Compared  with  the  Ordinary 
Test  Diet.    Arch.  Int.  Med.,  1919,  xxiv,  70. 

On  the  basis  of  the  degree  of  abnormality,  the 
cases  reported  have  been  tabulated  in  three  groups. 
Those  showing  marked  abnormality  have  been 
omitted.  In  addition  to  the  laboratory  findings  the 
patients'  age,  the  diagnosis,  the  systolic  and  diastolic 
blood-pressures,  and  the  presence  of  cardiac  enlarge- 
ment, oedema,  albumin,  and  casts  have  been  con- 
sidered. The  following  norms  have  been  adopted 
for  the  dietary  tests  and  blood  analyses:  maximum 
specific  gravity,  18  or  higher;  variation  in  specific 
gravity,  9  or  more;  volume  of  the  night  urine,  400 
cubic  centimeters  or  less;  specific  gravity  of  the 
night  urine,  18  or  more;  urea-nitrogen  concentra- 
tion of  the  blood  0.020  gram  per  cent  or  less,  and 
uric  acid  concentration  of  the  blood,  0.0025  gram 
per  cent  or  less. 

The  tables  summarize  the  data  of  too  cases  of 
moderate  and  slight  abnormality  respectively.  All 
showed  renal  involvement  from  the  clinical  point  of 
view.  In  66  per  cent  there  was  abnormality  in  the 
dietary  test,  while  in  74  per  cent  uric  acid  in  the 
blood  was  increased. 

It  follows  from  these  facts  that  the  uric-acid  con- 
centration of  the  blood  is  a  delicate,  if  not  the  most 
delicate,  index  of  renal  function  at  our  disposal. 
The  individual  abnormalities  in  the  authors'  series 
were  as  follows:  26  as  regards  maximal  specific 
gravity,  49  as  regards  variability  of  specific  gravity, 
40  as  regards  volume  or  concentration .  of  the 
night  urine,  and  35  as  regards  the  urea-nitrogen 
content  of  the  blood.  An  abnormal  dietary  test  with 
normal  blood  findings  was  found  in  8  per  cent  of  the 
cases.  In  only  6  was  there  an  abnormally  high  urea 
with  a  normal  uric  acid  concentration.  The  figures 
obtained  indicate  that  400  cubic  centimeters  is  the 
upper  normal  limit  for  the  volume  of  the  night 
urine,  provided  the  patients  are  kept  in  bed  during 
the  test  period.  At  any  rate  the  authors  have  never 
found  more  when  there  was  no  reason  to  suspect 
renal  involvement. 

If  each  test  is  considered  as  a  whole,  the  figures 
indicate  that  the  results  are  similar  with  either  the 
bland  or  the  relatively  high  protein  and  salt  diets. 
Owing  tc  the  small  quantity  of  solids  which  it  con- 
tains, the  bland  diet  tends  to  lower  the  specific 
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gravity  of  the  night  urine.  As  would  be  expected, 
the  volume  of  the  night  urine  is  greater  in  cases 
with  fixation  of  specific  gravity  following  the  regular 
diet  than  following  the  use  of  the  bland  diet.  On 
the  whole,  it  appears  that  both  tests  may  be  used 
interchangeably.  The  advantages  of  the  bland  diet 
are  that  it  is  easily  prepared  and  may  be  used  \yhen 
a  high  protein  diet  is  undesirable  or  in  cases  of  diges- 
tive disturbance.  Max  Kahn. 

Crabtree,  E.  G. :  Blood -Transfusion  in  War  Surgery 
in  tlie  British  Army.  Boston  M.  b"  S.  J.,  1919, 
clxxxi,   60. 

Crabtree  reports  his  experience  in  blood-trans- 
fusion with  the  British  Army  beginning  in  1Q17  at 
which  time  it  was  necessary  to  establish  transfusion 
teams  for  the  treatment  of  patients  arriving  in  poor 
condition  in  order  to  obtain  a  safe  operating  margin. 

American  surgeons  instituted  the  procedure  of 
giving  several  hundred  to  1,000  cubic  centimeters 
of  blood  instead  of  from  500  to  600  cubic  centimeters 
and  demonstrated  that  the  paraffin-coated  tube 
method  was  a  more  rapid  and  efficient  means  than 
either  the  citrate  or  syringe  method. 

Transfusion  on  so  large  a  scale  as  that  in  the 
British  Army  during  191 8  has  yielded  facts  in  regard 
to  the  value  of  blood  and  of  the  comparative  value 
of  fresh  blood  and  fluids  intended  as  substitutes  for 
blood  which  will  be  of  value  in  the  treatment  of 
accident  cases  in  civil  life. 

In  severe  shattering  injuries  to  bone  where  fixation 
is  next  to  impossible,  early  operation  followed  by 
immediate  careful  treatment  of  shock  was  clearly 
more  profitable  than  awaiting  a  long,  slow  recovery 
which  was  precarious  throughout  its  course.  An 
hour's  heat  and  morphia  and  700  cubic  centimeters 
of  blood  almost  invariably  gave  a  safe  operation 
margin.  Five  hundred  cubic  centimeters  more  of 
blood  immediately  following  the  operation  restored 
the  patient  to  nearly  his  pre-operatiye  condition. 

The  intravenous  use  of  saline  was  unsatisfactory 
and  even  harmful.  Subpectoral  injections  were  also 
unsafe.  Slight  improvement  which  was  noted  im- 
mediately following  intravenous  saline  was  most 
often  followed  by  collapse  within  a  half  hour.  In 
severe  cases  of  gas  gangrene,  particularly  when 
there  is  vomiting,  bicarbonate  of  soda  in  glucose 
solution  has  proved  of  inestimable  value  when  given 
alone  or  with  transfused  blood. 

The  writer  advises  blood-transfusion  for  patients 
not  in  extreme  shock  but  arriving  in  poor  condition 
and  showing  little  improvement  after  a  half  hour 
of  rest,  heat,  fixation  and  morphia;  for  patients  in 
extreme  shock  when  early  operation  is  necessary  to 
save  life;  and  for  those  with  severe  wounds  but 
offering  a  safe  operation  margin  who  survive  opera- 
tion in  a  fair  condition,  but  who  often  fail  and  die 
the  second  or  third  day  with  the  onset  of  sepsis. 

Patients  who  are  anaemic  from  previous  loss  of 
blood,  amputations,  sepsis,  or  a  combination  of 
these,  who  have  open  wounds  which  will  require 
granulation  in  order  to  heal  show  marked  improve- 


ment in  their  general  condition  and  a  clearing  up  of 
the  local  wounds  on  transfusion  with  from  several 
to  eight  hundred  cubic  centimeters  of  fresh  blood. 

Experiences  of  this  war  have  given  further  proof 
that  transfusion  is  of  no  value  whatsoever  as  a 
curative  measure  in  septicaemia.     H.  A.  McKnight. 

Bernheim,  B.  M.:  Haemorrhage  and  Blood-Trans- 
fusion in  the  War.  J.  Am.  M.  Ass.,  1919,  Ixxiii, 
172. 

The  author  relates  his  experiences  in  the  treat- 
ment of  cases  of  severe  shock,  haemorrhage,  and 
anaemia,  by  infusions  of  gum  solution,  saline  solu- 
tion, and  blood.  Of  the  three,  the  blood  was  con- 
sidered by  far  the  most  valuable.  In  several  severe 
cases  of  infection  in  which  considerable  blood  had 
been  lost  very  marked  improvement  resulted  from 
blood-transfusion  which  in  many  instances  was  com- 
bined with  injections  of  saline  solution. 

L.  H.  Hills. 

Zingher,  A.:  Blood -Transfusion  as  a  Therapeutic 
Aid  in  Subacute  Sepis  Associated  with  War 
Injuries.    Mil.  Surgeon,  1919,  xlv,  75. 

The  purpose  of  Zingher 's  article  is  to  draw  atten- 
tion to  the  necessity  for  the  more  frequent  and 
extensive  use  of  small  and  repeated  blood-trans- 
fusions in  our  military  base  hospitals.  It  is  neces- 
sary only  to  go  through  a  series  of  wards  containing 
surgical  cases  to  realize  how  beneficial  such  trans- 
fusions would  be  for  these  pale,  septic-looking,  and 
emaciated  patients.  The  great  aid  which  is  so 
badly  needed  in  the  form  of  a  rich  supply  of  red 
blood-cells  and  blood-protein  is  frequently  with- 
held from  these  patients  partly  because  of  a  lack 
of  appreciation  of  the  value  of  blood-transfusion  in 
such  cases  and  partly  because  of  the  lack  of  cen- 
tralized special  responsibility  for  carrying  out  such 
transfusions. 

The  indications  for  blood-transfusion  are : 

1.  Extensive  suppurating  wounds  associated 
with  a  subacute  form  of  sepsis. 

2.  Compound  infected  fractures  associated  with 
a  subacute  form  of  sepsis. 

3.  Various  grades  of  anaemia  associated  with  a. 
subacute  form  of  sepsis. 

4.  Various  grades  of  emaciation  and  partial 
marasmus. 

5.  Before  and  after  severe  operations  as  an 
emergency  measure. 

While  in  the  forms  of  acute  infections  associated 
with  septicaemia,  blood-transfusion  has  not  shown 
any  extraordinary  results,  in  the  more  subacute 
forms  with  prolonged  and  extensive  suppuration 
the  effects  would  be  excellent. 

For  the  anaemias  the  transfusion  of  blood  is  cer- 
tainly indicated.  It  supplies  a  fresh  amount  of 
blood  and  also  stimulates  the  patient's  blood- 
forming  organs  to  continue  producing  an  increased 
number  of  red  blood-cells. 

For  cases  showing  extensive  grades  of  emaciation 
from    various    causes    transfusions    are    definitely 
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indicated.  Repeated  small  blood-transfusions,  by 
acting  as  a  new  stimulant  and  an  important  nutri- 
tive element,  will  be  certainly  beneficial  to  the  under- 
nourished and  devitalized  tissues. 

The  cases  requiring  blood-transfusion  as  an 
emergency  surgical  measure  are  self-evident.  Yet 
lives  are  often  sacrificed  by  failure  to  give  such 
transfusions  either  before  or,  more  often,  after  an 
extensive  shock-producing  operation. 

The  testing  of  donors  and  patients  for  blood- 
grouping  can  be  readily  and  conveniently  accom- 
plished by  the  method  of  Moss,  using  for  the  test 
a  serum  of  Group  II  and  a  serum  of  Group  III. 
These  test-sera  should  be  kept  in  sealed  glass  capil- 
laries so  as  to  have  them  in  convenient  form  for  im- 
mediate use.  A  drop  of  each  of  the  two  sera  should  be 
placed  on  a  clean  glass  slide  and  a  drop  of  blood  from 
the  finger  of  the  donor  or  patient  added  to  each.  When 
■no  agglutination  of  the  red  blood-cells  takes  place  the 
individual  belongs  to  Group  I.  When  agglutina- 
tion occurs  with  serum  of  Group  III,  and  not  with 
serum  of  Group  II,  he  belongs  to  Group  II,  while 
agglutination  with  serum  of  Group  II  and  not  with 
serum  of  Group  III  indicates  that  he  belongs  to 
Group  III.  Agglutination  with  both  sera  indicates 
that  the  individual  being  tested  belongs  to  Group 
IV. 

The  great  importance  of  the  subject  calls  for  the 
assignment  of  the  work  connected  with  blood- 
transfusions  to  a  specially  qualified  officer.  Such  an 
officer,  fully  acquainted  with  the  technical  details 
and  indications  for  transfusion,  should  be  available 
in  every  base  hospital  and  base  hospital  center,  and 
should  be  called  into  consultation  on  suitable  medi- 
cal and  surgical  cases  in  which  a  transfusion  is  in- 
dicated. In  a  general  way  he  would  be  able  to 
know  most  of  the  very  ill  patients  throughout  the 
wards  and  help  the  surgeons  in  the  selection  of  those 
requiring  transfusion. 

It  is  usually  conceded  that  for  nearly  all  pur- 
poses the  citrate  transfusion  is  the  simplest  and 
best.  The  amount  of  sodium  citrate  to  be  used  va- 
ries with  different  operators.  In  the  strength  of 
0..2  per  cent  of  sodium  citrate  in  the  final  mixture 
(i  part  of  2  per  cent  solution  of  sodium  citrate  and  9 
parts  of  blood)  the  blood  will  frequently  clot  at 
the  time  of  withdrawal  and  give  considerable  diffi- 
culty at  the  time  of  injection.  A  circular  from  the 
Surgeon-General's  Office  recommends  0.7  per  cent 
sodium  citrate.  More  than  four  years  ago  the 
author  advised  the  use  of  a  0.33  per  cent  citrate 
strength.  He  adds  to  each  cubic  centimeter  of  a 
10  per  cent  solution  of  sodium  citrate  30  cubic  cen- 
timeters of  blood.  The  greater  concentration  of 
the  original  citrate  solution  also  obviates  au  unnec- 
essary dilution  of  the  blood  to  be  injected. 

The  conclusions  drawn  are  as  follows: 

1,  Blood-transfusions  should  be  used  uiore  ex- 
tensively in  the  treatment  of  wounded  soldiers  in 
the  base  hospitals. 

2.  Officers  should  be  especially  assigned  to  this 
work  in  the  different  base  hospitals  and  ba  so  hospi- 


tal centers,  and  their  sole  duties  should  be  in  con- 
nection with  the  giving  of  transfusions,  consulta- 
tions on  surgical  and  medical  cases,  and  keeping 
track  of  suitable  donors, 

3.  One  of  the  special  indications  is  subacute 
sepsis  associated  with  extensive  suppuration  or 
infected  compound  fractures  and  with  anajmia  and 
emaciation  of  varying  grades.  This  treatment 
should  be  given  also  as  a  prophylactic  measure  in 
the  cases  of  enfeebled  patients  before  severe  opera- 
tions and  in  postoperative  surgical  shock  resulting 
from  extensive  loss  of  blood  during  an  operation. 

4.  Large  pockets  of  pus,  suppurating  joints,  or 
extensive  empyemata  must,  of  course,  be  freely 
incised  and  drained.  Blood-transfusion  will  not 
help  in  the  elimination  of  these  sources  of  continu- 
ous re-infection  unless  they  are  carefully  watched 
for  and  taken  care  of  as  they  arise.  Autopsies  often 
bring  such  complications  to  light. 

5.  The  amounts  of  blood  transfused  should  be 
moderate,  from  250  to  300  cubic  centimeters,  and 
repeated,  if  necessary,  every  seven  to  fourteen  days. 

6.  Systematic  efforts  should  be  made  to  discover 
patients  needing  transfusions  in  the  base  hospitals. 
Special  studies  should  be  made  and  careful  records 
kept  after  the  transfusions  so  that  as  soon  as  possible, 
tabulated  data  may  be  obtained  which  will  help  in 
indicating  more  definitely  the  value  of  blood- 
transfusion  in  cases  of  subacute  sepsis  associated 
with  extensive  wounds  and  fractures. 

G.  W.  HOCHREIN. 

Smith,  J.  F.:   Mesenteric  Embolism  and  Throm- 
bosis.  Wisconsin  M.  J.,  1919,  xviii,  i. 

The  three  cases  of  mesenteric  thrombosis  reported 
by  the  author  emphasize  the  statement  often  found 
in  literature  that  embolism  and  thrombosis  of  the 
mesenteric  vessels  is  the  most  rare  as  well  as  the 
most  serious  acute  abdominal  condition. 

Arterial  obstruction  is  due  to  embolic  plugging 
of  the  vessel,  thrombotic  obliteration,  or  a  combina- 
tion of  the  two.  Embolism  occurs  most  frequently 
in  the  upper  mesenteric  vessels.  Arterial  sclerosis 
forms  the  background  of  thrombosis. 

Venous  obstruction  is  more  complicated.  Two 
types  are  described:  the  descending  type  in  which 
the  process  begins  in  the  portal  vein  and  extends  to 
the  small  branches,  and  the  ascending  type  in  which 
it  has  its  origin  in  the  small  mesenteric  veins  and 
extends  upward,  finally  invading  the  larger  venous 
trunks. 

In  a  series  of  cases  collected  by  Jackson,  Porter, 
and  Quinby,  50  per  cent  of  all  the  patients  were 
between  the  ages  of  30  and  60.  The  foremost 
symptom  was  general  abdominal  pain,  which  was 
present  in  all  but  3  cases.  As  a  rule  there  were 
nausea  and  vomiting.  In  41  per  cent  of  the  cases 
the  stools  were  bloody.  In  70  per  cent  there  was 
abdominal  tenderness.  Distension  was  a  frequent 
sign. 

The  diagnosis  is  difficult  but  especially  in  cases 
of  cardiac  and  blood-vessel  conditions  favorable  to 
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the  development  of  embolism  or  thrombosis,  mesen- 
teric occlusion  should  be  suggested  by  acute  abdom- 
inal pain  with  tenderness,  the  vomiting  of  dark- 
colored  or  fa;cal  material,  and  bloody  stools. 

The  prognosis  is  extremely  bad.  The  treatment 
is  essentially  surgical,  although  according  to  some 
authors  the  operative  mortality  is  as  high  as  92 
per  cent. 

The  best  operation  is  resection.  Because  of  the 
doubtful  viability  of  the  adjacent  portions  of  the 
intestines  and  the  patient's  poor  general  condition, 
however,  resection  is  often  too  formidable  and  uncer- 
tain. Mickulicz  recommends  bringing  the  doubtful 
loop  outside  of  the  abdomen  and  stitching  it  into 
the  wound. 

The  author  agrees  with  Roswell  Park,  who  said: 
"In  the  presence  of  sudden  and  acute  symptoms, 
which  include  intense  abdominal  pain,  collapse,  and 
rigidity  of  the  abdominal  wall,  very  little  time  should 
be  wasted  in  speculation  as  to  the  cause  of  the 
lesion."  R.  B.  Bettman. 

BLOOD  AND  LYMPH  VESSELS 

Guthrie,    C.    C:     The    End-Results    of   Arterial 
Restitution  with  Devitalized  Tissue.    J.  Am. 

M.  Ass.i  1919,  Ixxiii,  186. 

The  author  presents  an  interesting  experiment 
in  which  the  common  carotid  artery  of  a  dog  was 
divided  and  a  segment  of  vena  cava  which  had  been 
preserved  in  formaldehyde  solution  for  sixty  days 
was  inserted.  The  implanted  tissue  was  treated  with 
ammonia  and  absolute  alcohol  and  impregnated 
with  petrolatum. 

Twenty-one  days  later  when  the  operative  area 
was  re-opened  the  blood  was  found  to  be  passing 
through  the  segment.  The  animal  died  a  natural 
death  approximately  fourteen  months  later.  At 
autopsy  the  artery  showed  an  enlargement  3.5  centi- 
meters long  and  2  centimeters  in  diameter  which 
was  fibrous  and  vascularized,  but  springy  and  patent. 

The  experiment  was  performed  with  the  intention 
of  demonstrating  that  foreign  devitalized  tissue 
may  be  used  in  vascular  restitution.  Such  tissue 
acts  as  a  bridge-work  over  which  new  tissue  may 
be  formed.  Similar  work  has  been  done  recently 
by  Nogeotte  and  Sencert.  L.  H.  Hills. 

SURGICAL  DIAGNOSIS,  PATHOLOGY,  AND 
THERAPEUTICS 

Bradburn,  W.  P. :  The  Treatment  of  Burns.   Inter- 
nal. J  .Surg.,  1919,  xxxii,  208. 

The  treatment  of  burns  is  not  yet  satisfactory. 
Although  it  is  usually  conceded  that  if  two-thirds 
of  the  body  area  is  burned,  the  patient  will  die,  yet 
death  occurs  often  in  cases  of  less  extensive  burns. 
This  is  due  to  shock  and  a  toxaemia  resulting  from 
altered  protein  metabolism  which  causes  gastro- 
intestinal disturbance.  Renal  involvement  is  com- 
mon and  delirium  and  convulsions  may  be  present 


although  many  who  have  been  burned  retain  their 
full  mental  faculties  to  the  end. 

Burns  may  be  classified  as  those  of  the  lesser 
type  which  heal  under  nearly  any  treatment,  and 
those  which  are  more  severe  and  very,  difficult  to 
manage. 

For  the  first  type  the  initial  dressing  may  consist 
of  anything  to  exclude  air,  such  as  various  oils — 
olive,  cottonseed,  carron,  etc. — but  preferably  wet 
dressings  of  boracic  acid,  bicarbonate  of  soda,  etc. 
The  bleb,  which  acts  as  a  protection  from  the  air, 
should  always  be  preserved  unless  infection  of  the 
contained  serum  should  occur,  when  it  should  be 
removed  as  a  whole  with  the  scissors.  A  good 
dressing  for  this  type  of  case  is  a  dram  each  of  boracic 
acid,  sodium  chloride,  and  sodium  bicarbonate  to  a 
pint  of  water  and  should  be  changed  not  oftener 
than  every  forty-eight  hours.  If  the  raw  surface  is 
exposed,  two  methods  may  be  used.  After  cleaning 
with  sodium  bicarbonate  solution  and  drying,  two 
layers  of  paraffin  with  cotton  between  them  and 
covered  by  a  dressing  may  be  applied,  or  the  "open- 
air  method"  may  be  used.  The  latter  is  described 
as  follows:  Twice  daily  the  burn  is  immersed  in  5 
per  cent  sodium  bicarbonate  for  from  one-half  to 
one  hour,  after  which  it  is  dried  and  dusted  with  a 
powder  containing  not  more  than  10  grains  of 
chlorotone  with  compound  stearate  of  zinc.  The 
chlorotone  is  analgesic  and  in  large  doses  also  so- 
porific. 

When  granulations  have  formed,  strapping  with 
adhesive  is  highly  recommended.  This  should  be 
done  in  such  a  way  as  to  draw  the  edges  of  the  burned 
area  together  and  should  be  repeated  in  forty-eight 
hours. 

The  more  severe  burns  have  two  critical  stages, 
that  of  shock  and  initial  toxaemia  occurring  in  the 
first  forty-eight  hours,  and  that  of  sloughing  after 
an  interval  of  forty-eight  to  seventy-two  hours.  To 
alleviate  the  pain  and  shock  large  doses  of  mor- 
phine may  be  given,  yi,  grain  repeated  in  a  half 
hour  or,  if  the  patient  is  in  great  agony,  yi  grain 
at  once.  The  patient  should  then  be  placed  in 
bed  and  warmed,  and  proctoclysis  instituted,  6 
ounces  of  black  coffee  being  used  per  quart  of  5 
per  cent  sodium  bicarbonate  and  glucose  solution 
every  three  to  four  hours.  Hypodermoclysis  or 
intravenous  infusion  may  be  substituted  in  case  of 
diarrhoea.  Warmth,  a  cradle  to  support  the  bed 
clothing,  and  chlorotone  alleviate  the  suffering. 

When  the  shock  has  been  overcome,  the  burn 
may  be  treated  by  various  applications  but  hydro- 
therapy is  recommended.  The  patient  is  suspended 
on  a  sheet  in  the  tub  with  the  water  at  100  to  105 
degrees  Fahrenheit  and  sodium  bicarbonate  is 
again  added.  At  night  he  is  placed  upon  an  air  or 
water  mattress  and  dusted  with  compound  stearate 
of  zinc  containing  chlorotone  if  need  be. 

When  the  danger  of  septicaemia  is  passed  any  of 
the  methods  used  for  treating  burns  of  the  less 
severe  type  may  be  used,  and  skin  grafting  or  plastic 
operations  employed  as  indicated.    M.  H.  Hobart. 
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Lon^,  H.  F. :  Burns  and  Their  Treatment.  Internal. 
J.  Surg.,  igig,  xxxii,  217. 

Burns  are  the  destruction  of  tissue  by  any  form 
•of  heat  and  most  commonly  are  produced  by  hot 
water,  oil,  tar,  or  steam.  Other  agents  are  hot 
metals,  explosives,  electric  contact,  and  clothing 
which  has  caught  fire.  The  usual  classification  of 
•burns  according  to  their  degree  is  not  necessary  for 
treatment  as  they  are  all  handled  alike. 

The  chief  symptoms  are  pain,  which  is  most 
severe  in  scalds  and  least  severe  in  burns  from  an 
electric  current,  and  shock  which  varies  with  the 
individual,  being  worst  in  children  with  extensive 
deep  burns.  Locally  there  may  be  only  the  faint 
blush  of  sunburn  or  actual  charring.  Nephritis, 
gastroduodenitis,  and  pneumonia  are  the  common 
complications. 

Burns  are  clean  wounds  of  which  the  pathology 
and  healing  process  should  be  thoroughly  under- 
stood in  order  to  treat  the  condition  intelligently. 
When  the  cells  have  been  destroyed  by  heat,  their 
place  is  taken  in  the  healing  process  by  the  regenera- 
tion of  the  remaining  cells  by  mytosis.  These  cells 
grow  in  from  the  edge  of  the  wound  and  also  from 
isolated  cells  about  sweat  glands  or  those  which 
have  escaped  unharmed.  As  they  are  only  one 
layer  deep  when  newly  formed  they  are  easily 
detached  by  a  dressing  such  as  gauze,  or  macerated 
and  destroyed  by  the  use  of  grease  or  oil. 

According  to  the  author  the  best  method  of  treat- 
ing burns  is  to  strip  the  patient,  put  him  to  bed  in  a 
room  the  temperature  of  which  is  maintained  at 
90  degrees  F.,  and  dust  the  lesion  with  a  powder 
such  as  stearate  of  zinc.  No  dressings  or  bed  cloth- 
ing should  be  used.  Morphia  should  be  prescnibed 
for  pain,  and  treatment  given  for  shock  if  neces- 
sary. Dry  scabs  should  be  removed  as  soon  as  they 
begin  to  loosen  up  in  order  to  prevent  the  formation 
of  pus. 

The  article  is  summarized  as  follows:  (i)  a  burn 
is  not  an  infected  wound;  (2)  no  dressing  should 
be  used;  (3)  scar  tissue  is  not  a  sequel  of  the  treat- 
ment recommended;  (4)  treatment  is  best  carried 
out  in  a  hospital;  and  (5)  cases  usually  requiring 
three  to  six  months  for  cure  will  heal  when  treated 
in  the  manner  described  in  from  two  to  three  weeks. 

M.  H.  HOBART. 

McDonald,  A.  L.:  The  Treatment  of  Bums.  Ann- 
Surg.,  1919,  Ixix,  312. 

The  author  had  an  opportunity  to  treat  31  cases 
of  extensive  burns  following  the  forest  fires  of 
October  12,  1 9 1 8 .  From  this  experience  he  concludes 
that  dressing  the  burn  with  gauze  soaked  in  10  per 
cent  sodium  bicarbonate  solution  and  moistened  every 
hour  or  two  is  the  most  simple  first-aid  treatment 
and  gives  the  greatest  comfort.  Morphine  should 
be  prescribed  to  give  rest  but  must  be  administered 
with  care  as  often  severe  reaction  and  depres- 
sion follow  its  use.  The  treatment  of  shock  with 
posture,  heat,  hot  drinks  and  stimulants  may  be 
necessary. 


Paraflin  is  preferable  to  gauze  with  oily  dressings 
and  should  be  substituted  as  soon  as  possible.  The 
author  used  it  within  thirty-six  hours.  This  method 
should  be  quite  painless.  Dichloramine-T  in  oil 
causes  pain  and  is  of  doubtful  value.  If  there  is 
extensive  sloughing,  wet  dressings  should  be 
applied. 

The  use  of  adhesive  strapping  over  the  raw  sur- 
face is  highly  satisfactory  and  simplifies  the  later 
treatment  since  the  dressings  may  be  extended  to 
two  or  three  days.  If  adhesive  is  applied  skin 
grafting  will  rarely  be  necessary,  Gatewood. 

Black,  H.  R. :  The  Management  of  Bums.  Inlerr.at. 
J.  Surg.,  1919,  xxxii,  218. 

More  deformities  result  in  civil  life  from  the  mis- 
management of  Colles'  fracture,  Pott's  fracture, 
burns  of  the  second,  third,  and  fourth  degree,  and 
fractures  about  the  elbow-joint  than  from  all  other 
injuries  combined.  In  railroad  surgery  compound 
comminuted  fractures,  extensive  burns,  and  crush- 
ing injuries  give  the  greatest  number  of  resulting 
deformities. 

Burns  should  be  treated  with  the  idea  of  prevent- 
ing and  minimizing  contractures  and  resulting  de- 
formities. Those  of  the  first  degree  need  not  be  con- 
sidered. Many  severe  burns  when  seen  early  may 
be  treated  with  an  application  of  soda  paste,  a  i  per 
cent  solution  of  picric  acid,  or  an  oil  dressing,  to- 
gether with  an  anodyne  for  comfort.  Many  other 
agents  may  also  be  used,  but  care  should  be  taken 
to  avoid  systemic  medicinal  poisoning,  especially  by 
boric  acid,  alcohol,  picric  acid,  and  iodoform  applied 
to  extensive  raw  surfaces  and  used  in  the  treatment 
of  children.  Open-air  treatment  is  not  recommended 
because  of  the  danger  of  infection.  The  formation  of 
crusts  tends  to  delay  healing. 

During  the  period  of  sloughing  the  wound  should 
be  kept  clean  in  order  that  the  amount  of  pus  will 
be  decreased,  the  parts  softened,  the  absorption 
minimized,  the  temperature  lessened,  the  repair 
hastened,  and  the  patient  made  more  comfortable. 
This  can  be  done  by  the  application  of  a  25  per 
cent  solution  of  peroxide  of  hydrogen  followed  by 
saline  irrigation. 

The  stage  of  repair  is  shortened  by  the  use  of 
autogenous  skin  grafts  which  should  be  applied 
immediately  after  the  sloughing  has  occurred  as 
delay  allows  the  formation  of  granulation  tissue 
which  lessens  the  viability  of  the  graft.  Thiersch's 
method  of  grafting  is  recommended.  The  skin 
should  be  cleansed  with  tincture  of  green  soap  and 
water  and  alcohol,  and  a  dry  dressing  should  be 
applied  the  afternoon  or  evening  preceding  the 
operation.  Rough  edges  and  granulating  tissue 
should  be  removed,  bleeding  controlled  with  hot 
compresses,  and  the  grafts  which  should  be  obtained 
by  using  a  flat  razor,  covered  with  guttapercha 
tissue  and  a  dry  dressing.  Never  remove  a  graft 
even  if  it  appears  not  to  be  taking,  as  a  part  of  it 
may  live. 

If  for  any  reason  a  graft  cannot  be  used  the  wound 
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may  be  completely  covered  with  inch-wide  adhesive 
strips.  The  mechanical  effect  flattens  granulations, 
acts  as  a  low-grade  irritant,  and  retains  the  heat 
and  moisture.  No  solutions  should  be  used.  Large 
burns  may  be  treated  in  this  way. 

Care  should  be  taken,  especially  in  burns  of  the 
hands,  fingers,  flexor  surfaces  of  the  elbows,  knees, 
and  axillae,  to  keep  the  part  in  extended  position  to 
prevent  contracture  deformities. 

Severe  burns  of  the  neck  are  dressed  in  the  over- 
corrected  position  with  the  face  turned  away  from 
the  affected  shoulder  and  chin  as  far  from  the  ster- 
num as  possible,  and  held  there  by  a  plaster  collar 
from  two  to  four  months  after  the  wound  has 
healed.  M.  H.  Hobart. 

Bohmanson,  G. :  On  the  Diagnosis  and  Therapy  of 
Bone  Typhoid.    Ann.  Surg.,  1919,  Ixix,  245. 

The  author  reports  a  case  of  multiple  typhoid 
osteomyelitic  foci  occurring  in  a  girl  18  years  old 
who  gave  no  history  of  typhoid.  With  the  exception 
of  measles,  she  had  never  had  any  illness  up  to  the 
time  trouble  developed  in  the  right  hip-joint.  Some 
months  later  a  lesion  appeared  in  the  left  clavicle 
which  finally  discharged  and  remained  open  for 
about  a  year.  Six  months  after  this  had  healed  a 
large  fluctuating  mass  developed  in  the  right  ghiteal 
region.  On  the  assumption  that  this  lesion  was 
tuberculous  it  was  opened  with  a  trocar,  drained, 
and  injected  with  iodoform-glycerin  emulsion.  At 
this  time  the  blood-serum  would  not  agglutinate 
either  typhoid  or  paratyphoid  bacilli.  The  Wasser- 
mann  reaction  was  negative. 

Finally  an  incision  was  made  over  the  clavicle 
and  a  peculiarly  disintegrated  bone  focus  was  dis- 
sected out.  Bacteriological  examination  of  the  mate- 
rial thus  obtained  revealed  a  typhoid-like  bacillus 
in  pure  culture.  Its  strongest  agglutination  was 
with  serum  from  typhoid  patients.  Accordingly,  a 
vaccine  was  prepared  and  given  in  increasing  doses. 
As  the  virulence  of  the  organism  was  very  low, 
however,  other  vaccines  were  made  after  the  strain 
was  passed  through  five  guinea  pigs  to  increase  its 
virulence.  Under  this  treatment  the  patient  im- 
proved very  rapidly. 

While  the  author  has  had  only  one  case  of  this 
kind,  the  results  he  obtained  from  autogenous 
therapy  were  very  encouraging,  and  further  experi- 
mentation along  this  line  seems  justifiable.  He 
believes  that  multiple  foci  occur  in  bones  as  the 
result  of  typhoid  infection  more  often  than  is  shown 
by  statistics. 

The  condition  described  may  develop  when  there 
is  no  history  of  typhoid  and  even  a  positive  Widal 
reaction  is  not  essential.  In  cases  of  isolated  foci 
the  patient  should  be  subjected  to  a  systematic 
X-ray  examination  as  secondary  foci  are  frequently 
overlooked.  The  diagnosis  can  be  made  with  cer- 
tainty only  by  bacteriological  examination.  Radio- 
graphs show  nothing  specific.  The  foci  are  usually 
readily  accessible  and  should  have  the  benefit  of 
operative  treatment.  Gatewood, 
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ANATOMY 

Scammon,  R.  E. :  Some  Graphs  and  Tables  Illus- 
trating the  Growth  of  the  Human  Stomach. 

Am.  J.  Dis.  Child.,  1919,  xvii,  395. 

This  article  is  based  on  more  than  1,400  deter- 
minations of  the  net  weight  of  the  stomach  the 
earliest  of  which  were  made  in  the  latter  part  of  the 
third  month  of  foetal  life  when  it  weighs  0.125  gram. 
The  weight  is  tripled  in  the  fourth  month  and  more 
than  quadrupled  in  the  fifth  month.  In  the  sixth 
month  of  foetal  life  it  is  i  gram  and  at  term  approxi- 
mately 6.5  grams.  During  the  early  part  of  prenatal 
life  the  stomach  approximately  doubles  its  weight 
each  month  and  during  the  last  third  increases  it  by 
40  per  cent.  At  term  its  weight  makes  up  0.2  of 
I  per  cent  of  the  body-weight. 

In  postnatal  life  most  of  the  large  organs  increase  in 
weight  approximately  1 2  times  until  early  maturity. 
In  the  same  period  the  weight  of  the  stomach  in- 
creases about  24  times.  Its  most  rapid  growth  is 
in  the  first  trimester  after  birth.  The  stomach  of 
the  adult  weighs  154.5  grams. 

The  data  on  the  growth  of  the  internal  surface  area 
of  the  stomach  are  limited. 

The  results  of  investigations  of  the  cubic  contents 
of  the  stomach  at  various  ages  and  its  anatomic 
capacity  are  also  reported  in  detail.    I.  E.  Bishkow. 

Kawamura,  K.:  Studies  on  Organ  Transplanta- 
tion. I.  Transplantation  of  the  Thyroid 
Gland  with  Intact  Blood -Supply.  /.  Exper. 
Med.,  1919,  XXX,  45. 

The  author  mentions  two  methods  of  free  grafting 
of  a  gland:  the  transplantation  of  pieces  of  tissue 
and  the  transplantation  of  the  whole  organ  with 
anastomosis  of  its  blood-vessels  to  those  of  the  same 
person  or  another  person.  In  1892  von  Eiselsberg 
transplanted  the  thyroid  gland  in  a  cat.  Half  of  the 
gland  was  removed  and  transplanted  into  the 
abdominal  wall.  Several  weeks  later  the  other  half 
of  the  gland  was  extirpated.  The  animal  remained  in 
good  condition  but  died  when  the  transplanted 
thyroid  was  removed.  Since  that  time  many 
instances  of  thyroid  grafting,  both  experimental  and 
clinical,  have  been  reported,  and  it  has  been  shown 
that  thyroid  grafts  in  animals  take  and  functionate. 

Kawamura  performed  all  of  his  experiments  on 
dogs.  Since  the  relation  of  the  thyroid  to  its  vessels 
in  the  dog  is  different  from  that  in  man,  he  describes 
this  difference  before  describing  his  technique  of 
transplantation.  In  a  dog  the  glands  are  spindle- 
shaped,  situated  beside  and  beneath  the  larynx, 
usually  separated  from  each  other,  and  more  or  less 
covered  with  muscle.  The  dog,  especially  the  bulldog, 
has  a  relatively  large  thyroid  which  is  not  always 
proportional  to  the  animal's  size;  a  small  dog  may 
have  remarkably  large  glands  due  to  the  develop- 
ment of  a  so-called  coUoid  goiter. 

The  arterial  blood  reaches  the  gland  mainly 
through  the  superior  thyroid  artery  which  arises 
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from  the  common  carotid  and  enters  the  gland  at 
its  upper  pole  after  an  upward  convex  curve.  As  the 
inferior  thyroid  artery  is  very  small,  it  may  usually 
be  ignored  in  the  transplantation  of  the  thyroid. 
The  venous  blood  flows  out  through  two  veins,  the 
superior  and  inferior  thyroid  veins.  The  superior 
thyroid  vein  leaves  the  upper  pole  of  the  gland  and 
empties  into  the  internal  jugular  vein,  while  the 
inferior  thyroid  vein,  consisting  of  two  stems,  opens 
into  the  same  vein  further  down.  The  diameter  of 
the  superior  thyroid  artery  and  thyroid  veins  is 
scarcely  greater  than  1.5  to  2.5  millimeters.  It  is, 
therefore,  almost  impossible  to  anastomose  these 
vessels. 

In  the  experiments  reported  the  thyroid  gland  was 
dissected  from  the  surrounding  tissue,  the  superior 
thyroid  artery  and  superior  and  inferior  thyroid 
veins  being  left  intact.  In  most  instances  the  gland 
was  extirpated  with  a  portion  of  the  internal  jugular 
vein  and  a  segment  of  the  common  carotid  artery, 
connecting  the  thyroid  veins  and  the  superior 
thyroid  artery  respectively.  The  gland  was  imme- 
diately wrapped  in  a  sponge  saturated  with  warm 
salt  solution.  After  a  few  minutes  it  was  trans- 
planted to  the  other  side  of  the  neck  of  the  same 
dog  or  into  the  neck  of  another  dog  whose  thyroid 
had  been  previously  removed.  The  segment  of  com- 
mon carotid  was  inserted  in  the  place  of  the  other 
below  the  point  of  outlet  of  the  thyroid  artery.  The 
peripheral  end  of  the  internal  jugular  vein  was 
united  to  the  central  end  of  the  internal  or  external 
jugular  vein  of  the  recipient  by  end-to-end  anas- 
tomosis. 

In  two  animals  the  peripheral  end  of  the  internal 
jugular  vein  was  united  to  the  wall  of  the  external 
jugular  vein  (end  to  side).  Moreover,  in  two  cases, 
after  resection  of  half  of  the  spleen,  the  thyroid  was 
transplanted  to  the  splenic  vessels  of  the  same  animal. 
In  these  instances  the  superior  thyroid  artery  was 
sutured  Lo  the  splenic  artery  and  the  internal  jugular 
vein  to  the  splenic  vein  by  end-to-end  anastomosis. 
The  time  required  for  the  extirpation  of  the  gland  and 
its  complete  transplantation  was  usually  from  one 
to  two  hours.  The  clamp  on  the  veins  was  removed 
first  and  then  that  on  the  artery.  As  soon  as  the 
clamps  were  unfastened  the  gland  became  normal 
in  color  but  it  was  somewhat  distended.  Several 
days  after  the  operation  the  wounds  were  opened 
and  the  condition  of  the  transplanted  thyroid  gland 
examined.  As  a  rule  if  the  gland  appeared  normal 
the  other  intact  thyroid  was  fixed  in  10  per  cent 
formaldehyde  for  microscopic  examination. 

After  making  these  experiments  the  writer  draws 
the  following  conclusions: 

The  experiments  on  dogs  showed  that  the  thyroid 
gland  which  was  autoplastically  transplanted  by 
means  of  various  methods  of  blood-vessel  anastomosis 
could  live  in  good  condition  and  functionate  favor- 
ably several  months  after  the  operation,  even  after 
the  interruption  of  the  circulation  for  one  and  one-half 
hours.  They  further  showed  that  the  circulation 
through  the  transplanted  blood-vessels  as  well  as 


glands  was  as  good  as  normal  and  that  permanent 
successful  results  of  the  homoplastic  transplantation 
of  the  gland  are  as  yet  not  possible.   G.  E.  Beilby. 

Kawamura,  K.:  Studies  on  Orjtan  Transplanta- 
tion. II.  Transplantation  of  the  Spleen  with 
Intact  Blood -Supply.  J. Exper.  Med. ,igig,xxx, 6$. 

During  the  last  fifteen  years  organ  transplanta- 
tion has  been  studied  extensively  with  especial 
reference  to  practical  therapeutics  and  the  biological 
possibility  of  regeneration  of  transplanted  tissues. 

Failure  in  the  transplantation  of  pieces  of  the 
organ,  however,  is  partly  attributable  to  insufficienit 
blood-supply  in  consequence  of  which  the  grafts  are 
gradually  absorbed.  Moreover,  it  should  be  taken 
into  consideration  that  small  pieces,  although 
successfully  transplanted,  are  not  always  sufficient 
for  the  function.  Transplantation  of  the  entire 
organ  by  anastomosis  of  its  blood-vessels  to  suitable 
parts  of  the  circulatory  system  can  yield  suflScient 
nutrition  and  probably  function  also. 

A  series  of  experiments  was  performed  on  dogs. 
The  artery  and  vein  from  the  spleen  to  the  gastro- 
splenic  vessels  have  usually  two  trunks.  One 
pair  enters  the  spleen  in  its  lesser  (left)  end  and 
another  almost  in  the  middle.  Mattress  sutures 
having  been  applied  transversely  to  the  spleen  in  the 
experiments  reported,  it  was  divided  into  two  parts 
corresponding  to  the  stream  district  of  t^ese  large 
branches.  The  half  of  the  spleen  which  is  nourished 
by  the  larger  branches  was  used  for  the  transplanta- 
tion. The  splenic  artery,  vein,  and  nerves  were 
dissected  and  divided  and  Crile  clamps  applied. 
The  caliber  of  the  artery  w-as  hardly  i .  5  millimeters 
in  diameter.  The  spleen  was  then  removed  and 
wrapped  in  a  salt  sponge.  After  a  few  minutes  it 
was  replaced  into  the  abdominal  cavity  and  its 
vessels  were  united  as  before,  by  end-to-end  anasto- 
mosis. 

In  another  case  an  attempt  was  made  to  trans- 
plant the  spleen  into  the  neck.  After  the  thyroid 
was  removed  the  peripheral  end  of  the  splenic 
artery  was  united  to  the  central  end  of  the  sup- 
erior thyroid  artery  and  the  peripheral  end  of  the 
splenic  vein  to  the  central  end  of  the  external 
jugular  vein.  In  another  case  the  spleen  was 
transplanted  into  the  renal  vessels  after  nephrecto- 
my. 

Most  of  the  experiments  were  performed  auto- 
plastically, but  in  one  instance  the  spleen  from  one 
animal  was  transplanted  to  another.  The  ar- 
terial suture  was  always  difl&cult,  due  to  the  small 
caliber  of  the  vessel.  As  soon  as  the  clamps  were 
unfastened,  the  bluish-red  collapsed  spleen  became 
very  red  and  its  volume  was  increased.  The  cir- 
culation in  the  spleen  was  re-established  between 
one  and  two  hours  after  its  extirpation.  The 
dissected  omentum  was  reunited  and  in  a  few  cases 
the  nerves  also  were  sutured.  Several  days  after 
the  operation  the  condition  of  the  transplanted 
spleen  was  ascertained  by  laparotomy.  When  the 
transplantation  was  successful,  the  other  intact  half 
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of  the  spleen  was  removed  and  immersed  in  a  jar 
filled  with  lo  per  cent  formaldehyde  solution  for 
microscopic  examination  and  the  animal  was 
observed  further. 

The  results  of  the  experiments  immediately  after 
operation  were  in  all  cases  satisfactory.  In  spite  of 
the  interruption  of  the  circulation  from  one  to  two 
hours  after  extirpation,  the  immediate  circulation 
of  blood  through  the  transplanted  spleen  and 
blood-vessels  was  favorable  but  most  of  the  spleen 
became  necrotic  or  was  entirely  absorbed.  The 
cause  of  this  was  the  obstruction  in  the  transplanted 
vessels,  due  to  thrombosis.  It  is  probably  difficult  to 
obtain  good  results  by  using  so  small  a  vessel  as  a 
branch  of  the  splenic  artery.  Carrel  has  noted  that 
a  small  vessel  cannot  be  sutured  with  much  chance 
of  success.     All  of  Luedke's  experiments  failed. 

Regardless  of  these  difficulties,  the  successful 
case  showed  that  such  a  highly  differentiated,  com- 
plicated organ  as  the  spleen  can  be  transplanted  en 
masse,  that  it  can  keep  permanently  its  normal 
structure,  and  probably  also  can  functionate 
normally.  In  this  instance  the  difference  between  the 
central  and  peripheral  parts  of  the  grafts,  as  Manley 
and  Marine  discovered  by  piecemeal  transplanta- 
tion, was  not  visible.  This  is  scarcely  to  be  ex- 
pected because  in  transplanting  by  blood-vessel 
sutures  the  nourishment  of  the  transplant  is  main- 
tained throughout. 

In  view  of  the  fact  that  the  spleen  can  survive 
even  if  the  nerves  are  not  united,  the  experiment 
demonstrated  that  nerves  are  not  essential  for  the 
maintenance  of  grafts. 

The  neck,  probably  also  the  inguinal  furrow,  is  not 
a  favorable  site  for  the  experimental  transplantation 
of  the  spleen  by  blood-vessel  suture  because  after 
the  suture  of  the  fascia  and  skin  the  more  or  less 
distended  spleen  is  compressed  and  consequently 
disturbances  of  the  circulation  through  the  graft 
may  occur. 

Seven  autoplastic  transplantations  and  one 
homoplastic  transplantation  of  the  spleen  of  dogs 
were  made.  One  autotransplantation  was  successful, 
the  gland  being  .normal  at  the  end  of  eighty-eight 
days.  G.  E.  Beilby. 

Woglom,  W.  H. :  The  Size  of  the  Spleen  in  Immune 
Mice.  J.  Cancer  Research,  igig,  iv,  281. 

It  has  been  asserted  in  recent  years  by  not  a  few 
authors  that  the  spleen  is  enlarged  in  mice  which 
have  or  are  immune  to  propagable  tumors.  More- 
over, it  has  been  implied,  if  not  actually  stated,  that 
the  hypertrophy  is  an  expression  of  the  important 
part  taken  by  this  organ  in  the  elaboration  of  pro- 
tective substances  of  all  kinds.  This  involves  the 
subsidiary  assumption  that  immunity  to  trans- 
plantable new  growths  is  due  to  some  sort  of  anti- 
body, though  it  is  admitted  that  no  evidence  of  the 
presence  of  any  antibody  similar  to  those  active 
against  the  various  bacteria  has  yet  been  offered. 

The  paper  is  concluded  with  the  following  brief 
summary : 


While  it  is  not  denied  that  the  spleen  is  concerned 
in  bringing  about  immunity  to  propagable  ne- 
oplasms, there  is  no  evidence  to  show  that  the 
refractory  state  in  mice  is  regularly  accompanied 
by  any  enlargement  of  this  organ  appreciable  to 
measurement.  Some  immune  mice  have  enlarged 
spleens  and  some  have  not;  some  animals  with 
progressively  growing  tumors  have  enlarged  spleens 
and  some  have  not.  And  the  existence  of  other 
causes  of  splenic  hypertrophy,  such  as  mouse 
typhoid,  transfers  the  burden  of  proof  to  those  who 
assert  that  splenic  hypertrophy  is  referable  to 
immunity.  G.  E.  Beilby. 

Fischer,  A.:  Multiple  Tumors  of  the  Mouse 
Mamma:  Are  They  Independent  or  Meta- 
static? /.  Cancer  Research,  1919,  iv,  325. 

Malignant  neoplasms  in  man  begin,  as  a  rule,  as 
single  tumors,  and  the  multiple  growths  which 
appear  later  are,  as  is  well  known,  due  to  secondary 
spreading  from  this  primary  focus.  However, 
multiple  primary  tumors  are  now  and  then  to  be 
met  with  and  in  the  articles  of  Harbitz,  Tanberg, 
de  Besche,  and  Wolff,  large  series  of  such  cases 
have  been  collected  and  discussed. 

Harbitz  arranges  such  multiple  tumors  in  four 
groups:  (i)  tumors  of  the  same  nature  and  in  the 
same  organic  system;  (2)  tumors  of  the  same  nature 
but  in  different  organs;  (3)  tumors  of  different  na- 
ture and  in  different  organs;  and  (4)  the  car- 
cinosarcomata. 

Most  of  these  tumors  showing  primary  multiplic- 
ity are  benign.  In  man  the  genuine  malignant  tu- 
mors are  less  often  primarily  multiple. 

When  all  is  considered,  therefore,  it  appears 
probable  that  the  multiple  tumors  of  mice  are 
independent  and  not  metastatic  growths,  though 
no  direct  proof  has  been  produced.  As  the  point  is 
of  considerable  interest,  and  our  knowledge  of  the 
anatomical  conditions  upon  which  the  question  is 
based  is  defective,  an  attempt  was  made  to  examine 
these  conditions  somewhat  more  closely.  The 
method  employed  was  the  injection  of  insoluble 
particles  into  the  mammae  and  a  study  of  their 
transportation  and  deposition,  it  being  assumed 
that  in  all  likelihood  tumor  cells  would  follow  the 
same  path. 

The  technique  was  as  follows:  India  ink  was 
injected  into  the  mammae  through  the  nipple  by 
means  of  a  small  syringe  with  a  very  fine  needle. 
The  quantity  injected  was  about  o.i  cubic  centi- 
meter. Female  mice  which  had  developed  spontane- 
ous tumors  in  one  or  more  mammae  were  used  for  the 
experiments.  In  some  of  the  animals  the  injection 
was  made  into  one  of  the  still  normal  mamms,  in 
others  into  the  tumor  itself.  By  preference  the  ink 
was  introduced  into  the  inguinal  mammae  into  which 
the  injections  could  be  made  more  easily. 

The  results  were  as  follows: 

I.  When  India  ink  was  injected  into  the  normal 
mammary  gland,  it  always  appeared  in  the  regional 
lymph-nodes.    At  first  the  periphery,  and  later  the 
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entire  node,  was  of  a  more  or  less  intense  black 
color. 

2.  In  the  next  stage  the  course  of  the  India  ink 
could  be  followed  to  the  central  nodes  and  on  to 
other  lymph-nodes  on  the  same  side.  In  some  cases 
it  was  observed  also  in  nodes  on  the  opposite  side. 

3.  No  ink  was  found  in  another  mammary  gland. 

4.  When  India  ink  was  injected  into  mammary 
tumors,  the  results  were  the  same  except  that  trans- 
portation took  place  much  more  rapidly,  both  to 
the  regional  nodes  and  to  those  lying  above  and 
below  them.  In  these  cases,  also,  the  ink  was  never 
transported  to  other  mammaj. 

The  conclusion  may  be  drawn  that  small  solid 
particles,  like  those  of  India  ink,  travel  from  the 
mammae  through  the  lymph-channels  to  the  regional 
nodes,  and  then  on  to  more  distant  lymph-nodes, 
as  they  do  in  man.  Direct  transport  from  one 
mammary  gland  to  another,  such  as  might  permit 
the  assumption  that  the  multiple  tumors  .  are  of 
metastatic  origin,  was  not  observed.  G.  E.  Beilby. 

Kligler,  I.  J.:    Growth  Accessory  Substances  for 
Pathogenic  Bacteria  in  Animal  Tissues.    /. 

Exper.  Med.,  1919,  xxx,  31. 

The  subject  of  vitamines  has  of  late  occupied  the 
attention  of  the  biologist  and  biological  chemist. 
The  nature  of  these  substances  is  still  a  matter  of 
speculation,  but  the  majority  of  workers  accept  the 
distinction  proposed  by  McCollum  and  Davis.  These 
authors  recognize  two  classes  of  substances,  the 
fat-soluble  A  and  the  water-soluble  B.  A  more 
precise  definition  has  not  been  possible  because  of 
failure  thus  far  to  isolate  and  identify  the  respective 
compounds.  Their  presence  can  be  detected  only  by 
the  effect  they  produce  on  the  growing  organism, 
usually  the  white  rat.  By  noting  the  efi'ect  of  the 
addition  of  various  substances  to  a  balanced  vita- 
mine-free  diet,  a  rough  indication  can  be  obtained 
of  the  concentration  of  food  accessory  substances 
in  the  added  material. 

The  object  of  this  paper  is  to  report  experiments 
bearing  on  (i)  the  effect  of  vitamines  on  the  growth 
of  a  number  of  organisms  pathogenic  for  man; 
(2)  the  distribution  of  these  substances  in  animal 
tissues;  and  (3)  the  relative  significance  of  the 
fat-soluble  A  and  water-soluble  B  in  the  cultivation 
of  these  micro-organisms.  At  present  there  are  few 
data  bearing  on  these  questions  in  relation  to 
bacteria. 

In  the  course  of  the  investigation  beef  heart,  goat 
blood,  rabbit  and  cat  tissues,  and  human  secretions 
were  used.  Unless  otherwise  stated,  the  method  of 
extraction  was  always  the  same.  The  tissue  or  organ 
was  obtained  as  free  from  blood  as  possible.  The 
animals  were  first  exsanguinated  and  the  tissues 
washed  free  from  visible  traces  of  blood  with  saline 
solution.  The  material  was  then  weighed,  macerated 
into  small  bits,  suspended  in  nine  times  its  weight  of 
saline  solution,  shaken  thoroughly,  and  placed  in  the 
ice  box  over  night.  The  following  day  the  extract 
was  centrifugalized,  and  filtered  through  a  Berke- 


feld  candle.  After  testing  for  sterility  the  extracts 
were  ready  for  use. 

The  growth  of  all  the  pathogenic  bacteria  studied 
by  the  author  was  favorably  influenced  by  the 
addition  of  small  amounts  of  tissue  extracts. 

Beef  heart,  tabbit  and  cat  tissues,  and  human 
nasal  secretions  contain  substances  favorable  to  the 
growth  of  the  organisms  tested.  The  mucosa  of 
different  organs,  spleen,  liver,  and  kidney,  are 
relatively  rich  in  these  substances,  while  muscle  is 
relatively  poor.  The  favorable  effect  of  the  extracts 
is  manifested  by  an  enhancement  of  growth  and  a 
reduction  of  lag. 

The  water-soluble  substances  are  apparently 
those  which  are  essential  for  bacterial  development; 
the  ether  extract  has  no  effect  on  growth. 

Experiments  are  reported  which  indicate  that  the 
substances  in  question  belong  to  the  class  of  so- 
called  "  vitamines. "  G.  E.  Beilby. 

Merrill,  E.  D.,  and  Wade,  H.  W.:  The  Validity  of 
the  Name  "  Discomyces  "  for  the  Genus  of 
Fungi  Variously  Called  "Actinomyces," 
"Streptothrix,"  and  "  Nocardia."  Philippine 
J.  Sc,   1919,  xiv,  55. 

The  nomenclature  of  the  group  of  fungi  the 
pathogenic  members  of  which  produce  the  various 
actinomycoses,  so-called,  has  been  the  subject  of 
confusion  which  resulted  from  an  unusual  com- 
bination of  circumstances.  For  some  time  it  was  a 
mooted  question  whether  the  organisms  were  of 
bacterial  or  fungous  nature,  partly  because  of 
erroneous  conceptions  of  their  morphology  which  is 
complex  and  variable  and  differs  widely  in  different 
strains.  Even  yet  opinions  differ  as  to  whether  or 
not  the  forms  involved  should  be  included  in  a 
single  genus.  One  of  the  types,  a  saprophyte, 
streptothrix  foersteri  Cohn,  was  for  a  time  errone- 
ously included  in  a  genus  of  the  higher  bacteria, 
while  the  first  pathogenic  species  described,  actino- 
myces  bovis  Harz,  having  been  recognized  as  a 
fungus,  was  given  a  different  generic  name.  The 
question  was  further  complicated  by  the  fact  that 
both  names  had  long  before  been  employed  for 
entirely  different  organisms.  Since  then  some 
authors  have  held  one  invalid,  some  the  other,  and 
some  have  rejected  both. 

As  is  too  frequently  the  case,  the  systematist  and 
the  pathologist  have  tended  to  ignore  one  another's 
work  and  viewpoint.  Medical  writers  who  almost 
exclusively  have  been  concerned  with  the  study  of 
these  organisms,  and  consequently  the  use  of  their 
names,  have  been  very  prone  to  choose  these  because 
of  convenience  and  local  custom  rather  than  to 
recognize  and  adhere  to  the  rules  of  nomenclature 
by  which  modern  biologists  are  bound.  On  the  other 
hand,  botanists  have  overlooked  or  ignored — and 
they  still  do — names  that  have  been  used  by  medi- 
cal writers.  It  was  to  consider  the  matter  from  both 
viewpoints  in  an  effort  to  determine  the  actually 
correct  designation  that  the  vicissitudes  of  nomen- 
clature undergone  by  this  group  have  been  reviewed. 
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The  authors  summarize  their  discussion  briefly  as 
follows: 

The  source  and  present  status  of  the  various 
names  that  have  been  appHed  to  the  organisms  of 
this  group  may  be  given  as  "cladothrix  Cohn"  (1875). 
This  name  was  used  as  generically  more  valid 
than  "streptothrix  Cohn"  (1875)  by  Winter  (1884) 
and  other  systematists,  the  distinction  not  being 
understood.  The  organism  of  actinomycosis  was 
assigned  to  this  genus  informally  by  Bostroen, 
Baumgarten,  and  others,  and  formally  by  Migula 
(1895).  Cladothrix  Cohn  is  a  different  type 
of  organism  and  the  name  is,  therefore,  not  applic- 
able. 

Streptothrix  Cohn  (1875)  non  Corda  (1839):  This 
name  was  applied  by  Cohn  to  a  true-branching  or- 
ganism but  placed  in  his  classification  as  doubtfully 
synonymous  with  cladothrix.  The  resemblance 
to  it  of  the  fungus  of  actinomycosis  in  man  was 
noted  by  Israel  (1878).  The  name  was  adopted  in 
1890  by  Almquist  and  by  Gasperini  for  non- 
pathogenic air  organisms,  and  in  1891  it  was  adopted 
by  Rossi-Doria  for  that  of  actinomycosis. 

For  a  time  this  was  probably  the  most  widely 
used  name  for  the  group.  At  present  it  is  frequently 
applied  to  the  group  minus  the  organism  of  actino- 
mycosis. It  is  unquestionably  invalid  in  either 
connection  because  previously  applied  by  Corda 
(1839)  to  an  organism  distinct  from  those  under 
consideration. 

Actinomyces  Harz  (1877)  non  Actinomyces 
Meyen  (1827):  This  name  was  applied  by  Harz  to 
the  fungus  of  lumpy  jaw  of  cattle  by  Gasperini 
(1894)  to  the  entire  group,  replacing  "streptothrix" 
and  accepted  in  this  application  by  Berestnew  (1897), 
Lachner-Sandoval  (1898),  and  others.  It  is  now 
used  by  many  writers,  particularly  the  German  and 
the  American,  as  a  valid  name  for  the  organism  of 
actinomycosis  only.  It  is  seldom  used  in  the  more 
general  sense.  However,  it  is  invalid  because  used  in 
connection  with  an  entirely  different  organism  by 
Meyen  (1827). 

Bacterium  Ehrehberg  (1830):  Affanassiew  (1888) 
is  said  for  a  time  to  have  called  the  organism  of 
actinomycosis  "bacterium  actinocladothrix."  This 
designation  is  manifestly  inapplicable. 

Actinocladothrix  Affanassiew  and  Schultz  (1889): 
This  was  proposed  as  a  generic  name  by  Affanassiew 
and  Schidtz  in  1889  for  the  organism  of  actino- 
mycosis. It  did  not  receive  the  consideration  to 
which  it  was  certainly  entitled,  being  of  even  date 
with  the  widely  adopted  "nocardia." 

Micromyces  Grueber  (1891):  This  name  was  ap- 
plied by  Gruber  to  an  actinomyces-like  organism 
that  he  called  "M.  hofmanni."  This  organism  can- 
not be  distinguished  from  the  general  group  under 
consideration. 

Oospora  Wallroth  (1833):  This  was  adopted  by 
Sauvageau  and  Radais  (1892),  who  concluded  that 
the  group  belonged  to  Wallroth's  genus.  Lehmann 
and  Neumann  (1896)  adopted  the  same  view,  but 
later  abandoned  it,  Lachner  and  Sandoval  (1898) 


having  shown  that  oospora  wallroth  is  an  organism 
entirely  different  from  those  under  discussion. 

Sphaerotilus  Kuetz  (1883):  This  name  was 
adopted  by  Engler  for  the  group  including  clado- 
thrix (streptothrix)  foersteri  Cohn,  with  which  he 
included  actinomyces  bovis  Harz.  This  disposition 
was  due  doubtless  to  the  misapprehension  as  to  the 
distinction  between  cladothrix  and  streptothrix. 

Actinobacillus  Ligni^res  and  Spitz  (1902):  This 
name  was  applied  by  Ligni^res  and  Spitz  to  a  sup- 
posed subtype  of  this  group.  The  distinction  has 
not  been  recognized  and  by  most  authors  the  name 
is  considered  a  synonym. 

Carteria  Musgrave  and  Clegg  (1908):  The  adop- 
tion of  this  new  name  (as  "carterii")  was  tenta- 
tively suggested  by  Musgrave  and  Clegg  as  possibly 
advantageous  for  the  purpose  of  avoiding  further 
controversy,  although  they  did  not  definitely  advo- 
cate such  a  highly  informal  procedure. 

Nocardia  Trevisan  (1889):  This  name  was 
adopted  by  DeToni  and  Trevisan  to  cover  the  entire 
group.  Blanchard  used  it  for  a  time  in  its  original 
application,  and  Wright  (1894)  adopted  it  for  non- 
pathogenic strains  only.  As  many  other  authors  use 
it  in  one  sense  or  another  it  has  of  late  gained  much 
prestige.  Vuillemin,  and  Chambers  and  Chris- 
topherson  have  recently  adopted  it  for  the  entire 
genus.  Its  validity  has  been  denied  on  the  grounds 
indicated  in  the  discussion  that  follows: 

Discomyces  Rivolta  (1878):  This  name  was 
definitely  substituted  by  Rivolta  for  actinomyces, 
with  the  change  of  name  of  Bollinger's  fungus  to 
"discomyces  bovis."  It  was  practically  ignored 
until  Blanchard  (1900)  argued  its  priority  over 
"nocardia."  Subsequently  Gedoelst,  Brumpt,  Man- 
son,  Stitt,  and  for  a  time  Castellani  and  Chalmers, 
adopted  it.  As  indicated  in  this  discussion  the  name 
is  clearly  valid  over  actinomyces  and  all  subse- 
quent names.  G.  E,  Beilby. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Buchbinder,  J.  R. :  A  Simple  and  Accurate  Tech- 
nique for  Foreign-Body  Localization.  Illinois 
M.  J.,  1919,  xxxvi,  19. 

The  author  advises  the  use  of  stereoradioscopy  for 
locating  embedded  foreign  bodies.  In  order  to 
intensify  the  stereoscopic  affect  and  aid  in  the 
localization,  metal  markers  of  different  shapes  are 
placed  over  various  landmarks — the  wound  of 
entrance,  for  example.  When  feasible,  a  probe  may 
be  inserted  into  the  wound.  In  pelvic  localizations, 
a  finger  inserted  into  the  rectum  serves  as  an 
additional  guide. 

The  author  has  had  very  good  residts  with  this 
stereoradioscopic  method.  Many  of  the  compasses, 
profundometers,  and  radioscopimeters  which  have 
been  advocated,  especially,  during  the  war,  are 
very  ingenious,  and  by  their  use  the  depth  of  the 
foreign  bodies  may  be  calculated  accurately.  The 
chief  objections  to  them  are  that  they  do  not 
give  the  operator  a  clear  mental  picture  of  the 
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anatomical  relations  about  the  foreign  bodies,  they 
cannot  be  adapted  to  all  types  of  cases,  and  they 
are  cumbersome.  R.  B.  Bettman. 

P6hu  and  Daguet:  Clinical  and  Radioscopic 
Studies  on  the  Immediate  and  Remote  Se- 
quelae of  Serofibrinous  Pleurisies  (£tucies  clin- 
iqucs  ct  radioscopiques  sur  les  .s6quelles  ImmMiates 
et  lointaines  des  pleur6sies  s6rofibrineuses).  Rev.  de 
m6d.,  Par.,  1919,  xxxvi,  loi. 

The  authors  have  had  the  opportunity  to  study  a 
large  number  of  soldiers  suffering  from  pleurisy  and 
in  various  stages  of  the  disease.  Clinical,  radioscopic, 
and  autopsy  findirigs  are  reported.  Systematic 
examinations  were  made  of  272  patients  who  at 
some  period,  varying  from  one  month  to  twenty 
years   previously,    had    had  serofibrinous  pleurisy. 

Either  immediately  or  a  few  weeks  or  even  some 
years  after  the  onset  of  the  pleurisy,  complications 
always  involved  the  apex  of  the  lung,  the  diaphragm, 
or  the  lung  cavity,  and  on  radioscopic  examination 
it  was  quite  easy  to  observe  opaque  patches  which 
usually  were  localized  in  the  apex.  The  diaphragmat- 
ic function  was  frequently  disturbed.  The  pleura 
remained  thickened  for  a  long  time  after  the 
absorption  of  the  serofibrinous  effusion. 

Both  during  the  development  and  after  the 
absorption  of  pleural  effusions  radioscopy  is  indis- 
pensable to  complete  the  clinical  exploration  of  the 
thorax.  A  series  of  such  radioscopic  examinations 
will  furnish  important  data  on  both  the  anatomical 
and  the  functional  conditions. 

The  authors'  investigations  have  shown  very 
clearly  that  more  or  less  extensive  chronic  lesions 
of  the  serosa  constantly  follow  in  the  wake  of 
serofibrinous  pleurisy.  They  demonstrate  further 
that  if  the  radioscopic  examination  shows  neither 
obscurity  nor  mechanical  disturbances  of  the  dia- 
phragm in  the  case  of  a  patient  who  states  that  he 
has  had  pleurisy,  it  is  very  probable  that  the  condi- 
tion was  not  accompanied  by  an  effusion. 

There  is  a  marked  difference,  however,  in  the  pic- 
ture after  spontaneous  pleurisy  and  that  obtained 
after  a  traumatic  effusion.  While  spontaneous 
effusions  almost  always  leave  traces,  traumatic 
effusions  (haemo-  or  pyothorax)  frequently  do  not. 

The  authors  describe  the  obscure  patches  which, 
more  or  less  triangular  in  shape  and  occupying  about 
two-thirds  of  the  haemothorax,  may  be  observed 
shortly  after  the  cessation  of  serofibrinous  pleurisy; 
also  the  distortions  in  the  outline  and  the  irregular 
movements  of  the  diaphragm. 

Complete  examinations  were  made  of  1 23  patients 
who  had  had  a  pleural  effusion.  About  half  of  these 
were  examined  between  six  weeks  and  three  months 
after  the  termination  of  the  acute  phase,  one-fourth 
between  three  and  six  months  afterward,  and  the 
other  fourth  after  from  six  months  to  twenty-five 
years.  The  radioscopic  aspects  in  these  cases  are 
classified  into  four  groups  according  to  the  results. 
In  the  first  group  22  effusions  had  been  punctured 
and  26  had  not ;  in  the  second  19  had  been  punctured 


and  13  had  not ;  in  the  third  group  8  had  been  punc- 
tured and  8  had  not ;  and  in  the  fourth  group  19  had 
been  punctured  and  8  had  not.  Altogether,  therefore, 
68  effusions  had  been  punctured  and  55  not  evacuated. 

The  percentages  are  shown  collectively  thus: 

Group  I.  Good  results:  32.3  per  cent  punctured; 
47.2  per  cent  not  punctured. 

Group  2.  Fair  results:  27,9  per  cent  punctured; 
23.6  per  cent  not  punctured. 

Group  3.  Poor  results:  1 1.7  per  cent  punctured; 
14.5  per  cent  not  punctured. 

Group  4.  Very  bad  results:  27.9  per  cent  punc- 
tured; 14.5  per  cent  not  punctured. 

The  authors  are  therefore  inclined  to  believe  that 
the  results  obtained  by  puncture  in  serofibrinous 
pleurisies  are  not  favorable.  W.  A.  Brennan. 

HOSPITAL,  MEDICOLEGAL,  AND  MEDICAL 

EDUCATION 

Extent  of  Medical  Testimony.    Hearn  vs.  Waterloo, 
Iowa  Supreme  Court,  169  N.  W.,  p.  392. 

The  Supreme  Court  of  Iowa  reviewed  a  personal- 
injury  case  in  which  a  question  as  to  the  extent 
of  medical  testimony  was  decided.  The  attending 
physicians  had  testified  as  to  their  diagnosis  from 
an  examination  of  the  plaintiff  without  the  assist- 
ance of  a  roentgenogram.  On  cross-examination  a 
roentgenogram  was  introduced  which  had  been 
taken  some  time  subsequent  to  the  accident  by 
someone  else.  The  physicians  testified  that  in  their 
opinion  their  diagnosis  was  confirmed  by  this 
roentgenogram. 

The  rule  of  Court  is  that  the  defendant  is  entitled 
to  have  the  opinions  of  the  witnesses  confined  to 
their  own  examination  but  the  Reviewing  Court 
held  that  if  there  was  any  error  in  admitting  refer- 
ences to  this  X-ray  picture  it  was  non-prejudicial 
and  not  reversible.  The  amount  of  the  verdict  being 
quite  moderate,  however,  it  was  held  that  its 
moderation  was  strong  evidence  that  the  jury  was 
undoubtedly  uninfluenced  by  the  evidence  of  which 
complaint  was  made.  The  testimony  showed  that 
the  plaintiff  suffered  much,  spent  considerable  time 
in  a  hospital,  and  had  not  fully  recovered  from  the 
accident  at  the  time  of  trial,  approximately  a  year 
after  the  accident.  J.  A.  Castagnino. 

Expert  Testimony — Cause  of  Injury.    Med.  Rec., 

1919,  xcvi,  23. 

One  of  the  most  technical  questions  of  a  trial 
is  the  admission  or  exclusion  of  expert  testimony. 
The  general  rule  regarding  admissibility  of  expert 
evidence  is  that  when  the  questions  issued  before 
the  jury  are  not  within  the  ordinary  common 
knowledge  of  the  layman,  expert  testimony  may  be 
introduced  to  bring  out  such  facts.  However,  many 
restrictions  and  limitations  are  placed  upon  the 
examining  attorney.  Probably  the  most  important 
of  these  is  that  by  his  answers  the  witness  must  not 
invade  the  province  of  the  jury.   No  witness,  expert 
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or  otherwise,  may  testify  as  to  his  conclusions  re- 
garding the  ultimate  fact  which  is  to  be  proven. 

Such  a  situation  arose  in  the  suit  of  Hoener  vs. 
Koch  for  malpractice,  in  which  the  contention 
of  the  plaintiff  was  that  the  defendant  was  unskill- 
ful, the  operation  was  unnecessary,  and  the  diagnosis 
unscientific.  On  appeal,  this  question  was  brought 
up  before  the  Illinois  Supreme  Court.  The  language 
of  the  Court  in  disposing  of  it  was  that  while  no 
comment  would  be  made  on  the  evidence  in  this 
case  two  errors  had  been  noticed  either  of  which  was 
sufficient  to  reverse  the  judgment.  Dr.  Curtis,  a 
witness  offered  by  the  defendant  as  an  expert,  hav- 
ing stated  that  he  had  heard  the  testimony,  added: 
"I  think  that  I  can  safely  say  that  *  *  *  in  view  of 
all  the  testimony  I  have  heard  I  can  see  no  positive 
evidence  of  malpractice."  To  the  Court  it  seemed 
apparent  that  the  witness  was  allowed  to  decide 
the  very  question  the  jury  was  enpaneled  to  decide. 
The  witness  might  have  been  asked  if  the  treatment 
the  plaintiff  received  was  proper  treatment,  but 
as  it  was,  all  the  jury  had  to  do  and  all  they  did 
do  was  to  enter  as  their  verdict  Dr.  Curtis'  opinion. 
It  was  the  opinion  of  the  Court  therefore  that  there 
was  an  error  in  allowing  this  testimony  to  go  to  the 
jury.  The  judgment  in  favor  of  the  defendant  was 
reversed. 

A  much  more  recent  case  in  which  the  reviewing 
tribunal  passed  upon  a  somewhat  similar  question 
was  that  of  Budde  vs.  National  Travellers  Benefit 
Association  reported  in  the  169  W.  766.  This  was 
an  action  on  an  insurance  policy.  The  Reviewing 
Court  held  that  physicians  may  testify  that  in  their 
opinion  a  kink  or  a  loop  in  the  bowels'  re- 
sulted from  external  violence  but  it  would  be 
improper  for  experts  to  testify  as  to  what  actually 
caused  the  condition.  The  latter  is  the  exact 
point  which  the  jury  was  called  upon  to  decide 
and  not  the  subject  of  expert  evidence. 

J.  A.  Castagnino. 

Physician  Contracting  for  Salary  and  Employer 
Fees.  Sherrill  vs.  Union  Lumber  Co.  (Texas)  207 
S.W.R.  p.  149. 

In  the  case  of  Sherrill  versus  the  Union  Lumber 
Co.  the  Reviewing  Court  assumes  a  judgment  in 
favor  of  the  defendant  which  was  sued  by  the 
plaintiff  for  monies  claimed  to  be  due  him  for  ser- 
vices rendered  to  injured  employes  of  the  Company 
under  the  Workmen's  Compensation  Act  of  the 
State.  Testimony  shows  that  the  plaintiff.  Dr. 
Sherrill,  entered  into  a  contract  with  the  defendant 
company  stating  that  he  was  to  receive  a  salary 
for  the  services  so  rendered.  It  was  stated  in  the 
contract  that  he  was  to  receive  a  certain  cash  com- 
pensation for  his  services  in  treating  the  employes 
and  that  he  was  to  have  no  claim  against  the  insurer 
for  such  services  under  the  Workmen's  Compensa- 
tion Act.  The  contract  further  stated  that  the 
Company  might  collect  and  retain  such  fees,  a 
clause  which  the  plaintiff  contended  was  against 
the  public  policy.    This  the  Reviewing  Court  de- 


clined to  hold,  stating  also  that  even  if  the  Court 
were  wrong  in  its  contention,  the  plaintiff  was  un- 
deniably a  party  to  such  agreement  against  public 
policy  and  was  therefore  pari  delicto  with  the 
defendant  in  entering  into  the  contract.  Accord- 
ingly it  would  be  unfair  to  allow  the  plaintiff  to 
retain  the  rights  of  a  part  of  the  contract  and  re- 
pudiate that  portion  of  it  to  which  he  objected, 

J.  A,  Castagnino. 

Why  a  New  Trial  Was  Denied  in  Malpractice  Case. 

Campbell  vs.  Peters,  102  All.  Rep.,  p.  881. 

The  Supreme  Court  of  Maine  had  for  considera- 
tion a  malpractice  case.  The  two  questions  raised 
on  appeal  by  the  defendant  against  whom  a  judg- 
ment was  secured  in  the  Trial  Court  were  excessive- 
ness  of  damages  awarded  and  absence  of  liability. 
The  decision  of  the  Reviewing  Court  stated  among 
other  things  that,  according  to  the  well-established 
rules  of  law  and  inasmuch  as  the  testimony  was  the 
usual  conflict  between  medical  men.  and  as  the  jury 
had  returned  a  verdict  in  favor  of  the  plaintiff,  this 
verdict  should  not  be  disturbed.  In  regard  to  the 
question  of  the  excessiveness  of  the  verdict,  the 
court  stated  in  substance  that  when  the  constitution 
and  laws  of  the  state  gave  the  parties  a  right  of  trial 
by  jury,  the  Reviewing  Court  is  not  authorized  to 
substitute  its  judgment  for  that  of  the  jury  on  this 
question  except  when  it  is  patent  that  the  verdict 
of  the  jury  is  clearly  shown  to  be  the  result  of  bias, 
prejudice,  and  undue  influence.     J.  A.  Castagnino. 


MILITARY  SURGERY 

Depage,   A.:    General   Considerations   as   to   the 
Treatment  of  War  Wounds.    Ann.  Surg.,  1919, 

Ixix,  575. 

Since  January,  1915,  at  I'Ambulance  de  I'Ocean, 
debridement  and  epluchage  with  primary  suture 
have  been  applied  whenever  the  cases  appeared 
favorable,  and  secondary  suture  has  been  done 
as  soon  as  the  surfaces  of  the  wound  seemed 
clinically  to  be  aseptic.  As  there  was  no  formal 
index  as  to  the  evolution  of  the  microbian  flora  in 
a  wound,  it  was  not  possible  to  build  up  a  systematic 
method  of  procedure.  Then  came  the  important 
contribution  of  Carrel  and  Dakin.  The  author  does 
not  describe  the  preparation  of  Dakin's  solution 
but  emphasizes  the  fact  that  the  solution  must  be 
freshly  prepared  from  day  to  day  and  that  its  re- 
action must  be  carefully  tested.  All  preparations 
must  be  rejected  which  are  not  absolutely  neutral. 

Beginning  with  the  admission  of  the  patient  to 
the  hospital,  the  preparation  is  as  follows: 

1.  The  injured  region  is  shaved  and  washed  care- 
fully with  a  neutral  solution  of  oleate  of  soda. 

2.  Debridement  and  epluchage  of  the  wound  are 
practiced  immediately  thereafter,  and  Carrel  tubes 
introduced  to  the  bottom  of  the  wound  in  such 
fashion  as  to  permit  the  irrigation  of  the  entire 
wound  surface. 
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3.  To  the  entire  surroundings  of  the  wound  com- 
presses smeared  with  vaseline  are  applied  to  prevent 
irritation  of  the  skin.  The  dressing  consists  of  com- 
presses of  absorbent  material. 

4.  After  the  return  of  the  patient  to  bed,  the 
Carrel  tubes  are  connected  up  with  a  receptacle 
containing  Dakin's  solution  and  irrigation  is  carried 
out  every  two  hours.  In  redressing  the  wound  it  is 
necessary  that  the  slightest  concretions  should  be 
removed  as  these  always  hide  colonies  of  microbes. 

By  this  method  infected  wounds  are  rendered 
sterile  in  from  six  to  eight  days.  Osseous  wounds 
are  more  difficult  to  sterilize,  requiring  treatment 
lasting  from  fifteen  days  to  a  month.  It  is  necessary 
to  remove  aU  sequestra  before  sterilization  can  be 
obtained.  Sometimes  the  wound  is  maintained 
sterile  from  the  onset. 

The  conclusions  as  to  suture  up  to  the  present 
are  as  follows: 

Immediate  suture  is  indicated  in  cases  in  which 
the  clinical  aspect  of  the  wound  after  debridement 
and  6pluchage  gives  a  guarantee  of  sufficient 
sterilization.  This  applies  especially  to  wounds  of 
joints  and  other  serous  cavities  and  to  wounds  of  the 
cranium,  face,  hand,  and  foot  in  which  the  abun- 
dance of  both  blood  and  lymph  supply  warrants 
primary  closure. 

Delayed  primary  or  early  secondary  suture  is 
indicated  particularly  for  wounds  of  the  soft  tissue? 
and  some  open  fractures.  It  is  done  after  bac- 
teriological tests.  Grave  accidents  occur  rarely  in 
late  primary  suture.  It  may  be  done  at  any  time 
from  two  to  four  days  and  does  not  necessitate 
refreshening  the  wound. 

Late  or  secondary  suture  is  reserved  for  wounds 
which  cannot  be  sutured  during  the  first  days  on 


account  of  too  extensive  destruction  of  tissue  or 
because  of  the  development  of  infection. 

The  author  then  discusses  wounds  of  the  various 
organs.  From  his  experience  it  seems  that  primary 
suture  should  not  be  done  when  the  lesion  is  more 
than  eight  hours  old,  when  it  involves  the  muscular 
masses  deeply,  and  when  the  tissues  are  much  soiled 
and  lacerated.  If  the  wound  is  sterile  at  the  be- 
ginning, this  will  be  demonstrated  by  the  microbic 
test  and  late  primary  suture  may  be  done  on  the 
second,  the  third,  or  the  fourth  day.  If  infection 
occurs,  it  is  well  that  primary  suture  has  not  been 
done. 

In  doing  secondary  sutures  of  soft  tissues  it  is 
important  to  suture  muscle  aponeuroses  in  order  to 
prevent  herniae  of  the  muscles.  Immediate  closure 
of  a  defect  in  the  cranium  is  apt  to  be  attended  with 
danger  of  meningitis.  In  injuries  of  the  chest  it  is 
necessary  to  close  the  wounds  as  soon  as  expedient  in 
order  to  prevent  permanent  collapse  of  the  lung. 
As  this  may  not  be  possible  on  account  of  infection 
secondary  suture  must  be  used.  In  such  cases  the 
" tamponnement  en  bouton  de  chemise"  which 
makes  certain  the  hermetic  sealing  of  the  cavity  and 
at  the  same  time  permits  drainage  is  of  value.  In 
wounds  of  the  abdomen  early  intervention  is 
necessary.  The  installation  of  advanced  dressing 
stations  2  or  3  kilometers  from  the  front  reduced 
the  mortality  in  abdominal  wounds  from  65  to  45 
per  cent. 

The  author  dwells  considerably  upon  the  control 
of  the  infections  of  wounds  by  the  bacteriological 
curve.  When  this  curve  comes  down  to  zero,  second- 
ary suture  is  always  safe.  When  slides  and  cul- 
tures show  infection,  suture  will  almost  invariably 
be  followed  by  failure.  Gatewood. 
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UTERUS 

Lewis,  W.  M.:  Complete  Inversion  of  the  Uterus. 

California  State  J.  Med,,  1919,  xvii,  251. 

Lewis  reports  two  cases  of  complete  inversion  of 
the  uterus.  In  the  first,  the  first  and  second  stages 
of  labor  were  short  and  normal.  The  third  stage 
was  slow,  the  patient  being  completely  anaesthetized 
with  chloroform.  While  palpating  the  uterus  the 
author  felt  it  give  way.  This  was  followed  by 
the  appearance  of  the  placenta  and  inversion  of  the 
uterus.  There  was  no  haemorrhage.  The  patient 
being  completely  relaxed,  reposition  was  easily 
effected.  There  was  no  shock  and  there  had  not 
been  any  effort  to  expel  the  placenta.  The  cord  was 
of  the  usual  length.  No  traction  had  been  made 
upon  it. 

In  the  second  case,  the  labor  had  been  long 
and  was  terminated  by  forceps  in  the  second  stage. 
A  living  child  was  easily  delivered  and  the  placenta 
promptly  followed.  In  a  few  minutes  the  patient 
became  conscious  and  complained  of  uterine  pain. 
Inspection  revealed  the  fact  that  the  uterus  was 
inverted.  Reposition  was  effected  easily  with 
the  aid  of  ether  anaesthesia.  There  was  no  hae- 
morrhage but  the  shock  was  profound.  The 
patient  has  had  a  subsequent  labor  without  any 
difficulty.  W.  F.  Hewitt. 

Moore,  G.  A.:  Tuberculosis  of  the  Cervix  Uteri; 
with  Report  of  a  Case.  Surg.,  Gynec,  6*  Obst., 
1919,  xxix,  I. 

The  chief  reason  for  the  apparent  general  lack  of 
interest  in  this  subject  is  the  invulnerability  of  the 
cervix  to  invasion  by  the  tubercle  bacilli.  Primary 
tuberculosis  of  the  cervix  is  an  extremely  rare 
disease.  Probably  not  more  than  15  or  20  cases  have 
been  reported. 

Of  the  secondary  tuberculous  infections  of  the 
cervix,  probably  about  150  cases  have  been  reported. 
These  represent  only  a  small  percentage  as  un- 
doubtedly many  have  not  been  suspected  or  have 
been  diagnosed  as  cancer,  syphilis,  etc. 

Comparing  the  figures  of  Veyrat,  Eden  and  Lock- 
yer,  and  Williams,  tuberculosis  of  the  cervix  occurs 
in  about  one-sixth  or  one-fifth  of  i  per  cent  of  all 
cases  of  pulmonary  tuberculosis  in  women.  The 
portal  of  entry  of  the  bacilh  still  offers  a  wide  field 
for  study.  In  genital  affections  the  bacilli  are 
probably  carried  by  the  blood-stream  more  often 
than  by  any  other  route. 

The  next  most  common  route  of  infection  is  by 
direct  extension  of  a  tuberculous  process  from  the 
tubes,  ovaries,  or  uterus,  or  by  secretions  from  these 
organs  passing  over  the  cervical  mucosa.  The  most 
frequent  method  by  which  bacilli  are  brought  in 


contact  with  the  female  genitalia  from  external 
sources  is  by  coitus. 

The  varieties  of  cervical  tuberculosis  are  classified 
according  to  their  anatomic  and  microscopic  forms 
as  follows:  (i)  miliary,  (2)  interstitial,  (3)- vegetat- 
ing, (4)  ulcerating,  (5)  catarrhal  form  of  Schutt, 
and  (6)  inflammatory  form  of  Cotte.  The  last  two 
are  rare. 

Clinically  the  diagnosis  is  in  all  cases  difficult. 
All  types  and  stages  of  the  disease  resemble  car- 
cinoma. Tuberculosis  occurs  most  frequently,  how- 
ever, during  the  period  of  sexual  activity,  while 
cancer  occurs  as  a  rule  in  persons  who  are  past 
middle  life. 

The  appearance  of  the  discharge  is  important.  In 
the  early  stages  it  is  glairy  mucus,  later  becoming 
frank  pus  or  streaked  with  blood,  especially  after 
coitus  or  examination.  This  differs  markedly  from 
the  blood-stained  serum  of  carcinoma.  The  pain 
is  slight  and  indefinite. 

The  case  reported  was  as  follows:  The  patient, 
aged  27,  came  for  examination  only  on  account  of 
haemorrhage.  Her  history  was  negative.  The  cervix 
was  moderately  large,  soft,  and  patulous.  The  os 
admitted  the  examining  finger.  About  the  os, 
especially  on  the  posterior  side,  a  nodular  roughness 
was  felt.  The  examining  finger  was  slightly  stained 
with  blood.  On  examination  with  a  speculum  an 
area  ^  inch  in  width,  bright  red  in  color,  and  con- 
taining a  small  ulcer  on  the  posterior  side  was  found 
about  the  os.  In  the  wall  of  the  visible  portion  of 
the  canal  were  a  few  small  grayish  and  yellow 
nodules  or  large  papules.  The  uterus  was  normal 
in  size  and  freely  movable.  The  adnexa  and  urine 
were  also  normal. 

Examination  of  specimens  from  the  cervix  showed 
tuberculosis.  The  frequency  of  tubal  involvement 
in  all  genital  tuberculosis  influenced  the  decision 
in  favor  of  panhysterectomy.  Microscopic  exam- 
ination of  the  uterus  and  appendages  showed 
tuberculosis  of  the  tubes,  the  fundus  of  the  uterus, 
and  .the  cervix.  The  process  was  oldest  in  the 
tubes  where  there  was  caseation  in  addition  to  giant- 
cell  formation  and  an  accumulation  of  many  en- 
dothelial cells.  In  the  uterus  and  cervix,  the  process 
was  limited  to  the  mucosa  and  consisted  of  the 
formation  of  fairly  numerous  miliary  tubercles.* 
The  underlying  muscle  tissue  was  not  involved  in 
the  slightest. 

The  patient  was  last  seen  Oct.  18,  191 7.  Her 
health  was  excellent,  but  she  complained  of  a  very 
foul  leucorrhoea.  Abdominal  examination  was 
negative.  Vaginal  examination  revealed  considerable 
induration  of  the  vault  of  the  vagina  but  no  ulcera- 
tion. Apparently  there  was  a  recurrence  of  the 
tuberculous  process.  Edward  L.  Cornell. 
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Stein,  A.:  The  End-Results  in  More  than  One 
Hundred  Operations  for  Uterine  Myoma; 
Operation  Versus  Roentgen-Ray  Treatment. 

/.  Am.  M.  Ass.,  1919,  Ixxiii,  95. 

The  author  does  not  deem  the  roentgen-ray 
treatment  of  uterine  myomata  a  safe  procedure 
for  the  following  reasons: 

1.  It  is  impossible  to  determine  whether  the 
growth  to  be  dealt  with  is  a  benign  or  a  malignant 
tumor. 

2.  His  statistics  show  that  about  50  per  cent 
of  all  cases  of  myoma  are  complicated  by  pus  tubes, 
hydrosalpinx,  hajmatosalpinx,  acute  or  subacute 
appendicitis,  ectopic  pregnancy,  etc. 

3.  In  young  women  who  have  not  reached  the 
menopause,  the  roentgen-ray  is  almost  certain  to 
destroy  the  function  of  the  ovaries  and  result  in  a 
premature  menopause. 

4.  The  continued  application  of  the  roentgen- 
ray  is  apt  to  have  a  deleterious  effect  upon  the  in- 
testinal mucosa. 

5.  His  experience  has  demonstrated  surgical 
treatment  to  be  the  safest  (with  a  mortality  of 
only  3.5  per  cent),  the  quickest,  and  most  reliable 
method.  Edward  L.  Cornell. 

Ribas  y  Ribas :  The  Treatment  of  Uterine  Cancer 

Tratamiento  del  cancer  del  utero).    Rev.  espan.  de 
drug.,  1919,1,317. 

The  author  summarizes  his  paper  as  follows: 

1.  Uterine  cancer  when  treated  early  is  curable. 
The  removal  of  all  causes  of  chronic  irritation  and 
the  extirpation  of  precancerous  lesions  will  diminish 
the  frequency  of  the  condition. 

2.  Curative  treatment  depends  upon  early 
diagnosis.  It  is  urgent,  therefore,  to  extend  popular 
knowledge.  Women  ought  to  know  that  every  dis- 
charge from  the  genital  organs  should  be  investigated. 
An  opportune  examination  may  save  life.  Early 
diagnosis  and  the  most  radical  and  early  surgery 
are  imperative  in  the  treatment  of  uterine  cancer. 

3.  The  clinic  ought  to  profit  from  the  modern 
biological  study  of  cancer.  The  biology  of  the 
malignant  cell  and  of  the  disturbances  of  cellular 
metabolism  give  the  key  to  the  success  or  failure  of 
treatment. 

4.  Radiotherapy  and  roentgenotherapy  have 
acquired  great  importance,  but  further  proof  is 
required  regarding  the  efficacy  of  these  methods. 

5.  Experience  has  demonstrated  that  the  results 
obtained  from  radium  after  curettement  and  dis- 
infection of  the  neoplasm  are:  (i)  excellent  and  dur- 
able in  incipient  cancer  of  the  body  of  the  uterus;  (2) 
good,  but  only  temporary,  in  extensive  cancer  of 
the  corpus;  (3)  surprising  and  rapid  in  cancer  of 
the  cervix  and  in  some  cases  permanent;  (4)  fair 
or  poor  in  the  atrophic  and  sclerosing  types. 

6.  Cervical  cancers  cannot  be  regarded  as  cured 
even  after  a  smooth  and  solid  healing  has  been  ob- 
tained as  many  cases  after  remaining  cured  for 
even  a  year  or  more  show  infiltration  of  the  para- 
metrium. 


7.  Radium  applied  in  the  uterus  or  in  the  vagina 
does  not  act  upon  parametrium  infiltrations,  nor 
is  the  action  of  the  X-rays  any  greater.  The  author 
has  not  seen  a  single  case  of  permanent  ciu'c  of 
cancer  effected  by  these  means. 

8.  In  uterine  cancer  benefit  is  obtained  only  by 
constant  treatment. 

9.  The  action  of  radium  is  not  innocuous.  The 
same  dosage  continued  for  the  same  length  of  time 
is  not  applicable  to  all  forms  of  cancer.  Owing  to 
resorption  the  products  of  cellular  autolysis  rapidly 
provoked  may  be  disastrous  to  patients  with 
deficient  emunctory  power. 

10.  Recent  biological  methods — serotherapy,  vac- 
cine therapy,  chemotherapy — do  not  yet  warrant 
definite  conclusions. 

1 1 .  The  author  always  employs  radium  and  the 
X-rays  either  singly  or  combined  after  every 
surgical  operation,  applying  them  either  in  the 
interior  of  the  uterus  or  in  the  pelvis.  Radium  may 
convert  inoperable  cases  into  operable  cases.  The 
exclusive  use  of  radium  or  of  radium  with  the 
X-rays  he  reserves  for  cases  in  which  operation  is 
not  accepted  or  is  contra-indicated.^ 

W.  A.  Brennan. 

Jayle,  F.,  and  Halperine,  I.:  Cancer  of  the  Corpus 
of  the  Uterus  of  Placentary  Origin;  Chorio- 
Epithelioma  (Le  cancer  du  corps  de  I'ut^rus 
d'origine  placentaire;  chorio-^pithelioma).  Prcsse 
med.,  Par.,  1919,  xxvii,  381. 

During  the  period  of  genital  activity  the  mucosa 
of  the  corpus  of  the  uterus  is  practically  immune 
to  cancerous  degeneration  although  the  cervical 
mucosa  is  frequently  attacked.  After  the  meno- 
pause this  immunity  disappears.  On  the  other  hand, 
a  particular  variety  of  cancer  of  special  origin  may 
develop  in  the  uterine  corpus.  This  variety  is  not 
autochthonous  like  ordinary  cancer  and  does  not 
originate  in  the  mucosa;  it  is  a  grafted  cancer 
originating  in  the  elements  of  implantation  of  the 
fecundated  ovum  and  following  pregnancy,  most 
frequently  a  pregnancy  of  irregular  type  (molar 
pregnancy).  This  cancer  has  borne  a  variety  of 
names,  varying  from  the  "malignant  metastatic 
deciduoma"  of  Sanger  (1888)  to  the  present 
appellation  "cancer  of  the  corpus  of  the  uterus  of 
placentary  origin,"  which  the  authors  propose  as 
the  most  fitting. 

Uterine  cancer  of  placentary  origin  has  a  special 
clinical  development  dominated  by  two  symptoms: 
(i)  cataclysmic  haemorrhages,  and  (2)  numerous 
metastases.  The  study  of  the  placenta,  especially 
the  chorionic  villi,  and  of  histologic  sections  of  the 
tumor  explains  this  particular  symptomatology. 

In  the  normal  state  the  chorionic  villi  are  endowed 
with  a  remarkable  power  of  penetration  and  de- 
struction. After  the  expulsion  of  the  placenta  the 
debris  of  the  villi  disappears,  but  if  for  some  reason, 
which  is  still  unknown,  the  vilU  continued  to  live, 
their  proliferation  is  not  stopped  and  a  tumor 
is  the  result. 
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The  authors  discuss  in  detail  the  histologic  aspects 
of  the  chorionic  villi  and  illustrate  their  remarks  by  a 
number  of  plates.  Vascular  invasion  by  the  neo- 
plastic process  is  typical  and  always  observed  in  the 
sections.  The  presence  of  vascular  thrombi  is  also  a 
histologic  character  of  such  tumors.  This  vascular 
invasion  and  destruction  is  the  most  striking 
characteristic,  but  is  not  generalized  if  the  tumor  is 
removed  early. 

In  a  case  reported,  that  of  a  woman  35  years  of 
age,  a  primipara  whose  most  striking  symptoms 
were  cataclysmic  haemorrhages,  a  hysterectomy  was 
performed  about  five  weeks  after  the  onset  of  the 
symptoms.  Sections  from  the  removed  uterus 
showed  the  intravascular  vegetations  clearly.  In 
this  case  the  authors  believe  it  must  be  admitted 
either  that  the  thrombus  had  not  yet  become  free  or 
that  it  was  destroyed  by  phagocytes  as  happens  when 
a  thrombus  arises  from  the  normal  placenta  of  a 
normal  pregnancy.  They  prefer  the  latter  explana- 
tion. 

The  cause  of  the  degeneration  of  the  chorionic  villi 
is  still  unknown.  It  is  surmised  that  it  is  to  be 
found  in  heredity  and  that  a  clue  is  given  by  the 
patient's  history  of  syphilis.  W.  A.  Brennan. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Cars  tens,  J.  H.:  The  Desirability  of  Preventing 
Sterilization  in  Young  Women  When  Operating 
for  Tuberculous  Peritonitis.  /.  Am.  M.  Ass., 
1919,  Ixxiii,  23. 

After  considerable  experience  with  abdominal 
operations,  the  author  found  that  tuberculous  perit- 
onitis is  usually  cured  by  a  coeliotomy.  The  simple 
opening  of  the  abdomen  without  doing  anything 
else,  without  removing  anything,  fnd  without 
irrigation,  has  sometimes  resulted  in  a  cure. 

It  has  become  a  custom  with  some  surgeons  when 
operating  for  tuberculous  peritonitis  to  remove  the 
tubes  whether  there  is  mixed  infection  or  not,  simply 
to  close  an  avenue  for  the  entrance  of  tubercle  bacilli 
which  were  supposed  to  be  poured  out  from  the 
tubercles  in  the  peritoneal  cavity.  The  author  has 
protested  against  this  practice  for  many  years 
because  the  tubercles  in  the  peritoneum  are  all 
absorbed  in  the  course  of  time  and  it  is  his  belief 
that  those  on  the  tubes  and  uterus  will  also  be 
absorbed. 

It  has  been  asserted  that  in  operating  for  ap- 
pendicitis it  is  often  found  that  the  trouble  is  of 
tuberculous  origin.  In  that  case  the  author  always 
removes  the  appendix  and  would  also  remove  the 
tubes  if  the  nidus  of  the  disease  seemed  to  be  there. 
He  removes  the  appendix  in  all  these  cases  because 
it  is  dangerous  to  leave  it  behind.  As  the  result  of 
the  tuberculous  infection,  adhesions,  twisting,  and 
kinking  of  the  appendix  often  occur  which  in  the  fu- 
ture would  be  apt  to  cause  an  acute  inflammation  even 
after  all  tuberculous  deposits  had  disappeared.  In 
the  case  of  the  tubes  this  danger  does  not  exist.  The 
patients  are  nearly  all  young  women,  perhaps  un- 


married, or  married  only  a  short  time,  and  to  remove 
the  tubes  and  thus  deprive  them  of  the  opportunity 
of  motherhood,  he  considers  a  bad  practice. 

P^DWARD  L,  Cornell, 

Ries,  E.:  Alternating  Periodic  Ovarian  Swellings. 

/,  Am.  M.  Ass.,  1919,  Ixxiii,  100. 

There  are  four  types  of  cases  which  may  be 
properly  considered  under  this  head. 

1.  The  vanishing  tumor.  On  examination,  a 
cystic  tumor  the  size  of  a  hen's  egg  or  larger  is 
found  at  the  side  of  the  uterus.  The  patient  may 
have  had  some  irregularity  of  menstruation  and 
some  pain.  At  operation  one  ovary  shows  a  rup- 
tured cyst,  the  thin  walls  of  which  on  examination 
prove  to  be  those  of  a  cyst  of  the  corpus  luteum 
with  more  or  less  of  a  lutein  layer  in  its  walls. 

2.  The  false  extra-uterine  pregnancy.  A  patient 
with  irregularity  of  menstruation,  at  times  exactly 
of  the  type  which  occurs  in  extra-uterine  preg- 
nancy, presents  a  soft,  cystic  tumor  at  the  side  of 
the  uterus.  At  operation,  instead  of  an  extra- 
uterine pregnancy,  a  cyst  of  the  corpus  luteum  in 
one  or  both  ovaries  is  discovered,  usually  with  a 
thick  lutein  cell  layer  and  often  associated  with 
the  presence  of  chocolate-colored  haemorrhagic  con- 
tents in  one  or  both  ovaries.  With  the  removal  of 
the  cyst  or  cysts  all  symptoms  promptly  cease, 

3.  The  tumor  which  disturbs  the  peace  of  the 
community.  The  patient  consults  Dr.  A.  in  regard 
to  certain  pains  in  the  abdomen,  with  or  without 
much  menstrual  disturbance.  The  physician  tells 
her  she  has  an  ovarian  cyst  on  the  right  side  and 
should  have  it  operated  upon.  After  a  few  days 
the  patient  consults  Dr.  B.  for  confirmation  of  the 
diagnosis.  He  examines  her  and  assures  her  that 
there  is  no  tumor  at  all.  The  patient  is  now  thor- 
oughly disturbed  and  seeks  the  advice  of  a  third 
physician,  Dr.  C.  He  examines  her  and  tells  her 
that  she  has  an  ovarian  cyst;  that  it  is  not,  however, 
on  the  right  side,  but  on  the  left  side.  The  amount 
of  ill  feeling  created  between  practitioners  them- 
selves and  their  patients  by  such  an  occurrence 
may  be  readily  imagined.  In  a  case  of  this  kind 
three  years  ago  the  author  advised  the  patient  not 
to  have  an  operation  for  the  time  being  and  she  is 
alive  and  well. 

4.  Alternating  periodic  ovarian  swellings. 

Edward  L.  Cornell. 

Heineck,  A.  P. :  Herniae  of  the  Ovary,  of  the  Fal- 
lopian Tube,  and  of  the  Ovary  and  Fallopian 
Tube.   Med.  Times,  1919,  xlvii,  161. 

The  fallopian  tube,  the  ovary,  or  the  tube  and 
ovary,  in  part  or  in  their  entirety,  may  be  herniated. 
The  degree  may  vary  from  a  complete  descent  of 
the  tube,  ovary,  or  tube  and  ovary,  into  a  hernial 
sac,  to  a  condition  in  which  the  herniated  viscus  or 
viscera  lie  just  outside  the  abdominal  ring.  The 
herniated  organ  or  organs  may  be  normal  or  present 
degenerative  changes  of  an  atrophic,  inflammatory, 
or  neoplastic  character. 
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Herniae  of  the  uterine  adnexa  are  often  over- 
looked and  not  uncommonly  misdiagnosed.  They 
may  therefore  be  subjected  to  injudicious  treatment, 
harmful  alike  to  the  patient's  general- well-being  and 
her  reproductive  capacity. 

The  herniated  tube,  ovary,  or  tube  and  ovary 
may  be  the  sole  content  of  a  hernial  sac  or  there 
may  be  present  as  associated  hernial  contents  one 
or  two  or  more  of  the  following  structures  or  organs: 
Meckel's  diverticulum,  appendix  vermiformis,  omen- 
tum, urinary  bladder,  small  or  large  intestine, 
rudimentary  or  fully  developed  uterus. 

Tubal,  ovarian,  and  tubo-ovarian  herniae  are 
congenital  or  acquired,  unilateral  or  bilateral.  If  in 
the  female  an  inguinal  hernia  first  appears  late  in 
life,  it  is  difficult  to  state  with  absolute  accuracy 
that  an  incompletely  obliterated  canal  of  Nuck  did 
not  predispose  to  its  occurrence.  Such  hernias  may 
exist  alone  or  may  be  associated  with  one  or  more 
others  of  similar  or  dissimilar  anatomical  type  and 
of  similar  or  dissimilar  clinical  characteristics. 

In  a  small  proportion  of  cases  the  herniae  co- 
exist with  malformations,  underdevelopment,  or 
absence  of  other  internal  or  external  genitalia. 

In  a  woman  with  a  herniated  tube,  a  herniated 
ovary,  or  a  herniated  tube  and  ovary,  pathologic 
states  of  other  internal  genitalia  or  of  some  external 
genitalia  may  be  present — vaginitis,  ovarian  cystoma, 
uterine  fibroid,  uterine  prolapse  or  other  uterine 
displacements,  etc. 

Tubal,  ovarian  or  tubo-ovarian  herniae  may  co- 
exist also  with  pathologic  states  of  organs  other  than 
the  internal  or  external  genitalia — chronic  hydro- 
cephalus, multiple  stenosis  of  the  intestines,  hydro- 
nephrosis, etc. — which  do  not  have  any  relation  of 
cause  or  effect  to  the  hernia. 

Congenital  or  acquired  herniae  of  the  tube,  ovary, 
or  tube  and  ovary,  may  become  manifest  at  any 
period  of  life.  Such  herniae  have  been  observed  in 
nulliparae,  primiparae,  and  multiparae. 

Tubal,  ovarian,  and  tubo-ovarian  inguinal  herniae 
are  recent,  old,  and  recurrent,  direct,  interstitial,  or 
intraparietal,  indirect  or  obhque.  If  indirect  or 
oblique,  they  are  either  complete  or  incomplete.  A 
few  sliding  herniae  are  on  record. 

All  the  bilateral  tubal,  ovarian,  or  tubo-ovarian 
herniae  recorded  in  medical  literature  of  the  last 
twenty  years  were  of  the  inguinal  variety,  while  all 
the  femoral  tubal,  ovarian,  or  tubo-ovarian  herniae 
were  of  the  acquired  type  and  appeared  in  ad- 
vanced adult  life.  In  the  absence  of  anomalies 
of  the  non-herniated  internal  genitaUa  or  the  ex- 
ternal genitalia,  herniae  of  the  uterine  appendages  do 
not  prevent  conception,  interfere  with  'gestation,  or 
unfavorably  influence  parturition  if  the  herniated 
adnexa  are  normally  developed,  free  from  disease, 
and  reducible.  Pregnancy  may  occur  previous  to, 
during,  and  subsequent  to,  the  existence  of  herniae 
of  this  nature. 

The  etiology  of  herniae  of  the  uterine  appen- 
dages is  that  of  hernia  in  general. 

Truss  treatment  for  hernia  of  the  uterine  appen- 


dages is  not  curative  and  is  often  productive  of  dis- 
comfort. Not  infrequently  it  interferes  with  the 
nutrition  and  development  of  the  herniated  tube 
or  ovary. 

After  the  second  year  of  life,  spontaneous  cure  of 
herniae  of  the  uterine  adnexa  is  rare  and  can  occur 
only  if  the  hernial  contents  are  easily  reduced  and 
easily  kept  reduced. 

All  adnexal  herniae,  irrespective  of  the  patient 's  age 
and  of  their  anatomical  site  and  size,  should  be 
subjected  to  an  operation  for  radical  cure:  (i)  if  the 
hernia  is  irreducible;  (2)  if  the  hernia  is  strangula- 
ted;    (3)  if  the  pedicle  is  twisted. 

After  the  age  of  2  years  an  operation  should  be 
performed  (i)  if  the  hernia  is  bilateral;  (2)  if  other 
herniae  co-exist;  (3)  when  the  hernia  cannot  be 
painlessly,  completely,  and  permanently  reduced; 
(4)  if  organs  other  than  the  uterine  appendages  are 
also  present  in  the  same  hernial  sac;  (5)  if  the  wear- 
ing of  a  hernial  ring  truss  causes  pain  or  aggravates 
the  symptoms;  and  (6)  if  the  patient  has  to  be 
subjected  to  ether,  chloroform,  or  other  general 
surgical  anaesthesia  for  the  performance  of  some 
other  operation,  in  which  case  advantage  can  be 
taken  of  the  opportunity  to  perform  an  operation 
also  for  the  radical  cure  of  the  hernia. 

It  is  unwise  to  sacrifice  a  normal  herniated  tube 
or  ovary.  Edwakd  L.  Cornell. 

MISCELLANEOUS 

Echols,  CM.:  Common  Gynecologic  Errors.  Wis- 
consin M.  J.,  1919,  xviii,  5. 

The  following  procedures  and  practices  are  dis- 
cussed at  length  and  condemned: 

1 .  Routine  curettage  after  spontaneous  abortion, 
irrespective  of  definite  indications. 

2.  Too  early  operation  upon  vesicovaginal  fistulae 
after  confinement. 

3.  Operations  to  cure  sterility  in  women  without 
adequate  investigation  to  determine  its  cause. 

4.  Failure  to  palpate  the  gall-bladder  in  routine 
laparotomies  for  chronic  conditions. 

5.  The  assumption  that  a  woman  has  not  had 
gonorrhoea  because  there  is  no  definite  history  of 
an  acute  attack. 

6.  Mistaking  tubal  pregnancy  for  threatened  or 
incomplete  abortion. 

7.  Examining  patient  for  cystocele  and  prolapsus 
uteri  without  having  her  stand  upright  during  at 
least  a  part  of  the  examination. 

8.  Hysterectomy  for  prolapsus  uteri  (atrophic 
uterus)  in  older  women. 

9.  Routine  operations  for  simple  retroversion  of 
the  uterus. 

10.  Failure  to  suspect  and  investigate  for  maUg- 
nancy  during  irregular  bleeding  near  the  menopause. 

11.  The  readiness  of  some  surgeons  to  resort  to 
caesarean  section  without  legitimate  indications. 

12.  Too  many  hysterectomies  and  not  a  sufficient 
number  of  myomectomies  for  fibroid  tumors  in 
women  under  35  years  of  age. 
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Child,  C.  G.,  Jr.:  Co-existent  Diseases  of  the  Ap- 
pendix  and   Pelvic  Organs   in    the    Female. 

Am.  J.  Obst.,  1919,  kxx,  31. 

Disease  of  the  pelvic  organs  in  the  female  is  an 
important  exciting  cause  of  appendicitis,  and  to  a 
lesser  extent  the  appendix  may  be  a  cause  of  adnexal 
disease  on  the  right  side. 

In  by  far  the  greater  number  of  cases  of  co- 
existent pelvic  disease  and  appendicitis  the  primary 
source  of  infection  is  in  the  pelvis. 

Involvement  of  the  appendix  is  nearly  four  times 
more  frequent  in  adnexal  disease  on  the  right  than 
on  the  left  side. 

As  the  possibility  of  an  involved  appendix  should 
always  be  borne  in  mind  when  operating  upon  dis- 
eased adnexa,  so  also  should  the  possibility  of 
diseased  adnexa  be  remembered  when  operating 
upon  the  appendix. 

An  appendix  may  be  macroscopically  patho- 
logic yet  not  microscopically  diseased,  and  vice 
versa,  and  should  always  be  removed,  if  possible, 
when  the  abdomen  is  opened. 

Appendicitis  in  the  female  is  associated  so  fre- 
quently with  pelvic  disease  that  it  should  always 
be  considered  as  a  gynecological  condition. 

Edward  L.  Cornell. 

Hopkins,  A.  H. :  Climacteric  Hypertension:  a 
Study  of  High  Blood-Pressure  During  and 
Following  the  Menopause.  Am.  J.  M.  Sc,  1919, 
clvii,  826. 

The  author  refers  to  several  investigators  who  have 
suggested  that  hypertension  is  not  always  a  result 


of  arteriosclerosis  or  nephritis  but  may  be  a  primary 
factor  in  bringing  about  the  former  or  the  result  of 
such  conditions  as  over-eating,  the  presence  of  pus 
pockets  at  the  roots  of  teeth,  etc. 

He  cites  a  series  of  51  cases  of  hypertension  which 
came  under  his  own  observation  and  in  which  the 
condition  occurred  in  women  at  the  time  of,  or  follow- 
ing, the  menopause.  In  most  of  these  cases  the  women 
belonged  to  the  upper  strata  of  society  and  were 
high  strung,  energetic,  robust,  and  well  fed,  some  even 
inclining  to  obesity.  He  suggests  that  these  cases 
might  be  styled  "endocrinal  hypertension"  and 
believes  they  are  examples  of  the  only  true  " benign" 
hypertension.  As  evidence  that  they  are  unlike  cases 
of  high  blood-pressure  in  men  of  middle  age  or  past, 
or  in  women  with  causative  factors  in  their  past 
medical  histories,  he  reports  that  in  these  instances 
there  was  little  retinal  sclerosis  except  in  advanced 
stages  of  the  disease,  that  anaemia  was  present  only 
exceptionally,  and  in  the  renal  functional  tests  there 
were  only  slight  traces  of  albumin,  few  casts,  and 
practically  no  impairment  of  phthalein  elimination. 

The  author  reviews  the  parts  played  by  the  various 
endocrine  organs  concerned  and  their  dependence 
upon  one  another  in  keeping  the  body  in  normal  condi- 
tion during  the  years  of  sexual  potency.  In  explana- 
tion of  his  term  "  endocrinal  hypertension  "  as  applied 
to  the  51  cases  reported  he  says  that  they  are  due  to 
the  withdrawal  "  of  at  least  a  part  of  the  secretion  of 
the  ovary"  at  the  time  of  the  menopause,  with  the 
addition  of  emotional  disturbances,  often  profound, 
which  leave  "the  adrenals,  hypophysis,  and  thyroid 
out  of  balance. "  CM.  Gruber. 
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PREGNANCY  AND  ITS   COMPLICATIONS 

ITavis,  E.  P.     The  Nourishment  of  the  Pregnant 
Woman.  Am.  J.  Obst.,  1919,  Ixxx,  23. 

Undoubtedly  the  appetite  of  the  absolutely 
healthy  woman  is  quickened  by  pregnancy.  Vomit- 
ing must  be  considered  as  pathologic  and  unnatural; 
also  abnormal  cravings  for  acids  and  highly  spiced 
and  strongly  flavored  foods. 

To  what  extent  should  meat  be  used  as  proteid 
food  by  the  pregnant  woman?  Unquestionably 
excess  in  this  matter  produces  a  large,  overgrown, 
and  unduly  hard  foetal  skeleton.  A  fair  average  may 
be  obtained  if  the  so-called  "red  meats"  are  eaten 
but  once  or  twice  weekly  and  the  proteid  obtained 
in  other  forms. 

Eggs  are  usually  well  digested  during  pregriancy 
but  often  are  considered  as  among  the  very  light 
and  unimportant  articles  of  food.  In  permitting 
a  pregnant  woman  to  eat  eggs  it  must  be  remembered 
that  they  are  highly  nitrogenous  and  nutritious. 

Proteid  contained  in  fish  of  all  sorts  seems  often 
to  be  better  assimilated  than  that  of  animal  flesh. 
The  fact  that  proteid  matter  of  great  value  is  con- 
tained in  vegetables  is  often  overlooked. 

It  is  interesting  to  observe  that  the  patient  who 
has  been  digesting  proteid  material  badly  during 
the  early  stages  of  pregnancy  will  do  much  better 
as  the  pregnancy  approaches  its  termination.  Often 
the  approach  of  labor  may  be  predicted  from  the 
improvement  in  nitrogenous  metabolism. 

It  is  customary  to  advise  the  pregnant  woman 
to  eat  cereal  foods  and  bread  and  butter  in  abundance, 
but  often  the  fact  is  forgotten  that  in  addition  to 
these  substances  a  considerable  quantity  of  the 
proteids  of  fat  may  be  taken  and  the  combination 
may  prove  disastrous. 

Especially  valuable  in  pregnancy  are  the  earthy 
salts  and  acids  contained  in  vegetables  and  fruits. 
When  indigestion  is  annoying  and  persistent,  the 
juice  of  the  fresh  lime  and  that  of  the  pineapple  are 
of  special  value. 

In  determining  the  diet  of  pregnant  women  the 
very  important  part  played  by  water  must  not  be 
forgotten.  When  metabolism  is  deficient,  however, 
water  should  not  be  drunk  in  such  excess  that  the 
the  kidneys  are  overcome.  A  pregnant  woman  can 
better  dispense  with  coffee  than  with  tea  and  is 
well  off  without  either.  Excessive  amounts  of  tea 
tend  to  produce  constipation  and  an  obstinate  form 
of  intestinal  catarrh.  Alcohol  as  a  food  substance 
is  not  needed  by  the  healthy  pregnant  woman.  The 
use  of  malt  extracts  during  pregnancy  is  rarely 
recommended. 

Economic  conditions  are  a  most  important  factor 
in  determining  the  nutrition  of  the  pregnant  woman. 


If  she  is  to  be  well  nourished  conditions  must  be 
such  that  she  can  be  given  pure  food  properly 
prepared. 

The  vexed  question  of  obtaining  servants  and 
help  for  the  pregnant  woman  in  procuring  and 
preparing  her  food  should  be  met  by  municipal  aid. 
This  should  include  the  establishment  of  a  market 
house  or  a  market  on  the  curb  where  food  of  good 
quality  can  be  procured  at  moderate  price.  If  through 
weakness  or  ignorance  the  patient  is  unable  to 
prepare  her  food  properly,  a  community  kitchen 
to  which  she  may  send  it  for  preparation  or  from 
which  she  may  obtain  it  properly  cooked  would 
be  of  practical  value.  Edward  L.  Coknell, 

La  Torre,  F. :   Intra-Uterine  Death  of  the  Foetus 

(La  morte  intra-uterine  del  fete).  Clin,  ostet.,  1919, 
xxi,  93. 

In  his  discussion  of  the  intra-uterine  death  of 
the  foetus,  the  author  considers  the  causes,  the 
diagnosis,  the  prognosis,  and  the  treatment. 

The  diagnosis  depends  upon:  (i)  signs  arising 
from  palpation;  (2)  signs  perceived  by  means  of 
auscultation;  (3)  signs  perceptible  from  vaginal 
examination.  Reviewing  all  such  evidence  La 
Torre  concludes  that  there  is  no  one  sign  which  of 
itself  indicates  foetal  death  positively  but  that  when 
they  are  all  taken  together  such  signs  may  be  con- 
sidered as  definite.  Only  two  signs  are  of  any  abso- 
lute value  as  indicating  life,  i.  e.,  active  movements 
of  the  foetus  and  the  presence  of  a  double  cardiac 
beat.  If  either  or  both  have  been  demonstrated, 
but  are  not  recorded  for  some  time,  it  is  a  certain 
indication  of  foetal  death. 

With  regard  to  intra-uterine  retention  of  a  dead 
foetus  the  author  states  that  it  is  generally  agreed  that 
a  dead  foetus  may  be  retained  for  nine  months  as  if 
the  pregnancy  had  not  been  interrupted  but  had 
continued  to  develop.  A  number  of  cases  are  cited 
from  the  literature  in  which  a  dead  foetus  was  car- 
ried in  the  uterus  for  periods  varying  from  several 
months  to  even  a  few  years  after  the  foetal  death, 
and  also  cases  in  which  it  had  never  been  expelled. 
This  leads  the  author  to  the  discussion  of  maceration, 
mummification,  etc.,  and  their  effects  upon  the 
mother. 

Under  the  heading  of  treatment,  La  Torre  con- 
siders principally  what  has  been  called  "habitual 
death"  of  the  foetus,  an  occurrence  which. may  be 
considered  as  due  to  syphUis  of  the  progenitors.  The 
treatment  in  such  cases  should  consist  in  anti- 
syphilitic  treatment  of  the  parents. 

When  premature  still-births  are  habitual  within 
a  short  time  before  term  La  Torre  advises  pro- 
voking labor  a  few  weeks  before  the  spontaneous 
birth  of  a  dead  foetus  is  expected. 
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Other  cases  of  premature  still-births  may  be 
traced  to  alcoholism  and  other  intoxications  of  the 
parents  as  well  as  to  lacerations  of  the  cervix  and 
endometritis.  The  interruption  of  pregnancy  in 
such  cases  may  be  obviated  by  suitable  specific 
treatment.  La  Torre  has  reported  cases  in  which 
amputations  of  the  cervix  or  trachelorrhaphy 
caused  the  cessation  of  premature  interruption  of 
pregnancy.  W.  A.  Brennan. 

Appleton,  P.:   Premature  Separation  of  the  Pla- 
centa. Boston  M.  &•  S.  J.,  1919,  clxxx,  718. 

After  defining  premature  separation  of  the  placenta 
and  giving  some  statistics  showing  that  this  condition 
occurs  more  frequently  than  has  been  taught  hereto- 
fore, Appleton  discusses  the  etiology  in  detail.  He 
does  not  consider  constitutional  diseases  of  much 
consequence  as  predisposing  causes,but  disease  of  the 
placenta  itself  is  nearly  always  present.  The  direct 
causes  he  lists  are  trauma,  shortness  of  the  cord,  and 
rapid  evacuation  of  the  fluid  in  hydramnios. 

A  careful  description  is  given  of  the  types  of  pre- 
mature separation  and  the  clinical  course,  with  a  dis- 
cussion of  the  signs  and  symptoms  upon  which  the 
diagnosis  may  be  based. 

Since  the  prognosis  is  always  grave  for  the  child  and 
very  serious  for  the  mother,  it  is  recommended  that 
the  uterus  be  emptied  as  rapidly  as  possible  under 
the  circumstances,  and  especially  that  adequate  help 
be  at  hand  (preferably  a  competent  consultant), 
since  in  the  event  of  the  delivery  of  a  living  child,  the 
latter  wiU  need  immediate  attention  as  well  as  the 
mother.  F.  H.  Harms. 

Heaney,   N.   S.:    An  Analysis  of   the  Signs  and 
Symptoms  of  Early  Ectopic  Pregnancy.    Am. 

J.  ObsL,  1919, Ixxx,  17. 

More  attention  should  be  given  the  early  cases 
of  unruptured  ectopic  pregnancy.  In  most  text- 
books now  used  so  much  emphasis  is  placed  upon 
advanced  and  critical  cases  that  the  student  does 
not  suspect  ectopic  pregnancy  except  in  the  unusual 
or  exaggerated  case.  Unless" a  woman  is  in  imminent 
danger  of  losing  her  life  the  possibility  of  ectopic 
pregnancy  is  very  apt  not  to  be  considered. 

To  emphasize  the  severity  of  the  pain  as  the  signifi- 
cant feature  is  like  dwelling  upon  the  emaciation 
in  cancer  of  the  uterus.  To  await  it  in  an  otherwise 
clear  case  is  to  court  disaster.  Every  patient  present- 
ing herself  with  the  suspicious  symptoms  of  a 
threatened,  imminent,  or  incomplete  abortion 
should  be  examined  with  the  possibility  in  mind  that 
the  condition  may  be  ectopic  pregnancy,  more 
especially  if  the  cramps  are  located  in  the  side  of  the 
pelvis  instead  of  over  the  uterus. 

Another  point  which  is  over-emphasized  is  the 
passage  of  a  cast  of  the  uterus  or  of  smaller  portions 
of  the  decidua. 

Great  care  is  taken  to  teach  that  the  uterus  en- 
larges in  ectopic  pregnancy.  Taking  cases  as  they 
come,  operation  reveals  some  enlargement  of  the 
uterus  in  a  considerable  percentage  but  a  large 


number  show  no  appreciable  increase  in  size  and 
indeed  frequently  the  uterus  is  smaller  than  normal, 
since  when  the  uterus  and  tubes  are  undeveloped 
pregnancy  is  especially  apt  to  be  ectopic  if  it  occurs 
at  all. 

Extra-uterine  pregnancy  is  said  to  produce  an 
enlargement  of  the  appendages  which  may  be  felt 
at  the  side  of  the  uterus.  Such  an  enlargement  may 
be  found  if  the  pregnancy  has  existed  long  enough 
to  produce  palpable  swelling,  but  frequently  rupture 
occurs  before  that  time.  The  failure  to  palpate  a 
supposed  gestation  sac  in  a  case  of  shock  and  pain 
should  deter  us  from  operating  upon  an  otherwise 
clear  case  of  ectopic  pregnancy. 

The  symptoms  of  a  ruptured  tube  are  also  too 
encyclopedically  portrayed.  The  evidence  of  rup- 
ture is  given  as  extreme  pain  of  a  tearing  or  stabbing 
character,  followed  by  shock,  pallor,  cold  sweat, 
weakness,  nervousness,  increased  pulse  rate,  in- 
creased respiration,  falling  of  the  haemoglobin  and 
red-cell  count,  air  hunger,  dullness  of  the  flanks, 
and  distention  of  the  abdomen. 

Not  sufficient  emphasis  is  placed  upon  the  fact 
that  the  severity  of  the  symptoms  depends  upon 
the  amount  of  blood  lost,  not  merely  upon  the 
rupture  of  the  tube.  If  only  small  vessels  have  been 
torn,  or  if  the  tear  is  incomplete,  the  patient  will 
have  sudden  pain,  not  necessarily  prostrating,  fol- 
lowed perhaps  by  some  nausea  and  weakness. 

The  condition  of  any  woman  of  obstetrical  age 
who  is  seized  with  an  abdominal  pain  of  severity 
followed  by  shock  or  syncope,  even  if  transient, 
must  be  regarded  as  possibly  due  to  ectopic  preg- 
nancy until  proved  otherwise. 

A  leukocytosis  with  a  normal  or  subnormal  tem- 
perature should  lead  to  the  diagnosis  of  probable 
ruptured  ectopic  pregnancy  when  there  has  been 
severe  abdominal  pain  followed  by  nausea  and  per- 
haps vomiting. 

The  author  advocates  wider  teaching  regarding 
the  advisability  of  exploratory  vaginal  incision  in 
doubtful  cases.  If  a  case  is  sufficiently  suspicious 
to  be  in  a  hospital  it  is  sufficiently  suspicious  to 
warrant  a  definite  decision  as  to  whether  an  ectopic 
pregnancy  is  present  or  not.  In  this  class  of  cases 
a  decision  can  be  easily  reached  by  vaginal  incision. 
If  there  is  no  ectopic  pregnancy  the  danger  to 
the  patient  is  slight  and  is  compensated  by  the 
accuracy  of  diagnosis.  Edward  L.  Cornell. 

Rawls,  R.  M. :  Report  of  a  Case  of  Full-Term  Ectop- 
ic Pregnancy.  Am.  J.  Obst.,  1919,  Ixxx,  53. 

The  patient,  aged  19,  was  operated  upon  and  a 
macerated  female  infant  weighing  g)4  pounds  was 
delivered.  There  were  all  the  signs  of  maturity  and 
no  caput  succedaneum.  The  placenta  showed  two 
portions,  one  of  which  measured  15  centimeters  in 
diameter  and  about  3  centimeters  in  thickness. 
The  maternal  side  showed  a  very  short,  thick 
pedicle  which  was  apparently  composed  of  muscu- 
lature. This  thicker  portion  of  the  placenta  went 
over  into  a  thin,  disc-like  structure  measuring  18 
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by  12  centimeters  and  about  i  centimeter  in  thick- 
ness. The  maternal  part  of  the  latter  was  smooth. 
The  membranes  were  attached  to  the  placenta. 
The  umbilical  cord  showed  serohaemorrhagic  im- 
bibition. 

Microscopically  sections  from  the  pedicle  showed 
an  ccdematous  smooth  musculature.  Other  sections 
showed  placental  tissue,  some  of  it  attached  to  thin 
strands  of  smooth  musculature,  probably  tubal. 
No  sections  showed  mucosa,  and  there  was  no 
evidence  of  uterine  musculature.  Most  of  the 
placental  villi  were  macerated,  and  many  de- 
generated. 

The  section  of  the  infant  showed  a  serohaem- 
orrhagic transudate  in  the  abdominal,  the  pleural, 
and  the  pericardial  cavities.  The  cheeks  and  eye- 
lids showed  marked  anasarca.  The  brain  itself  was 
macerated  and  extremely  soft.  There  were  no 
anomalies  in  the  internal  organs. 

Edward  L.  CoR2snELL, 

De  Lee,  J.  B.:  The  Newer  Methods  of  Caesarean 
Section;  Report  of  Forty  Cases.  /.  Am.  M.  Ass., 
1919,  Ixxiii,  91. 

The  classic  csesarean  section  has  come  to  be  one 
of  the  safest  of  laparotomies  and  is  widely  prac- 
ticed. Undoubtedly,  however,  it  is  too  widely 
practiced,  the  trust  in  its  general  safety  being  too 
great. 

Accoucheurs  of  experience  know  that  caesarean 
section  is  not  so  safe.  There  is  an  unavoidable 
mortality  which  increases  with:  (i)  the  length  of 
labor;  about  i  per  cent  every  two  hours;  (2)  the 
number  of  vaginal  examinations  made  or  operations 
attempted;  (3)  the  rupture  of  the  membranes; 
and  (4)  the  lack  of  skill  of  the  operator.  Further- 
more, there  are  certain  women  who  carry  infection 
in  the  vagina — harmless  there,  but  fatal  if  brought 
onto  the  peritoneum. 

In  infected,  or  possibly  infected,  cases  of  ob- 
structed labor,  craniotomy  is  the  only'  alternative 
since  pubiotomy  is  too  dangerous.  It  was  to  reduce 
the  necessity  of  this  horrible  operation  that  the  newer 
methods  of  caesarean  section  have  been  developed. 

Attempts  to  improve  the  classic  caesarean  section, 
to  make  it  adaptable  to  the  neglected  cases  failed 
until  1906  when  Frank,  of  Bonn,  disinterred  the  old 
extraperitoneal  methods. 

Today  there  are  about  twenty  different  procedures 
which  may  be  divided  into  two  classes:  first,  the 
transperitoneal,  or  perperitoneal,  and  second,  the 
extraperitoneal.  Among  the^  transperitoneal  caesa- 
rean sections,  that  devised  by  Kroenig  and  modified 
by  Gellhorn  of  St.  Louis  seems  to  be  the  most 
advantageous  and  is  used  in  cases  in  which  in- 
fection is  suspected. 

No  one  of  experience  will  contest  the  statement 
that  at  the  present  time  2  per  cent  of  patients  under- 
going a  clean,  non-toxic  caesarean  section  die.  Does 
the  cervical  caesarean  section  reduce  this  mor- 
tality? 

The  author   and   his   assistants  operated  in  46 


cases  without  any  foetal  or  maternal  deaths.  Theo- 
retically and  practically  there  are  many  reasons 
why  the  results  were  so  successful.  The  incision 
was  made  in  the  lower  part  of  the  uterus,  the  cervix, 
which  it  is  well  known  resists  infection.  The  same 
may  be  said  of  the  lower  abdomen  which  resists 
infection  better  than  the  upper;  hence,  the  value 
of  the  Fowler  position  in  caesarean  section.  When 
the  incision  is  made  in  the  cervix  the  uterine  wound 
is  at  rest,  lochia  is  not  squeezed  through  it  by  the 
after-pains,  and  should  a  leak  occur  in  the  line  of 
suture,  it  will  be  under  the  peritoneum,  between  the 
bladder  and  the  cervix,  where  it  may  be  reached 
easily  in  three  ways:  by  the  cervix;  between  the 
cervix  and  the  bladder — a  simple  anterior  colpotomy ; 
or  by  opening  the  lower  corner  of  the  abdominal 
wound.  If,  when  the  incision  is  made  in  the  corpus, 
infection  wanders  along  the  line  of  suture  as  it 
often  does,  it  at  once  reaches  the  peritoneal  cavity; 
in  the  cervical  section  it  reaches  a  safer  area,  one 
more  easily  drained. 

Another  element  of  safety  in  the  method  used 
by  the  author  is  the  entire  absence  of  any  ne- 
cessity to  handle  the  intestine.  Often  the  bowel 
does  not  even  come  into  view.  Moreover,  Uquor 
amnii,  vernix  caseosa,  and  meconium  do  not  soil  the 
peritoneum. 

The  convalescence  after  the  cervical  caesarean 
section  is,  without  question,  smoother  than  that 
following  the  classic  section.  Of  the  author's  31 
cases,  there  was  suppuration  in  only  i .  which  is  most 
noteworthy  since  in  9  there  was  a  slight  suspicion  of 
infection. 

When  the  cut  is  made  in  the  body  of  the  uterus 
uterine  rupture  in  subsequent  labors  is  more  apt  to 
occur  as  the  wound  surfaces  are  not  at  rest  during  the 
healing  process.  With  each  after-pain  the  sides  of 
the  wound  grind  on  each  other  and  even  in  the 
absence  of  infection  are  prone  to  unite.  When  the 
cut  is  made  in  the  cervix,  all  this  is  absent.  The 
wound  is  at  perfect  rest. 

For  the  old,  or  classic,  caesarean  section,  the  author 
has  to  have  special  indications,  and  these  are,  usually, 
the  necessity  for  instant  delivery,  the  desire  to 
remove  fibroids,  placenta  praevia,  w'hen  a  Porro 
operation  is  to  follow,  and  in  the  case  of  an  ex- 
tremely pendulous  abdomen.  Experience  may  prove 
it  possible  to  omit  some  of  these  exceptions. 

The  choice  between  extraperitoneal  and  trans- 
peritoneal methods  is  still  undecided,  but  the 
majority  of  operators  prefer  the  latter. 

In  the  presence  of  insuperable  mechanical  dis-- 
proportion,  that  is,  the  absolute  indication  for 
caesarean  section,  it  was  possible  for  the  older  ob- 
stetricians to  perform  only  a  therapeutic  abortion 
or  a  classic  caesarean  section  at  term  if  the  condition 
was  discovered  in  time.  If  the  dystocia  was  ex- 
perienced only  after  infection  was  present  or 
suspected,  a  Porro  or  complete  uterine  extirpation 
was  demanded  in  order  to  save  the  woman's  life. 

Today  the  procedure  is  different.  Therapeutic 
abortion  is  absolutely  contra-indicated.     At  full 
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term  there  are  four  courses  from  which  to  select: 
the  classic  caesarean  section,  the  classic  ca^sarean 
section  with  the  Porro  modification,  the  trans- 
peritoneal cervical  section,  and  the  extraperitoneal 
section.  In  clean  and  in  suspected  cases  the  author 
recommends  the  transperitoneal  cervical  section, 
and  in  frankly  infected  cases,  the  extraperitoneal 
or  Porro  ca-sarean  section. 

In  the  treatment  of  labor  in  pelves  that  are  not 
so  markedly  contracted,  the  plan  has  become  more 
simplified  in  recent  years.  Unless  the  patient 
positively  demands  the  induction  of  premature 
labor,  the  pregnancy  is  allowed  to  go  to  full  term. 
Just  before  labor  begins,  a  careful  rectal  and  ab- 
dominal examination  is  made  to  determine  whether 
or  not  there  is  any  chance  that  the  foetus  will  pass 
through  the  pelvis.  The  transperitoneal  section  is 
performed  as  soon  as  labor  is  well  under  way.  If 
there  is  reason  to  believe  that  the  head  will  go 
through,  the  patient  is  given  a  real  test  of  labor.  If 
delivery  is  impossible,  the  transperitoneal  sec- 
tion is  done  in  the  cases  of  primipara;  and  either 
this  or  pubiotomy  in  the  cases  of  multiparas, 
the  surgeon  being  guided  by  the  individual  con- 
ditions. This  statement  holds  also  for  cases  in 
which  infection  is  suspected.  In  infected  cases,  the 
author  still  fears  to  perform  an  abdominal  delivery  in 
spite  of  the  wonderful  results  recorded  by  European 
operators.  If  this  is  necessary,  he  recommends  the 
extraperitoneal  method  with  free  drainage  in  the 
cases  of  young  women,  and  uterine  extirpation  in 
the  cases  of  the  old. 

In  placenta  praevia  De  Lee  prefers  the  classic 
operation.  In  abruptio  placentas,  the  transperito- 
neal is  the  method  of  choice  unless  great  speed  of 
delivery  is  required  to  save  the  child.  For  neglected 
shoulder  and  breech  presentations,  prolapse  of  the 
cord,  and  the  innumerable  other  obstetrical  com- 
plications, the  new  operation  will  find  a  restricted 
field  of  usefulness.  Edward  L.  Cornell. 

Markoe,  J.  W.:  Gaesarean  Section  Following  a  Pre- 
vious Extraperitoneal  Gaesarean  Section.     N. 

York  M.  J.,  1919,  cix,  1022. 

The  author  reports  in  detail  an  extraperitoneal 
caesarean  section  with  the  unusual  sequence  of  a 
classic  caesarean  section  fifteen  months  later  upon 
the  same  patient.  The  extraperitoneal  caesarean 
was  performed  after  repeated  vaginal  examinations 
outside  the  hospital  and  after  the  membranes  had 
ruptured  and  the  woman  had  been  in  labor  for 
forty-eight  hours.  Infection  was  strongly  suspected 
as  cultures  from  the  cervix  before  vaginal  examina- 
tion showed  a  mixed  infection  of  colon  bacilli  and 
non-haemolytic  staphylococci. 

Markoe  employed  the  median  incision  from  the 
symphysis  to  the  umbilicus,  incising  fascia  and 
muscle  and  stripping  the  tissues  containing  the 
bladder  up  from  the  left  side  with  dry  gauze  sponges. 
Great  care  was  taken  not  to  enter  the  peritoneal 
cavity.  Upon  reaching  the  uterus  the  stripping  was 
continued  until  a  sufficient  area  of  the  anterior  wall 


of  the  cervix  was  exposed  for  the  delivery  of  the 
child.  The  bladder  and  peritoneum  were  then  held 
well  to  the  right  by  an  assistant,  the  uterus  incised, 
and  the  head  delivered  first  by  using  one  blade  of 
the  forceps  as  a  vectis.  After  a  rapid  delivery  of 
the  child  and  manual  extraction  of  the  placenta 
and  membranes  the  uterus  was  sutured  with  in- 
terrupted chromic  catgut  sutures,  the  bladder  and 
peritoneum  replaced  unopened  and  fastened  to  the 
left  side  with  one  suture,  a  deep  rubber  drain  inserted 
in  the  left  side,  and  the  wound  closed  with  inter- 
rupted sutures  of  chromic  gut  in  the  fascia  and  clips 
in  the  skin. 

As  on  the  following  day  the  wound  was  found  to 
contain  pus,  two  No.  5  Carrel  tubes  were  inserted 
deep  into  the  left  side  and  two  others  were  placed 
on  the  wound  surface,  surrounded  by  gauze  wet 
in  Dakin  solution.  The  nurse  was  instructed  to 
allow  a  small  amount  of  the  fluid  to  soak  into  the 
dressing  through  the  Carrel  tubes.  Results  not 
being  secured  by  this  method,  the  wound  was  flushed 
every  two  hours  with  100  cubic  centimeters  of  Dakin 
solution.  This  latter  procedure  so  reduced  the 
bacterial  count  that  twelve  days  after  operation 
all  tubes  were  removed  and  the  wound  was  closed. 

Fifteen  months  later  the  patient  entered  the 
hospital  at  term  and  a  classic  caesarean  section  was 
performed.  Before  opening  the  uterus  an  explora- 
tion of  the  peritoneal  cavity  revealed  a  total  absence 
of  adhesions  in  the  region  of  the  bladder,  cervix,  and 
broad  ligaments.  Later  an  inspection  from  within 
the  uterine  cavity  of  the  site  of  the  cervical  opening 
made  at  the  time  of  the  extraperitoneal  operation 
showed  only  normal  uterine  tissue  with  no  sign 
of  scar. 

Markoe  believes  that  the  entire  absence  of  weak- 
ness in  the  abdominal  wall  in  spite  of  the  necessary 
closure  following  suppuration  was  due  to  the  median 
incision  as  the  muscles  have  a  strong  tendency 
to  come  together  in  the  median  line  and  in  con- 
sequence a  firmer  union  of  the  fascia  and  muscle 
fibers  is  obtained,  particularly  following  suppuration. 
In  the  classic  operation  he  passed  two  fingers  from 
within  the  uterus  through  the  internal  os  for  the 
purpose  of  dilating  the  cervix  sufficiently  to  avoid 
any  retention  of  lochia. 

In  the  author's  opinion  much  may  be  hoped  for  in 
the  technique  described  as  an  alternative  for  cranio- 
tomy or  removal  of  the  uterus.  H.  K.  Gibson. 

Bruenner,  K. :  Caesarean  Section  for  Haemor- 
rhages Due  to  Vaginal  Varices  (Kaiserschnitt 
wegen  Blutung  aus  Varizen  der  Vagina).  Cor.-Bl.  f. 
schweiz.  Aerzte,  1919,  xliv,  321. 

Haemorrhage  due  to  rupture  of  vaginal  varices  is 
a  formidable  complication  during  pregnancy  and 
labor,  and  particularly  formidable  in  the  latter. 
In  a  dissertation  published  in  1901  Delahouse 
collected  20  cases  occurring  in  the  course  of  labor. 
In  these  there  were  11  deaths,  8  of  which  occurred 
in  less  than  twenty  minutes.  Wullman  reported 
13  deaths  in  15  cases  which  occurred  during  preg- 
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nancy  and  7  in  i6  cases  which  occurred  during  labor. 
Generally  varices  bepin  to  be  troublesome  during 
the  three  last  months  of  pregnancy  and  this  is  the 
usual  time  of  rupture.  The  mortality  of  the  condi- 
tion runs  up  50  per  cent. 

As  a  rule  ha;morrhages  due  to  vaginal  varices  are 
rebellious  to  the  usual  methods  of  treatment  by 
ligature  or  tampons.  When  such  a  haemorrhage 
threatens  in  the  course  of  labor  it  is  best  to  terminate 
the  latter  as  rapidly  as  possible.  The  author  has 
been  able  to  find  in  the  literature  only  2  cases  in 
which  the  labor  was  ended  by  a  caesarean  section, 
in  one  as  a  prophylactic  and  in  the  other  as  a  thera- 
peutic measure.  In  both  instances  the  mother 
recovered. 

Bruenner  reports  the  case  of  a  woman  aged  38 
years,  a  vi-para,  whose  previous  labors  had  all  been 
quite  normal  and  without  instrumental  help,  but 
were  generally  followed  by  pain  in  the  bones  and 
oedema.  In  the  labor  reported  delivery  by  forceps 
was  attempted  but  during  the  manipulations  there 
was  a  sudden  profuse  haemorrhage  due  to  the  rupture 
of  a  packet  of  vaginal  varices  which  interlaced  the 
whole  vaginal  wall.  The  labia  majora  were  involved 
and  enormously  swollen  and  the  anal  region  was 
gorged  with  blood.  Attempts  to  stop  the  haemor- 
rhage by  means  of  haemostats  and  ligatures  and  to 
complete  the  delivery  by  the  forceps  had  no  effect. 

As  the  foetal  heart  sounds  had  become  almost  in- 
audible and  the  patient's  pulse  was  weakening  the 
author  then  determined  to  complete  the  labor  by  a 
transperitoneal  caesarean  operation.  This  was  done 
without  diflBculty  and  the  child,  which  was  dead, 
was  extracted.  The  vaginal  haemostatic  forceps 
were  removed  one  by  one  from  forty-eight  to 
seventy-two  hours  later.  The  haemorrhage  did  not 
recur  and  the  varices  were  at  that  time  considerably 
reduced  in  volume.  The  onset  of  peritoneal  infection 
was  marked  by  the  elimination  of  pieces  of  necrotic 
vaginal  mucosa  during  the  days  following.  The 
patient  made  a  definite  recovery  after  a  short  attack 
of  pneumonia.  In  Bruenner's  opinion  a  case  of 
this  kind  is  an  indication  for  caesarean  section. 

As  a  prophylactic  measure  to  guard  against 
peritonitis  in  a  transperitoneal  caesarean  operation 
on  a  uterus  already  subjected  to  obstetrical  manipu- 
lations the  author  recommends  intra-uterine  tam- 
ponade with  iodoform  gauze  through  the  uterine 
incision  followed  after  suture  of  the  incision  by 
lavage  of  the  peritoneal  cavity  with  warm  physio- 
logical salt  solution.  This  was  done  in  the  case 
reported.  The  uterine  tampon  was  withdrawn  on 
the  seventh  day.  Anti-streptococcus  serum  was 
also  administered.  W.  A.  Brennan. 

LABOR  AND  ITS  COMPLICATIONS 

Child,  C.  G.  Jr.,:  Episeotomy:  Its  Relation  to  the 
Proper  Conduct  of  the  Perineal  Stage  of  Labor. 

Med.  Rec,  1919,  xcvi,  142. 

Child  reports  a  series  of  166  cases — 112  those 
of  primiparae  and  54  those  of  multiparae.    Of  the 


54  primiparae  upon  whom  an  episeotomy  was  per- 
formed, 3  failed  to  heal  by  primary  intention.  Of 
these,  2  were  septic  at  the  time  of  delivery.  In  3 
cases  there  was  laceration  because  the  incision  had 
not  been  made  large  enough.  Of  the  58  primiparx 
upon  whom  an  episeotomy  had  not  been  performed, 
18  (31  per  cent)  sustained  lacerations  in  spite  of  all 
precautions.  In  two  instances  there  was  involvement 
of  the  sphincter  ani.  The  operation  was  required 
in  only  9  cases  of  multiparae.  One  of  these  was 
a  case  of  breech  presentation  and  3  were  forceps 
cases. 

The  incision  should  be  made  on  one  side  of  the 
vulva  and  should  go  through  the  skin,  the  subcutane- 
ous and  adipose  tissue,  down  to  the  levator  muscle. 
The  division  of  the  muscle  should  be  carried  to  a 
point  just  sufficient  to  allow  the  birth  of  the  head. 
The  extent  necessary  is  gauged  as  the  head  advances 
with  each  pain. 

In  closing  the  incision  interrupted  silkworm-gut 
sutures  are  the  best  and  should  be  passed  inward, 
taking  up  all  tissue  as  far  as  the  vaginal  mucosa.  The 
latter  should  be  united  by  a  continuous  No.  2 
chromic  catgut  suture.  The  sutures  may  be  intro- 
duced while  waiting  for  the  placenta  but  should  not 
be  tied  until  after  its  expulsion. 

The  author  strongly  recommends  the  operation. 

H.  K.  Gibson. 

Williams,  J.  W.:    The  Tolerance  of  Freshly  De- 
livered Women   to  Excessive  Loss  of  Blood. 

Am.  J.  Obst.,  1919,  Ixxx,  i. 

The  present  study  concerning  the  amount  of 
blood  lost  during  the  third  stage  of  labor  and  shortly 
thereafter  and  its  clinical  effects,  is  based  upon 
observations  made  upon  1,000  consecutive  spon- 
taneous full-teem  labors  which  occurred  in  1.339 
obstetrical  patients  at  the  Johns  Hopkins  Hos- 
pital. 

Three  hundred  and  thirty-nine  histories  in  the 
series  were  not  utilized  as  they  included  162  opera- 
tive cases  as  well  as  177  others  in  which  pregnancy 
had  terminated  prematurely  or  the  patients  left 
the  hospital  before  delivery. 

After  the  child  is  born  the  uterus  is  gently  pal- 
pated and  the  location  of  its  fundus  noted,  but 
massage  is  not  employed  unless  the  uterus  is  boggy 
in  consistency  or  the  bleeding  excessive.  After 
the  lapse  of  from  five  to  thirty  minutes  it  is  usually 
noted  that  the  uterus  has  risen  4  to  6  centimeters 
above  its  original  location,  while  in  some  cases  an 
indistinct  swelling  has  likewise  appeared  just  over 
the  symphysis. 

The  author  states  that  he  has  been  unable  to 
convince  himself  that  there  is  any  advantage  in 
waiting  a  specified  length  of  time  before  expressing 
the  placenta.  The  typical  Crede  method  of  ex- 
pression is  employed  only  with  the  greatest  cir- 
cumspection and  only  in  the  presence  of  serious 
bleeding  or  after  spontaneous  separation  of  the 
placenta  has  failed  to  occur  within  one  hour  after 
the  birth  of  the  child. 
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Upon  determining  the  amount  of  blood  lost  in 
I, GOO  spontaneous  labors,  the  average  bleeding  was 
found  to  be  343.7  cubic  centimeters,  with  the  ex- 
tremes varying  from  zero  to  2,400  cubic  centimeters. 
In  two  cases  the  placental  period  was  entirely 
bloodless.  It  must  not  be  understood,  however, 
that  this  average  loss  gives  a  correct  idea  concerning 
the  amount  of  the  bleeding  most  apt  to  be  en- 
countered in  spontaneous  labor.  The  latter 
amounted  to  less  than  300  cubic  centimeter's  in  527 
out  of  1,000  cases. 

Not  a  few  freshly  delivered  women  lost  excessive 
quantities  of  blood  without  presenting  any  evi- 
dence of  shock,  and  occasionally  the  extent  of  the 
haemorrhage  would  not  have  been  appreciated 
if  the  blood  lost  had  not  been  collected  and  meas- 
ured. 

Only  one  of  the  31  women  who  lost  between 
1,000  and  1,250  cubic  centimeters  presented  im- 
mediate symptoms  attributable  to  loss  of  blood. 
This  patient  was  considerably  shocked  and  had  a 
pulse  rate  of  118  one  hour  and  a  quarter  after 
delivery.  Only  4  of  the  18  patients  losing  from 
1,250  to  2,400  cubic  centimeters  caused  any  anxiety; 
none  was  seriously  ill  and  all  recovered. 

It  is  currently  believed  that  the  pulse  is  unusually 
slow  during  the  normal  puerperium,  and  that  the 
best  method  of  evaluating  the  effect  of  haemorrhage 
is  based  on  its  increased  rate  and  poor  quality. 
The  observations  reported,  however,  show  that  the 
first  assumption  is  incorrect,  and  that  in  freshly 
delivered  women,  the  second  is  not  regular. 

The  average  pulse  rate  was  91.66  in  non-haemor- 
rhagic  cases  and  96.45  in  haemorrhagic  cases,  a  fact 
which  apparently  indicates  that  the  average  effect 
of  haemorrhage  is  to  raise  the  pulse  rate  by  only  5 
beats. 

It  is  apparent  that  a  certain  proportion  of  freshly 
delivered  women  may  lose  from  1,250  to  2,400 
cubic  centimeters  of  blood  with  comparatively  little 
danger  and  present  such  slight  immediate  symp- 
toms that  the  extent  of  haemorrhage  might  escape 
recognition  if  the  blood  were  not  collected  and  meas- 
ured. 

If  the  usual  computation  that  the  total  amount 
of  blood  in  the  body  corresponds  to  one-thirteenth 
of  the  total  body-weight  be  accepted  and  if  it 
is  assumed  that  the  latter  averages  130  pounds, 
such  haemorrhages  mean  that  the  patients  lost  from 
one-quarter  to  one-half  of  their  total  blood.  In 
males  and  non-pregnant  women  such  a  loss  would 
inevitably  be  followed  by  alarming  symptoms  of 
shock  and  acute  anaemia,  yet  the  latter  did  not 
appear  in  any  of  the  patients  whose  cases  are  here 
recorded  nor  was  their  general  condition  so  serious 
that  transfusion  was  at  any  time  necessary. 

In  order  to  avoid  any  possibility  of  misunder- 
standing, the  author  emphasizes  strongly  that  he 
does  not  claim  that  freshly  delivered  women  are 
entirely  immune  to  excessive  haemorrhage. 

Twenty  brief  case  reports  are  appended. 

Edward  L.  Cornell. 


Remy,  S. :  Remarks  upon  a  Series  of  Twenty-four 
Breech  Presentations  (Reflexions  sur  une  s6rie  de 
24  cas  d'accouchements,  I'enfant  se  pr^sentant 
par  le  sifige).  Rev.  mens,  de  gynic.,  d'ohst.  el  de 
p6diat.,  igig,  xiv,   125. 

The  author  reports  first  a  series  of  1 7  breech  pre- 
sentations which  occurred  in  his  own  practice. 
In  13  of  these  the  delivery  was  classical  and  the 
birth  normal.  Obstetrical  intervention  was  re- 
quired in  4  cases,  in  3  for  insufficiency  of  expulsive 
force  and  once  for  posterior  rotation  of  the  child's 
back  as  well  as  rotation  of  the  head.  In  all  1 7  cases 
a  hving  child  was  dehvered,  but  a  few  of  them 
required  resuscitation. 

From  these  cases  the  conclusion  is  drawn  that 
when  the  uterine  contractions  are  brisk  and  ener- 
getic, the  breech  and  body  of  the  child  disengage 
easily  and  rapidly;  the  obstetrician  has  only  to 
lower  the  arms,  which  is  easily  done,  and  aid  in  the 
expulsion  of  the  head  by  the  classic  means.  It  is 
not  correct  to  apply  the  term  "dystocia"  to  such 
cases.  Unfortunately,  however,  all  breech  presenta- 
tions are  not  of  this  kind. 

In  7  other  cases  of  breech  presentation,  in  which 
the  author  was  requested  to  operate,  extraction  of 
the  child  was  necessary  owing  to  complications.  In 
2  cases  the  child  was  dead  before  any  intervention 
could  be  effected.  In  2  others,  in  which  both  of 
the  women  were  primiparae,  the  child  died  during 
the  intervention.  In  both  instances  it  was  retained 
above  the  pelvis. 

Of  the  total  number  of  11  cases  reported  in 
which  an  intervention  was  necessary  eclampsia 
occurred  in  4.  In  all  of  these,  however,  a  living 
child  was  delivered. 

Although  in  a  case  of  breech  presentation  in  a 
multipara  with  a  small  child  extraction  may  be 
relatively  easy,  in  other  cases  it  may  be  a  formidable 
operation  entaihng  a  high  infant  mortality.  There- 
fore, whenever  possible,  it  is  best  by  external 
manoeuvres  to  transform  a  breech  presentation  into 
a  head  presentation  during  the  pregnancy. 

W.  A.  Brennan. 

PXJERPERIUM  AND  ITS  COMPLICATIONS 

Jullien:  Kidney  Decapsulation  in  Puerperal 
Eclampsia  (A  propos  de  la  decapsulation  r^nale 
dans  r6clampsie  puerperale).  Rev.  mens,  de  gynec, 
d'obst.  et  de  pSdiat.,  1919,  xiv,  131. 

In  reporting  a  case  of  puerperal  eclampsia  in  a 
woman  aged  25  years  upon  whom  the  author  did 
a  bilateral  kidney  decapsulation  followed  by  ulti- 
mate recovery  after  cystitis  and  a  right  pyelo- 
nephritis, he  states  that  it  is  difficult  to  lay  down 
any  precise  rule  for  the  treatment  of  a  disease  like 
eclampsia  as  it  presents  so  many  different  types. 
The  most  severe  and  alarming  cases  may  recover 
almost  spontaneously. 

Too  much  must  not  be  expected  of  a  kidney 
decapsulation.  It  can  do  nothing  for  alterations 
in  the  liver  and  brain  but  is  sovereign  where  the 
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urinary  secretion  is  concerned.  Statistics  prove 
that  the  secretion  of  urine  is  re-established  by  kidney 
decapsulation  in  80  per  cent  of  the  cases  although 
in  spite  of  surgical  treatment  the  mortality  due  to 
eclampsia  is  still  about  40  per  cent.  However, 
decapsulation  has  been  practised  only  in  the 
gravest  cases  not  amenable  to  more  simple 
methods. 

All  eclamptic  patients  ought  not  be  submitted 
to  surgical  treatment.  Only  one  class  has  the  in- 
dications for  decapsulation,  i.e.,  those  with  anuria. 
In  such  cases  the  operation  is  efficacious.  Its 
efficacy  is  demonstrated  by  the  re-establishment 
of  the  urinary  function;  its  harmlessness  by  its 
simplicity  which  makes  it  possible  to  perform  it 
under  a  short  ether  anaesthesia  in  less  than  twenty 
minutes. 

Limited  to  its  precise  indications,  kidney  decap- 
sulation deserves  the  constant  collaboration  of  the 
surgeon  and  obstetrician.  W.  A.  Brennan. 

MISCELLANEOUS 

Seham,  M.:  The  Acidotic  State  of  Normal  New- 
Borns,  with  Special  Reference  to  the  Alve- 
olar Carbon  Dioxide  Tension,  Alkali  Tolerance, 
and  Acetonuxia.  Am.  J.  Dls.  Child.,  1919,  xviii, 
42. 

Alveolar  carbon  dioxide  tension  is  a  practical 
index  of  acidosis.  The  modification  of  the  Plesch- 
Higgins  method  of  collecting  air  for  determining 
the  CO 2  tension  with  the  use  of  the  pulmotor  mask 
is  the  best  in  the  cases  of  new-born  infants.  The 
amount  of  air  in  the  bag  at  the  beginning  of  their 
test  should  not  exceed  50  cubic  centimeters  and  the 
breathing  time  should  be  limited  to  thirty  seconds 
if  the  most  uniform  results  are  to  be  obtained. 

Such  determinations  for  a  large  number  of  new-- 
born  infants  did  not  confirm  the  finding  of  a  lower 
CO 2  tension  which  is  indicative  of  the  state  of 
acidosis.  The  ingestion  of  food,  starvation,  and 
muscular  exercise  under  experimental  conditions 
have  no  constant  demonstrable  effect  on  the  al- 
veolar CO 2  tension.  The  urine  of  normal  new-born 
infants  is  nearly  always  acid  and  an  average  of  i .  7 
grams  of  sodium  bicarbonate  is  required  to  make 
the  reaction  alkaline,  0.16  gram  being  given  by 
mouth  every  two  hours.  The  alkali  tolerance  tests 
in  the  new-born  do  not  indicate  an  acidosis.  Practi- 
cally no  acetone  is  found  in  the  urine  of  normal  new- 
born infants.  •  CD.  Hauch. 


Warwick,  M.:   Cerebral  Haemorrhage  of  the  New- 
Born.  Am.  J.  M.  Sc,  1919,  clviii,  95. 

After  a  review  of  the  scanty  literature  on  the  sub- 
ject the  author  presents  the  findings  in  cases  of 
cerebral  haemorrhage  in  young  infants  at  the 
University  Hospital. 

In  36  routine  autopsies  on  new-born  infants,  18 
(50  per  cent)  showed  a  ha-morrhage  in  some  part 
of  the  brain.  Of  the  18  babies,  11  were  of  average 
weight  or  below,  and  7  above.  Of  the  mothers,  11 
were  primipara;.  One  was  over  30  years  of  age, 
one  29,  and  the  remaining  nine,  24  years  or  under, 
suggesting  that  the  first  labor  may  be  the  etiological 
factor  in  young  as  well  as  older  mothers. 

Forceps  were  used  but  once  and  then  in  delivering 
a  mother  dying  of  pneuinonia  of  a  small  six  months' 
foetus.  Labor  was  markedly  prolonged  in  only  2 
cases,  in  both  of  which  twins  were  born,  the  first  one 
being  normal  and  the  second  showing  cerebral 
haemorrhage.  Only  2  of  these  infants  were  still- 
born. Four  showed  signs  of  asphyxia.  All  but  2 
showed  respiratory  symptoms  from  birth. 

The  most  important  fact  was  that  8  (44  per  cent) 
of  the  series  exhibited  haemorrhages  in  other  organs 
than  the  brain,  while  5  of  the  8  vomited  blood  before 
death,  thus  placing  the  syndrome  known  as  "haem- 
orrhagic  disease  of  the  new-born"  among  the  most 
important  of  etiological  factors.  None  of  the  infants 
showed  any  signs  of  syphilis  but  one-fourth  were 
premature.  In  the  majority  of  the  cases  (72  per 
cent)  the  haemorrhage  occurred  over  the  cerebrum 
where  the  vessels  leave  the  longitudinal  sinus  and, 
unprotected  by  the  dural  adhesions  of  later  life, 
are  very  susceptible  to  injury  during  molding  of 
the  head. 

An  attempt  at  a  classification  based  on  etiology  is 
made: 

1.  Traumatic  injury  to  blood-vessels  during 
molding  of  the  head  in  either  normal  or  precipitate 
deliveries. 

2.  Congestion  or  stasis  with  rupture  of  veins  in 
labors  protracted  or  complicated  by  any  cause. 

3.  Intra-uterine  disease  of  any  type  in  the  child, 
and  toxaemia  of  the  mother. 

In  conclusion,  attention  is  called  to  the  fact  that 
the  condition  is  often  a  complex  disease  syndrome 
giving  rise  to  diverse  clinical  symptoms  and  path- 
ologic findings,  and  also  that  it  may  be  brought 
about  not  by  any  single  cause  but  by  an  interaction 
of  a  varying  number  of  causes  which  may  be  found 
in  the  circumstances  governing  labor. 
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ADRENAL,  KIDNEY,  AND  URETER 

Eisendrath,   D.   N.:    The  Diagnosis  of    Ureteral 
Calculi.  Chicago  M.  Rec,  1919,  xli,  211. 

Eisendrath  in  a  well-illustrated  and  carefully  writ- 
ten article  enumerates  the  various  diagnostic  aids 
necessary  for  a  careful,  painstaking  diagnosis  of  cal- 
culi in  the  ureter.  Emphasis  is  laid  on  vagaries  in 
the  symptoms  and  the  patient's  history. 

By  the  use  of  the  shadowgraph  catheter  placed  in 
the  ureters  and  X-ray  examinations  after  careful 
preparation  of  the  patient  diagnoses  are  most 
readily  confirmed.  Stereoscopic  roentgenograms 
are  very  valuable  in  determining  the  presence  of 
stones  in  the  ureter. 

Ureteral  colic  per  se  is  not  a  diagnostic  symptom  as 
it  occurs  in  many  other  lesions  of  the  upper  urinary 
tract  and  even  in  conditions  not  within  the  tract. 

J.  S.  ElSENSTAEDT. 


Sargent,  J.  S.:  Hydronephrosis:  Its  Diagnosis  and 
Treatment.    Wisconsin  M.  J.,  1919,  xviii,  60. 

With  the  exception  of  the  rather  rare  syndrome 
known  as  "Dietl's  crisis,"  the  only  symptom  of 
uncomplicated  hydronephrosis  is  a  dull  aching 
pain  felt  constantly  or  at  intervals  in  the  region  of 
the  costovertebral  angle  or,  less  frequently,  under 
the  costal  margin  in  front.  The  urine  presents  noth- 
ing unusual  as  a  basis  for  diagnosis  so  long  as  the 
hydronephrosis  remains  uninfected.  Palpation  of 
the  kidney  is  very  often  unreliable  when  hydro- 
nephrosis is  still  an  early  condition.  Because  of 
the  lack  of  other  associated  symptoms  and  of 
urinary  and  physical  findings,  it  is  best  to  suspect 
hydronephrosis  in  all  cases  of  chronic  unilateral 
pain,  particularly  in  young  women. 

It  is  highly  desirable  that  hydronephrosis  be 
diagnosed  in  a  relatively  early  stage  so  that,  by 
removal  of  the  causative  obstruction,  a  well -func- 
tioning kidney  may  be  spared.  The  diagnosis  of 
early  hydronephrosis  is  possible  only  by  the  most 
detailed  methods  of  urological  investigation.  It 
requires  catheterization  of  the  ureters  and  a  study 
of  the  divided  urines,  estimation  of  the  function  of 
each  kidney  by  the  phthalein  test,  and  pyelography 
with  a  close  study  of  the  outline  of  the  renal  pelvis 
and  its  major  and  minor  calices.  The  earliest  pyelo- 
graphic  changes  noted  in  hydronephrosis  are  blunt- 
ing or  obliteration  of  the  minor  calices,  broadening 
of  the  base  of  the  major  calices,  and  an  increase 
in  the  size  of  the  renal  pelvis.. 

The  treatment  of  hydronephrosis  is  dictated  by 
the  degree  of  damage  done  the  affected  kidney. 
When  the  function  of  a  hydronephrotic  kidney  is 
entirely  destroyed  it  should  be  removed.    In  early 


hydronephrosis,  when  a  fair  amount  of  function 
still  remains,  removal  of  the  causative  obstruction 
is  the  procedure  of  choice. 

GENITAL  ORGANS 

Jones,  W. :  Tumors  of  the  Bladder.  Canadian  Pract. 
6*  Rev.,  1919,  xliv,  177. 

Tumors  of  the  bladder  constitute  3  per  cent  of 
urinary  diseases  and  because  such  growths  are 
usually  found  near  the  ureteral  openings  the  author 
suggests  that  the  cause  may  be  something  in  the 
urine.  He  classifies  these  tumors  as  epithelial, 
connective-tissue,  and  dermoid,  those  of  the  first 
two  classes  including  both  benign  and  mahgnant 
neoplasms. 

The  most  characteristic  vesical  tumor  is  the 
benign  subsessile  papilloma,  the  sole  indication 
of  which  is  often  irregular,  symptomless  haematuria. 
Such  tumors  begin  singly,  tend  to  multiply,  are 
potentially  malignant,  and  often  recur  after  opera- 
tion. 

The  papillomata  which  are  malignant  from  the 
start  are  often  multiple.  They  are  sessile  and  have 
short  vilU,  are  surrounded  by  thickened  mucous  mem- 
brane, and  grow  rapidly. 

The  nodular  growth,  which  is  sessile  and  has  a 
roundish  base  and  nodular  surface,  is  situated  on  the 
base  of  the  trigone  and  has  no  vilU. 

The  infiltrating  growths,  which  are  mahgnant, 
oval,  and  about  i  inch  in  diameter,  are  generally 
found  near  a  ureteral  opening. 

The  symptoms  of  malignant  bladder  tumors  are 
increasing  haematuria,  spontaneous  cystitis,  pain, 
and  emaciation. 

To  diagnose  the  presence  of  vesical  tumors  the 
cystoscope  should  be  used  at  once  and  followed  by 
the  X-ray  with  thorium  and  examination  by  rectum 
or  vagina. 

The  author  recommends  fulguration  for  benign 
villous  tumors  and  recurrences,  but  the  open  opera- 
tion for  malignant  and  extensive  growths. 

B.  F.  Roller. 

Rathbun,  N.   P.:    Notes  on  Vesical  Diverticula. 

Surg.jGynec.  b'Obst.,  1919,  xxix,  28. 

Rathbun  reviews  the  development  of  the  diagnosis 
of  vesical  diverticula  and  the  relation  of  the  cysto- 
scope to  it. 

In  discussing  the  congenital  and  acquired  forms 
of  such  diverticula,  the  author  states  that  a  condi- 
tion which  appears  to  be  another  form  of  diverticula 
is  frequently  seen  in  bladders  which  are  hyper- 
trophied  as  a  result  of  some  obstructive  lesion  in  the 
prostate  or  urethra.  These,  however,  are  not  true 
diverticula  and  their  consideration  and  treatment  is 
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that  of  the  underlying  condition.  In  the  author's 
opinion  all  true  diverticula  are  congenital. 

In  the  discussion  of  the  symptomatology  of  vesi- 
cal diverticula  it  is  stated  that  in  the  absence  of 
cystitis  with  very  foul  urine,  the  symptoms,  if  any, 
are  very  mild  in  character.  Most  patients  when 
first  seen,  however,  have  a  very  severe  and  chronic 
cystitis.  Frequently  they  state  that  almost  imme- 
diately after  apparently  emptying  the  bladder  com- 
pletely they  are  able  to  pass  another  considerable 
quantity  of  urine  after  a  change  of  position.  The 
diagnosis  can  therefore  be  made  definitely  without 
the  routine  use  of  the  cystoscope  and  the  study  of 
the  bladder  with  the  X-ray.  Cystograms  are  be- 
lieved by  the  author  to  be  best  obtained  by  the  use 
of  a  25  per  cent  solution  of  sodium  bromide. 

The  article  contains  a  review  of  the  methods  of 
attacking  vesical  diverticula  surgically  and  the  his- 
tory of  one  of  the  author's  cases.  The  conclusions 
drawn  are  as  follows: 

1.  Simple  excision  of  the  mucous  membrane  is 
hardly  enough  and  unless  the  whole  diverticulum  is 
removed  with  all  its  coats  a  recurrence  of  the  trouble 
is  invited. 

2.  Severe  cases  should  be  treated  in  two  stages, 
the  first  consisting  of  somewhat  prolonged  drainage 
of  the  bladder  itself  and  also  of  the  diverticulum, 
which  latter  is  effected  by  stretching  the  orifice,  and 
the  second  consisting  of  the  radical  excision  of  the 
diverticulum. 

3.  In  difficult  cases  the  dissection  is  facilitated 
by  combined  extra-  and  intravesical  manipulation, 
the  entire  sac  being  invaginated  with  all  its  walls 
and  the"  operation  completed  within  the  bladder. 

A.  C.  Stokes. 

Martin,  A.  P.:  The  Treatment  of  Chronic  Seminal 
Vesiculitis  (Tratamiento  de  las  vesiculitis  seminales 
cr6nicas).   Siglo  m6d.,  1919,  Ixvi,  356. 

Martin  points  out  that  lesions  of  the  seminal 
vesicles  are  frequently  responsible  for  the  persist- 
ence of  gonorrhoeal  processes.  As  the  symptoms  of 
the  vesiculitis  are  often  masked,  the  prostate  is 
blamed  and  often  wrongfully  operated  upon.  In 
painfully  chronic  cases  with  recurring  epididymitis 
the  seminal  vesicles  will  usually  be  found  to  be  dis- 
eased. 

The  author  reports  7  cases,  most  of  which  were 
cases  of  gonorrhoeal  inflammation  of  the  seminal 
vesicles,  which  he  treated  according  to  the  method 
devised  by  Thomas  of  Philadelphia.  This  treat- 
ment is  based  on  the  following  facts: 

1.  When  a  fluid  is  injected  into  the  deferent 
canal  in  the  direction  of  the  outlet  of  the  seminal 
vesicles  into  the  posterior  urethra,  the  injected 
fluid  will  seek  the  vesicle,  provided  the  latter  is 
empty,  rather  than  the  exterior,  since  this  outlet  of 
the  vesicle  is  of  greater  caliber  than  the  opening 
of  the  ejaculatory  duct  in  the  urethra. 

2.  When  the  quantity  of  fluid  injected  is  not  large 
enough  to  excite  contracture  of  the  vesical  mus- 
culature to  expel  it,  the  injected  fluid  will  remain 


and  exert  its  germicidal  action  in  the  vesicle  for 
a  long  time,  especially  if  the  latter  has  been  pre- 
viously emptied  by  massage. 

The  therapeutic  effect  of  this  method  is  therefore 
greater  than  that  of  a  simple  vesiculotomy  and 
operative  traumatism  is  avoided.  Whatever  the- 
oretical objection  may  be  ofTered  to  the  method 
the  practical  results  obtained  from  it  are  excellent. 
The  only  operation  necessary  is  a  small  incision  to 
reach  the  vas  deferens  from  whence  the  injection  is 
made.  Collargol  or  some  other  silver  salt  is  then 
injected  and  the  skin  incision  sutured. 

Neither  epididymitis  nor  funiculitis  was  observed 
in  any  of  the  7  cases  treated  and  the  results  were 
quite  satisfactory.  W.  A.  Brennan, 

Hartmann,  H.,  and  Peyron,  A.:  Placentomata  and 
Ghoriomata  of  the  Testicle  (Placentomes  at 
choriomes  du  testicule).  Bull.  Acad,  de  mid.,  Par., 
1919,  Ixxxi,  733. 

Complex  testicular  tumors  containing  recognizable 
foetal  parts  are  described  in  classical  works.  The 
authors  take  up  the  study  of  placentomata  and 
choriomata  which,  although  reported  by  several,  are 
still  little  known.  They  have  studied  50  cases,  in 
27  of  which  an  exact  microscopic  examination  was 
possible. 

Previously  it  was  believed  that  placentomata  were 
more  frequent  than  choriomata,  but  this  does  not 
seem  correct.  Of  the  27  tumors  14  were  choriomata 
and  13  placentomata.  The  distinction  between  these 
two  types  of  tumor,  however,  is  not  always  definite. 
Normal  embryology  shows  a  series  of  transitions 
between  the  non-differentiated  chorio-ectoderm  and 
the  developed  placental  tissue.  The  examination  of 
some  of  the  tumors  in  the  same  way  shows  the  co- 
existence of  two  cellular  types  which  corresp>ond 
merely  to  different  stages  of  evolution. 

The  authors  have  personally  seen  and  operated 
upon  I  case  of  chorioma  of  the  testicle,  and  report 
2  cases  of  placentomata  in  addition  to  the  40  cases 
reported  in  literature.  The  pathology  of  these 
tumors  is  described  and  the  various  theories  as  to 
their  specific  nature  are  discussed. 

Up  to  the  present  time  testicular  choriomata  have 
not  been  individualized.  Only  the  placentomata 
have  been  studied.  Pick  seems  to  have  been  the 
only  author  to  discuss  chorionic  proliferation.  The 
frequency  of  choriomata  in  proportion  to  other 
testicular  tumors  appears  to  the  author  destined  to 
increase  the  number  of  specific  cases  reported  as 
hitherto  they  have  been  described  under  a  variety  of 
names,  such  as ' '  cystic  tumor, " ' '  wolffian  tumor, ' '  etc. 

The  author  concludes  from  his  study  that  in  the 
testicle  (which  like  the  ovary  is  a  selective  site  for 
embryomata)  a  series  of  tumors  of  complex  growth 
may  be  observed  which  correspond  to  the  successive 
developmental  stages  of  the  ovum,  the  embryo, 
properly  so-called,  and  the  foetus.  In  these  various 
tumors  the  proliferation  of  the  trophoblast,  a  forma- 
tion normally  charged  with  the  function  of  providing 
a  bond  between  the  mother  and  foetus  may  be  such 
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that  it  constitutes  a  placentoma  identical  with  the 
uterine  placentoma,  or  may  constitute  a  chorioma 
characterized  by  special  embryonic  elements. 

W.  A.  Brennan. 

Canovas,  B.  N.:  Roentgen  jTherapy  of  Prostatic 
Hypertrophy  (La  roentgenterapia  en  la  hipertrofia 
de  la  prostata).  Sigh  m£d.,  1919,  Ixvi,  433. 

In  roentgen  therapy  we  have  a  new  means  of 
combating  prostatic  hypertrophy.  When  the  con- 
dition is  of  the  glandular  type  it  is  particularly 
amenable,  and  the  more  the  glandular  tissue  pre- 
dominates over  the  connective  tissue  the  better  the 
results  obtained. 

Of  10  patients  treated  by  roentgen  therapy  4  had 
previously  been  subject  to  frequent  attacks  of 
urinary  retention.  These  attacks  had  not  returned 
more  than  a  year  later.  Under  the  influence  of 
strong  doses  of  hard  roentgen  rays  a  notable  reduc- 
tion of  the  volume  of  an  adenomatous  prostate  has 
been  effected  in  most  cases  within  six  months.  The 
symptom  which  yields  best  to  the  treatment  is 
pollakiuria. 

In  Canovas'  opinion  every  case  of  prostatic 
hypertrophy  should  be  given  a  tentative  course  of 
raying  before  resort  is  had  to  operation. 

No  details  are  given  regarding  the  technique. 

W.  A.  Brennan. 

Spittel,  R.  L. :  Calculi  of  the  Prostate.  Indian  M. 
Gaz.,  1919,  ii,  255. 

Prostatic  calculi  usually  occur  in  middle  and 
old  age.  Two  of  the  author's  cases,  however,  were 
those  of  men  of  19  and  20  years,  respectively,  and 
one  that  of  a  man  of  35  years. 

Calculi  in  the  prostate  may  have  three  modes  of 
origin  and  formation  as  follows: 

1.  They  may  be  formed  in  the  substance  of  the 
prostate  itself,  having  as  a  base  corpora  amylacea 
with  varying  amounts  of  calcium  phosphate  and 
carbonate.  Stones  so  formed  vary  in  size,  some  being 
as  small  as  a  grain  of  sand  and  others  large. 

2.  They  may  be  formed^ in  pouches  (congenital 
or  acquired)  that  communicate  with  the  prostatic 
urethra. 

3.  They  may  have  their  origin  in  the  kidney  or 
bladder  and  become  lodged  in  the  prostatic  urethra 
secondarily. 

In  the  first  case  reported  by  the  author,  the  2 
stones  which  were  found  he  believes  were  formed 
first  in  the  prostatic  urethra.  Although  most 
often  the  perineal  route  is  best  for  the  removal  of 
prostatic  stones,  the  writer  in  this  instance  did  a 
suprapubic  operation. 

In  the  second  case  there  were  1 2  faceted  stones. 
These  were  removed  through  a  suprapubic  incision. 
Later,  perineal  drainage  was  necessary.  In  this 
case  the  perineal  operation  would  have  been  better. 
The  stones  were  found  in  pouches  communicating 
with  the  prostatic  urethra. 

In  the  third  case  a  large  number  of  very  small 
stones  due  to  corpora  amylacea  were  found.    As 


this  patient  had  stricture  and  chronic  infection 
which  had  existed  for  years,  the  writer  concluded 
that  the  symptoms  were  due  to  these  causes  rather 
than  to  the  stones. 

A  detailed  description  of  the  symptoms,  physical 
findings,  operation  performed,  progress  of  the  con- 
dition and  composition  of  the  calculi,  and  comments 
are  given  for  each  case.  The  article  includes  also 
drawings  of  some  of  the  stones,  G.  J.  Thomas. 

Hubney,  M. :  Prostatic  Calculi  from  the  Roentgen- 
Ray  Diagnostic  Standpoint.  Am.  J.  Roentgenol., 
1919,  vi,  286. 

The  author  reviews  the  literature  on  prostatic 
calculi  very  thoroughly  and  calls  attention  to  the 
fact  that  these  stones  should  be  carefully  differen- 
tiated from  bladder  or  deep  urethral  stones.  He 
agrees  with  Kretschmer  that  in  all  cases  in  which  a 
stone  has  been  removed  by  prostatic  massage  an- 
other X-ray  examination  should  be  made  afterward 
to  determine  whether  all  the  stones  have  been  re- 
moved. 

Points  established  by  the  literature  were: 

1.  That  prostatic  calculi  occur  much  more  com- 
monly than  is  thought. 

2.  The  condition  is  often  confused  with  chronic 
prostatitis, 

3.  That  a  stone  in  the  prostate  can  be  diagnosed 
definitely  by  the  roentgen  ray. 

4.  That  the  demonstration  of  stones  by  the 
roentgen  ray  will  often  obviate  the  operative  open- 
ing of  the  abdomen  and  bladder  as  in  many  cases 
the  calculi  may  be  expressed  through  the  urethra. 

W.  A.  Evans. 

MISCELLANEOUS 

Paul,  H.  E.:  Notes  on  Diagnosis  in  Affections  of 
the  Urinary  Tract.  Canadian  M.  Ass.  J.,  1919, 
ix,  614. 

In  the  first  part  of  this  paper  the  author  emphasizes 
the  necessity  for  early  diagnosis,  the  responsibility 
assumed  by  the  general  practitioner,  and  the  need 
of  a  systematic  routine  in  diagnosis.  He  then  dis- 
cusses the  diagnosis  as  related  to  pain,  disturbances 
of  urination,  urinary  findings,  obscure  infections 
and  tuberculosis  of  the  urinary  tract. 

Pain  is  an  uncertain  factor  as  it  may  be  reflected 
into  the  rectum  from  a  diseased  urethra,  to  the 
glans  penis  from  the  prostate,  to  the  cord  or  testes 
from  the  ureters,  and  into  the  lower  back,  rectum, 
or  testes  from  the  seminal  vesicles.  Capsular  ten- 
sion in  renal  lesions  may  cause  pain  in  the  loin. 
Again,  pain  may  be  entirely  absent. 

Disturbances  of  urination  should  be  thoroughly 
investigated  with  the  cystoscope,  ureteral  catheter, 
endoscope,  and  X-ray.  Kidney  function  tests  and 
careful  urinalysis  are  of  extreme  importance. 
Pus,  blood,  and  bacteria  should  always  be  traced 
to  their  sources. 

"Urethral  chill"  or  "catheter  fever"  is  an  acute 
exacerbation  of  a  chronically  infected  kidney  and 
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is  therefore  a  form  of  urinary  septicaemia.  The 
absorption  of  bacteria  apparently  takes  place 
through  an  abraded  or  contused  prostate.  An  acute 
exacerbation  of  a  chronic  colon-bacillus  infection 
of  the  urethra  is  termed  by  the  laity  "cold  in  the 
bladder."  The  seminal  vesicles  and  prostate  are 
frequently  the  sites  of  mild  persistent  septicaemia 
and  are  very  often  neglected  in  the  search  for  the 
cause. 

In  tuberculosis  of  the  kidney,  symptoms  are  not 
observed  until  the  lesions  are  connected  with  the 
urinary  tract.  This  may  take  months  or  even  years. 
Gradual  increase  of  bladder  irritability,  with  in- 
creasing frequency  of  urination  and  pain,  are  the 
most  common  early  symptoms.  Haematuria  may 
also  be  an  early  symptom.  Cystoscopy,  with  an 
exhaustive  study  of  the  urine  and  functional  tests 
of  the  individual  kidneys  and  the  demonstration 
of  the  tubercle  bacilli  in  the  urine,  by  the 
microscope,  cultural  methods,  or  guinea-pig  inocula- 
tion, determine  the  diagnosis.        C.  D.  Pickreix. 

Govisa,  I.  S.:    Statistics  upon  Urinary  Lithiasis 
and    Its  Geographical  Distribution  in  Spain 

(Reflexiones  estadfsticas  sobre  la  lithiasis  urinaria 
y  su  distribuci6n  geogrdfica  en  Espafia) .  Rev.  espaii. 
de  drug.,  1919,  i,  227. 

Urinary  lithiasis  is  very  common  in  Spain.  As  in 
other  countries  it  occurs  more  frequently  in  men 
than  in  women,  the  ratio  being  7 :  4. 

In  a  total  of  346  cases  collected  from  various 
Spanish  statistics  approximately  50  per  cent  of  the 


cases  were  those  of  children,  the  majority  children 
under  5  years  of  age.  Vesical  lithiasis  is  very  rare  or 
is  rarely  observed  in  children  under  2  years  of  age. 

The  present  treatment  of  the  disease  is  con- 
fined to  hypogastric  section  and  lithotrity  or  lithola- 
paxy.  Perineal  section  is  not  employed,  or  only  very 
rarely. 

The  author  operated  upon  71  patients,  performing 
73  operations.  Of  the  latter,  54  were  suprapubic 
sections  (30  in  children,  26  in  adults) ;  14  lithotrities 
(i  in  a  child  and  13  in  adults);  and  2  perineal 
lithotrities.  None  of  the  lithotrities  was  followed 
by  death.  The  mortality  following  the  suprapubic 
sections  was  3.5  per  cent.  The  two  deaths,  however, 
were  those  of  a  child  of  2  years  and  a  man  of  73  and 
were  not  directly  due  to  the  operations. 

The  predominence  of  sections  over  lithotrities  is 
explained  by  the  fact  that  a  large  number  of  the 
patients  operated  upon  were  children.  For  children 
the  operation  should  consist  of  a  small  suprapubic 
incision,  section  of  the  bladder,  removal  of  the 
stone,  closure  with  anterovesical  drainage,  and  the 
introduction  of  a  retention  catheter.  In  the  ma- 
jority of  cases  healing  will  occur  by  first  intention 
within  eight  to  ten  days. 

The  author's  statistics  include  19  cases  of  renal 
lithiasis  in  14  of  which  an  operation  was  performed. 
The  operations  executed  were:  Five  pyelotomies,  6 
nephrectomies,  2  nephrolithotomies,  and  i  nephros- 
tomy. There  were  no  deaths,  a  fact  which  demon- 
strates the  slight  gravity  of  surgical  intervention  in 
renal  lithiasis.  W.  A.  Bkennan. 
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Briggs,  H.  H. :  Hereditary  Congenital  Ptosis,  witli 
Report  of  64  Cases  Conforming  to  tiie  Mende- 
lian  Rule  of  Dominance.  Am.  J.  Ophth.,  igig,  ii, 
408. 

Briggs  reports  a  genealogy  of  West  Tennessee 
mountaineers,  comprising  six  generations,  covering 
a  period  of  one  and  one-quarter  centuries,  and 
including  128  members,  one  half  of  whom  were  af- 
fected with  ptosis,  and  the  other  half  normal. 
Twenty-three  families  are  represented,  in  17  of 
which  the  malformation  was  transmitted  by  the 
father,  and  in  6  by  the  mother.  There  was  only  one 
case  of  intermarriage.  Of  the  64  persons  affected 
with  ptosis  S3  were  males  and  30  females.  The 
sex  of  the  one  remaining  is  unknown.  Forty-one 
males  and  23  females  were  normal.  The  author 
reports  in  detail  the  cases  of  6  persons  representing 
the  fourth,  fifth,  and  sixth  generations.  While  there 
is  some  variation  among  the  different  individuals  as 
to  the  degree  of  ptosis,  there  has  been  no  diminution 
of  the  ptosis  from  one  generation  to  the  next. 

It  is  shown  that  the  transmission  of  this  defect 
through  the  six  generations  studied  conforms  to  the 
Mendelian  criteria  of  a  dominant  character,  i.  e., 
(i)  the  transmission  is  through  affected  individuals 
only;  (2)  in  every  case  one  parent  of  the  dominants 
is  affected  and  the  other  is  normal;  (3)  the  ratio  of 
64  dominants  (ptosis)  to  64  recessives  (normals) 
conforms  to  the  third  qualification  of  dominants, 
which  requires  an  expectancy  of  an  approximately 
equal  number  of  normal  and  affected  offspring; 
(4)  in  no  case  was  an  affected  child  born  of  normal 
parents,  which  shows  that  the  character  in  question 
is  not  recessive. 

The  author  reviews  the  hterature,  referring  to  more 
than  100  cases  of  ptosis,  reported  by  22  authors,  in 
which  the  condition  was  associated  for  the  most 
part  with  other  abnormalities  of  the  ocular  muscles 
and  other  hereditary  ocular  defects. 

The  etiology  of  hereditary  congenital  ptosis  is 
practically  undetermined.  The  pathology  of  the 
condition  as  reported  by  various  authors  includes 
absence  of  the  levator,  defective  development  of  the 
levator  and  other  ocular  muscles,  connective-tissue 
bands  instead  of  muscles,  adhesion  of  muscles,  and 
abnormal  insertion  of  muscles. 

The  author  discusses  the  diagnosis,  especially 
between  congenital  and  acquired  ptosis,  and  refers 
to  the  conditions  associated  with  each.  Hereditary 
ptosis  is  always  congenital  and  is  often  associated 
with  absence  or  deficiency  of  the  superior  rectus 
and  epicanthus.  There  may  be  absence  or  deficiency 
of  the  portion  of  the  third  nerve  supplying  the 
levator.   Acquired  ptosis  is  due  to  a  variety  of  local, 


central,  and  general  conditions.  The  unique  feature 
of  the  author's  series  of  cases  is  that  the  ptosis  is 
uncomplicated  by  any  other  defect  in  motility. 

W.  F.  MONCREIFF. 

Wood,  D. :  Focal  Infection  in  Relation  to  the  Eye 
and  Ear.    J.-Lancet,  1919,  xxxix,  365. 

The  paper  is  summarized  as  follows: 

1.  Focal  infections  are  very  common  causes  of 
eye  disease  and  the  structures  affected  are  most 
frequently  those  of  the  uveal  tract. 

2.  As  a  rule  the  focus  of  infection  is  chronic,  and 
on  account  of  the  low  virulence  of  the  infecting 
organism  is  often  in  a  quiescent  state  insofar  as 
subjective  symptoms  are  concerned. 

3.  More  than  one  focus  may  have  an  etiological 
bearing  on  a  given  condition  at  the  same  time. 

4.  The  most  common  locations  of  the  disturb- 
ing foci  are  in  the  head — the  nose  and  accessory 
air  spaces,  mouth,  teeth,  throat,  middle  ear  and 
mastoid  —  though  they  may  be  found  elsewhere, 
particularly  in  connection  with  the  mucous  mem- 
branes. 

5.  The  most  common  types  of  infecting  organ- 
isms are  the  streptococcus-pneumococcus  group, 
the  tubercle  bacillus,  and  the  gonococcus. 

6.  Inability  to  find  a  focus  does  not  prove  its 
non-existence.  S.  S.  Howe, 

Castresana,  B. :  New  Surgical  Treatment  of  Stra- 
bismus (Nuevo  tratamiento  quirurgic'o  del  estra- 
bismo).    Siglo  med.,  1919,  Ixvi,  413. 

All  distinct  surgical  methods  for  the  correction 
of  strabismus  may  be  divided  into  two  principal 
groups:  (i)  those  intended  to  decrease  the  traction 
exerted  by  the  internal  or  external  rectus  muscles; 
and  (2)  those  intended  to  increase  this  traction. 

Castresana  finds  various  defects  in  these  methods 
which  he  discusses  at  length,  quoting  extensively 
from  literature.  His  own  method  is  based  on  in- 
direct bilateral  advancement  with  weakening  of  the 
antagonistic  muscle.  In  the  case  of  a  convergent 
strabismus  the  internal  recti  muscles  are  weakened 
and  in  the  case  of  a  divergent  strabismus  the  ex- 
ternal are  advanced.  A  portion  of  the  muscle  is 
resected  and  three  sutures  passed  under  the  stumps 
through  the  sclera  and  conjunctiva  at  each  side. 
The  central  suture  is  horizontal  while  the  two 
others  curve  outward.  As  the  threads  are  drawn  the 
indirect  advancement  of  the  muscle  corrects  the 
deviation  of  the  eye  and  the  strong  adhesions  which 
are  set  up  make  the  correction  permanent. 

In  80  cases  in  which  the  author  has  operated 
the  results  have  been  very  gratifying.  About  2,5 
millimeters  of  muscle  were  resected  for  every  10 
degrees  of  deviation.  W.  A.  Bsennan. 
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Veasey,  C.  A. :  Report  of  Two  Cases  of  Melanotic 
Sarcoma  of  the  Choroid.  Northwest  Med.,  1919, 
xviii,  137. 

In  the  author's  first  case  the  vision  of  the  right 
eye  had  been  lost  for  at  least  one  year  prior  to  the 
first  consultation  which  was  occasioned  by  an  at- 
tack of  acute  secondary  glaucoma.  The  retina  was 
detached.  There  was  no  interference  with  trans- 
illumination because  the  tumor  was  situated  very 
near  the  posterior  pole  of  the  eye.  Marked  symp- 
toms of  irritation  in  the  left  eye  disappeared 
promptly  after  enucleation  of  the  right  eye.  On 
sectioning,  the  tumor  was  found  to  be  a  fungoid 
mass,  16  millimeters  in  diameter,  arising  from  the 
pigmented  connective  tissue  of  the  vascular  layer  of 
the  choroid. 

The  second  patient  was  also  seen  during  an  acute 
attack  of  glaucoma  involving  the  left  eye  which  had 
been  blind  for  several  months.  On  transillumina- 
tion a  dark  area  was  seen.  Enucleation  was  followed 
by  uneventful  recovery.  In  this  instance  the  tumor 
was  larger  and  projected  well  into  the  eye. 

Neither  of  1  h  ese  patients  has  had  a  recurrence. 

W.  F.  MONCREIFF. 

Kearney,  J.  A.:  The  Importance  of  the  Early 
Detection  of  Glaucoma  and  Its  Management. 

N.  York  M.  J.,  1919,  ex,  11. 

Kearney  emphasizes  the  importance  of  the  early 
diagnosis  and  treatment  of  glaucoma  and  the  pur- 
pose of  his  article  is  essentially  to  direct  the  attention 
of  the  general  practitioner  to  the  means  of  recogniz- 
ing the  disease  early  while  there  is  still  some  possi- 
bility of  saving  useful  vision. 

He  reviews  the  features  of  the  clinical  picture  and 
findings  to  be  looked  for,  especially  in  the  prodromal 
period  and  early  stages  of  the  process.  Methods  of 
management  are  discussed  with  particular  reference 
to  the  value  of  sclerotomy. 

In  performing  an  iridectomy  for  'glaucoma  the 
author  prefers  to  use  a  keratome  with  bread-knife 
edges'such  as  that  devised  by  Cavanagh  of  New  York. 
The  author's  results  from  the  trephine  operation  of 
Elliot  and  its  modifications  have  not  been  more 
satisfactory  than  those  obtained  by  a  combination 
of  some  of  the  other  measures  in  general  use. 

W.  F.  MONCREIFF. 

Butler,  T.  H.:  Some  Statistics  of  Cataract  Ex- 
traction. Brit.  J.  Ophih.,  1919,  iii,  317, 

Butler  divides  the  complications  of  the  extraction 
of  senile  cataract  into  three  classes:  those  which 
occur  at  the  operation  itself;  those  that  supervene 
during  the  healing  process;  and  those  which  may 
arise  at  any  period,  even  years,  after  a  successful 
operation.  In  the  few  cases  in  which  the  eye  is 
lost,  it  is  nearly  always  the  fault  of  the  patient;  the 
author's  losses  of  this  type  have  amounted  to  1 . 5 
per  cent  of  the  total  number  of  operations. 

The  complications  of  healing  account  for  the 
majority  of  the  bad  results  and  are  principally  due 
to  the  action  of  endogenous  or  exogenous  toxins. 


Butler  gives  the  statistics  of  four  series  of  extrac- 
tions. The  first  series  included  64  cases  operated 
upon  at  Jerusalem  during  a  period  of  four  years.  In 
this  group  there  were  52  normal  extractions  (80.3 
per  cent)  and  4  cases  of  loss  of  the  eye  (6.5  per  cent) 
due  in  i  case  to  panophthalmitis,  in  another  to 
sympathetic  cyclitis,  and  in  2  to  loss  of  vitreous. 
Vitreous  escaped  in  11  cases  (17.2  per  cent)  due 
to  the  lack  of  self  control  of  the  Jewish  patients.  The 
most  remarkable  feature  was  the  entire  absence  of 
iridocyclitis  in  spite  of  the  almost  universal  preval- 
ence of  trachoma  and  other  conjunctival  infections, 
and  the  fact  that  no  cultures  were  taken  and  the 
lachrymal  sacs  were  not  syringed  out  before  opera- 
tion. 

The  second  series  comprised  200  operations  upon 
non-diabetic  patients  in  England  during  a  period  of 
eleven  years.  Extraction  after  preliminary  iridec- 
tomy was  done  in  177  cases,  combined  extraction 
in  22  cases,  and  single  extraction  in  i  case.  Four  of 
these  were  intracapsular  extractions.  Six  lenses  were 
removed  with  the  vectis.  Late  closure  of  the  wound 
occurred  twice.  Vitreous  escaped  in  1 1  cases  (5 . 5  per 
cent) .  Prolapsed  iris  occurred  in  8  cases  (4  per  cent) 
and  slight  iridoencleisis,  short  of  prolapse,  in  10  cases 
(5  per  cent).  There  was  a  cystoid  scar  in  3  instances. 
Iridocyclitis  occurred  in  21  cases  (10.5  per  cent) 
and  in  9  of  these  (4 . 5  per  cent)  the  eye  was  lost. 
Needling  was  done  in  44  cases  (22  per  cent).  In 
the  entire  series  14  eyes  were  lost  (7  per  cent).  In 
117  cases  (58.5  per  cent)  the  vision  was  ^/u  or 
better. 

In  the  third  series,  10  extractions  in  diabetics, 
4  eyes  were  lost  by  iridocyclitis  which  in  3  cases 
directly  followed  the  preliminary  iridectomy. 

The  fourth  series  comprised  50  operations  done 
in  Britain  during  1918.  Cultures  from  the  eyes 
were  sterile  or  at  most  contained  only  the  staphylo- 
coccus albus  or  citreus  before  operation  was  done. 
There  were  only  2  cases  of  iridocyclitis,  and  no  eye 
was  lost  from  this  cause.  Two  eyes  were  lost  from 
panophthalmitis  and  sympathetic  ophthalmitis, 
respectively.  In  44  cases  the  vision  was  ^jeo  or 
better. 

The  author  concludes  that  iridocyclitis  is  not 
always  the  effect  of  an  infection  from  without,  for 
the  follow'ing  reasons: 

1.  An  exactly  similar  iridocyclitis  follows  blows 
upon  the  eyes  of  aged  and  decrepit  persons. 

2.  The  complication  is  entirely  absent  in  Palestine 
in  spite  of  the  prevalence  of  trachoma  and  chronic 
conjunctivitis. 

3 .  If  one  eye  has  been  affected  with  postoperative 
iritis,  the  other  eye  is  apt  to  suffer  in  the  same  way. 

4.  Increased  stringency  in  asepsis,  the  use  of 
cultures,  masks,  etc.,  does  not  seem  to  have  sufficient 
influence  in  reducing  the  percentage. 

5.  The  fact  that  diabetics,  who  are  susceptible 
to  iritis,  are  far  more  apt  to  suffer  from  the  disease 
than  normal  persons. 

The  author  emphasizes  the  value  of  a  general 
study  of  the  patient  before  operation,  especially 
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with  regard  to  oral  sepsis  and  other  endogenous 
foci.  Valuable  information  as  to  the  amount  of  re- 
action to  be  expected  is  often  gained  by  a  preliminary 
iridectomy.  The  lachrymal  sacs  arc  syringed  out 
prior  to  operation  as  a  routine  procedure,  and  if 
pus  is  present,  are  excised.  The  author  has  found 
that  extraction  of  the  lens  when  the  pupil  is  fully 
dilated  favors  iris  incarceration.     W.  F.  Moncreiff. 

EAR 

Abadal,  L.  V.:  The  Treatment  of  Mastoiditis  in 
Infancy  (Mastoiditis  en  la  infancia;  su  tratamiento) 
Rev.  cspaH.  de  drug.,  1919,  i,  304. 

The  infections  of  the  mastoid  in  infants  are  of 
acute  or  chronic  tuberculous  type  with  an  exudative 
diathesis.  In  a  great  many  cases,  and  especially  in 
infants  only  a  few  months  old,  acute  mastoiditis  may 
be  effectively  treated  by  making  a  simple  Wilde  in- 
cision a  few  centimeters  long  and  then  curetting  the 
fungosities,  or  by  the  classical  incision  of  Wilde. 
Often  the  abscess  is  merely  subperiosteal.  In  some 
cases  the  antrum  may  be  opened  with  the  bistoury. 
By  incising  the  external  cortex  drainage  is  greatly 
facilitated  and  the  time  of  treatment  is  shortened. 

When  other  mastoid  cells  are  invaded,  however, 
or  when  a  focus  of  osteitis  has  formed  in  the  antrum 
o'-  mastoid,  total  decortication  is  necessary  to  pre- 
vent constant  recurrences. 

The  author  follows  the  method  recommended  by 
Clane  and  Falgar  even  if  the  lesion  is  limited  to  the 
base  of  the  mastoid.  This  consists  of  curetting  all 
the  cells  and  then  swabbing  out  the  opening.  Pa- 
tients operated  upon  in  this  way  recover  rapidly. 
The  main  object  in  the  method  is  to  obtain  asepsis 
since  infection  is  what  makes  the  treatment  of  this 
condition  interminable. 

Abadal  does  not  use  antiseptic  solutions,  not  even 
Dakin's  fluid.  Hydrogen  peroxide  he  regards  as  es- 
pecially bad  since  it  favors  the  fungoid  growths. 
If  the  wound  is  not  badly  infected  the  treatment 
should  be  dry,  applications  of  tincture  of  iodine  and 
lavage  of  weak  solutions  of  zinc  chloride  being  added 
intermittently  and  the  wound  plugged  with  loosely 
packed  gauze. 

The  majority  of  the  hospital  patients  treated 
have  subacute  mastoiditis  with  a  tuberculous  basis, 
or  chronic  tuberculous  mastoiditis.  Owing  to  the 
delicacy  of  the  mucosa  of  the  cavity  in  infants,  only 
a  mastoidectomy  is  done.   This  is  followed  by  care- 


ful curetting  of  all  suspicious  points.  Good  results 
have  been  obtained  in  many  cases.  However,  when 
there  is  a  focus  of  infection  in  the  adltus  and  espe- 
cially if  it  communicates  with  the  cavity,  there  is  no 
other  remedy  except  the  radical  operation.  With- 
out such  an  operation  the  patient  is  either  not  cured 
and  there  is  a  reappearance  of  the  fungi  and  puru- 
lent discharge,  or  if  a  cure  results  it  is  obtained  only 
after  long  persistence  of  the  symptoms  and  an  inter- 
minable number  of  treatments.  The  author  con- 
cludes: 

1.  In  nurslings  with  acute  mastoiditis  an  ample 
Wilde  incision  and  curetting  of  the  fungosities  ob- 
viates a  mastoid  trephining. 

2.  In  older  infants  with  acute  or  subacute  mas- 
toiditis total  decortication  of  the  mastoid  is  almost 
always  necessary  and  sufficient. 

3.  If  a  focus  of  osteitis  exists  in  the  aditus,  es- 
pecially the  anterior  half,  decortication  and  care- 
ful curetting  may  suffice  but  generally  the  radical 
mastoid  operation  is  required. 

4.  When  the  origin  of  the  mastoiditis  is  tubercu- 
lous or  due  to  cholesteatoma,  the  antrum  must  be 
opened.  W.  A.  Brennan. 

Botella,  E.:  The  End-Results  of  Petromastoid 
Evacuations  (Resultados  lejanos  de  los  vaciados 
petromastoideas).   Rev.  espan.  de  drug.,  1919,  i,  302. 

The  author's  conclusions  are: 

1.  In  petromastoid  evacuations  the  operative 
cavity  becomes  covered  by  epidermis. 

2.  In  a  large  number  of  cases  the  natural  renew- 
al of  the  epidermal  cells  results  in  an  accumulation 
of  these  cells  in  the  operative  cavity,  and  owing  to 
the  fermentation  of  fatty  acids  a  steatomatous  mass 
is  formed  with  the  possible  consequences  of  bone 
infection,  abscesses,  etc. 

3.  In  order  to  avoid  such  complications  continu- 
ous vigilance  and  periodical  cleansing  are  necessary. 
The  cleansing  should  be  done  every  fifteen  or  twenty 
days  in  the  following  way:  lavage  of  hydrogen 
peroxide  should  be  given  for  two  days  to  loosen  and 
dislodge  the  old  cells,  after  which  the  surface  should 
be  wiped  with  a  cotton  applicator.  Finally,  the 
cavity  should  be  swabbed  with  another  applicator 
dipped  in  90  per  cent  alcohol. 

4.  Patients  and  their  families  should  be  in- 
formed regarding  the  danger  of  neglecting  or  omit- 
ting this  postoperative  cleansing  of  the  cavity. 

W.  A.  Brennan. 
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NOSE 

Barajas,  J.  M.,  and  De  Vllches:  Albuminuria 
Following  Operations  upon  the  Nasal  Fossae 
and  Its  Clinical  Interpretation  (Albuminurias 
consecutivas  a  las  intervenciones  en  las  fosas  nasales 
y  su  interpretaci6n  cUnica).  Med.  Ibera,  1919,  vii, 
141. 

Albuminuria  is  very  frequently  observed  follow- 
ing operations  on  the  nasal  fossae.  It  is  ob- 
served exclusively,  however,  when  the  operation  is 
done  on  the  external  part  of  the  fossa  and  is  never 
seen  after  an  operation  on  the  internal  part. 

In  the  case  of  a  patient  who  has  undergone  any 
surgical  treatment  involving  the  nasal  fossae,  even 
a  cauterization,  the  urine  should  be  systemati- 
cally examined  for  the  presence  of  albumin  during 
the  twenty-four  hours  following  the  operation. 

The  observations  made  by  the  authors  in  a 
number  of  cases  lead  them  to  conclude  that  the 
prognosis  is  favorable  in  spite  of  the  fact  that  the 
albuminuria  may  be  associated  with  alarming 
general  symptoms. 

The  pathogenesis  of  this  albuminuria  may  be 
traced  to  a  reflex  action  which,  starting  in  the 
hypophysis,  terminates  in  the  kidney  through  dif- 
ferent nerve  centers,  principally  the  medulla 
oblongata  in  association  with  the  vascular  system. 

The  fact  that  this  syndrome  is  observed  not  only 
in  cases  of  cauterization,  but  also  following  tur- 
binectomies  suggests  that  the  theory  ascribing 
the  stimulus  which  acts  upon  the  nerve  centers 
to  a  chemical  substance  elaborated  in  the  site  of 
cauterization  is  incorrect.  W.  A.  Brennan. 

THROAT 

Robb,  J.  M.:  Tonsillectomy  Technique.  J.  Mich- 
igan State  M.  Soc,  1919,  xviii,  333. 

After  grasping  the  tonsil  firmly,  the  margin  of  the 
anterior  pillar  should  be  entered  close  to  the  edge 
and  always  at  the  insertion  of  the  palatoglossus 
muscle  with  the  tongue.  A  sharp  dissector  should  be 
used  and  then  turned  sidewise  to  cut  upward.  An 
assistant  should  follow  with  a  crooked  dull  dissector, 
keeping  the  pillar  on  the  stretch .  B  oth  pillars  should 
be  kept  tense  by  pulHng  upward  with  the  dull  dis- 
sector while  the  sharp  dissector  frees  the  posterior 
pillar.  The  work  of  separating  the  tonsil  from  its  bed 
may  be  done  with  the  sharp  or  dull  dissector  or  both, 
followed  by  the  snare.  O.  M.  Ron. 

Ruedi,  T.:  Observations  on  the  Operative  Treat- 
ment of  Tuberculosis  of  the  Larynx.  Brit. 
M.  J.,  1919,  i,  764. 

During  a  period  of  six  years  at  Davos  the  author 
has  seen  575  cases  of  laryngeal  tuberculosis.   In  these 


575  cases  1,548  operations  were  performed.  In  61 
cases  curetting  alone  was  done,  in  168  both  curetting 
and  cauterization,  and  in  the  remaining  1,319  the 
electrocautery  alone  was  employed.  As  regards 
the  location  of  the  disease,  the  author's  cases  did  not 
show  any  homolaterality  of  pulmonary  and  laryngeal 
tuberculosis. 

There  were  259  cases  of  the  first  stage  of  the  disease, 
265  of  the  second  stage,  and  59  of  the  third  stage. 
Patients  were  subjected  to  operation  only  after  their 
general  condition  had  been  improved  as  much  as 
possible  by  fresh-air  treatment.  An  operation  for 
tuberculous  laryngitis  should  be  undertaken  only 
when  the  pulmonary  tuberculosis  is  stationary  and 
the  patient's  general  condition  is  good. 

The  method  which  gave  the  best  results  was 
electrocauterization,  for  which  a  sharp-pointed 
cautery  was  used  with  its  full  destructive  action. 
No  serious  cedema  followed  this  thorough  cauteriza- 
tion,and  tracheotomy  for  stenosis  following  operation 
was  never  necessary.    Haemorrhages  occurred  twice. 

The  results  show  that  in  the  cases  of  the  first  stage 
of  the  disease  the  author  obtained  a  cure  in  49.4  per 
cent,  i.e.,  no  evidence  of  the  disease  was  present  three 
months  after  the  last  treatment.  In  cases  of  the 
second  stage,  cure  was  obtained  in  25  per  cent,  and 
in  those  of  the  third  stage,  in  13.3  per  cent. 

D.  C.  Balfour. 

MOUTH 

Pringle,  J.  H.:  IMsplacement  of  the  Mandibular 
Meniscus  and  Its  Treatment.  Brit.  J.  Surg., 
1919,  vi,  385. 

As  in  the  knee-joint,  so  in  the  mandibular  articu- 
lation, displacement  of  the  meniscus  is  the  result  of 
some  sudden  movement. 

Contrary  to  the  usual  description  of  the  man- 
dibular meniscus,  the  author  has  invariably  found 
that  there  is  a  very  decided  central  thickening  of 
the  disc  in  its  coronal  plane  over  the  summit  of  the 
condyle.  In  front  of  this  ridge  there  is  a  distinct 
depression  in  the  disc  which  fits  the  tuberculum 
articulare  of  the  temporal  bone,  while  below  and 
anterior  to  it  there  is  a  second  thickening  which 
forms  the  anterior  border  of  the  disc  and  in  its 
lower  part  the  insertion  of  the  external  pterygoid 
muscle.  The  author  believes  it  is  due  to  overaction 
or  irregular  action  on  the  part  of  the  external 
pterygoid  muscle  that  the  disc  gets  dragged  out  of 
its  normal  position. 

After  displacement  the  disc  acts  as  a  foreign  body 
■  in  the  joint ;  either  it  gets  caught  between  the  rolling 
condyle  and  the  tuberculum  articulare  or  con- 
tinues to  move  with  the  condyle  but  in  flexion  can- 
not clear  the  articular  eminence. 
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Pain,  difiicult  mastication,  and  a  definite  feeling 
of  obstruction  in  the  joint  preventing  complete 
flexion  are  the  main  symptoms. 

Reduction  may  be  accomplished  by  keeping  up 
hard  pressure  at  the  back  of  the  condyle  with  the 
mouth  open  and  slowly  closing  the  jaw.  In  some 
cases  this  process  must  be  repeated  several  times. 
The  moment  it  succeeds,  the  sensation  of  the 
presence  of  a  foreign  body  in  the  joint  disappears  at 
once.  In  recurring  cases  the  only  method  of  treat- 
ment is  operation. 

In  1887  Annandale  recorded  two  operative  cases 
in  which  he  sutured  the  loose  disc  to  the  periosteum. 
In  191 1,  the  author  removed  the  left  disc  in  a  young 
woman  suffering  from  frequent  recurrence  and 
obtained  a  very  good  result.  E.  A.  Printy. 

Levy,  J.:   Root  Amputations.    Dental  Cosmos,  1919, 
Ixi,  649. 

The  majority  of  dentists  consider  apicoectomy 
advisable  in  cases  of  chronic  apical  infections  in 
which  the  bone,  peridental  membranes,  and  not  more 
than  the  apical  third  of  the  root  are  involved. 

The  roots  of  the  6  upper  front  teeth  are  ampu- 
tated most  easily,  while  in  the  case  of  the  10  lower 
front  teeth,  the  upper  bicuspids,  and  the  molars, 
this  operation  is  difficult. 

Guttapercha  is  regarded  as  the  best  material  for 
filling  the  root  canals.  The  use  of  chloroform  and 
resin,  chlorapercha,  or  sucapercha  with  the  gutta- 
percha seems  to  be  a  matter  of  choice. 

When  the  operation  is  followed  by  check  radio- 
grams the  percentage  of  successes  is  moderately 
high. 

Failures  are  reported  as  due  to  faulty  technique, 
low  vitality  of  the  surrounding  tissue,  and  re- 
infection. 

For  removing  the  apex  of  the  tooth,  the  burr  is 
given  the  preference  over  the  chisel. 

Six  months  is  the  average  time  required  for  com- 
plete regeneration  of  the  bone  in  successful  cases 
but  varies  with  the  patient's  age  and  vitality. 

Suturing  the  incision  is  recognized  as  being  the 
preferable  method  of  closing  the  wound  as  it  tends 
to  hasten  the  healing,  prevent  re-infection,  and  les- 


sen the  after-pain.    In  cases  of  extensive  involve- 
ment, packing  is  advocated. 

Opinion  is  divided  as  to  whether  apicoectomy 
should  be  performed  by  the  specialist  or  the  general 
practitioner.  It  is  generally  conceded,  however,  that 
unless  the  general  practitioner  is  well  equipped, 
has  a  thorough  knowledge  of  asepsis,  and  has  de- 
veloped a  skillful  technique,  the  operation  should  be 
performed  only  by  the  specialist, 

M.  N.  Federspeel. 

Dewey,  K.  W.:    The  Lipoids  in  Tumors  of  the 
Dental  Region.  /.  Cancer  Research,  1919,  iv,  263. 

The  selective  staining  methods  of  Ciacco,  Smith, 
and  Fischler  used  with  the  general  lipoid  stains, 
Sudan  III  and  Nile  blue,  and  reinforced  by  the  aid 
of  the  polarizing  microscope,  are  fairly  adequate 
means  for  a  histomorphological  differentiation  of 
the  various  lipoids  present  in  tissues. 

The  lipoids  in  pathologic  dental  tissue  are  chief- 
ly cholesterol  which  occurs  at  times  as  the  stable  ester 
compound,  but  much  more  frequently  in  more  or 
less  loose  combination  with  fatty  acids  and  other 
lipoids.  The  fatty  acids  and  soaps  which  are  found 
in  certain  tumors  are  located  chiefly  in  the  zone  of 
squamous  epithelial  cells.  Otherwise  they  occur  in 
the  degenerated  walls  of  blood-vessels  in  tissue  with 
a  depleted  blood  supply. 

The  mixtures  of  cholesterol  and  fatty  acids  occur 
in  the  form  of  droplets  and  granules  within  cells, 
chiefly  endothelial  cells  and  leucocytes.  They  have 
anisotropic  properties.  There  are  mixtures  of  cho- 
lesterol with  glycerin  esters  and  probably  other 
lipoids  in  degenerated  connective  tissue  which  have 
not  the  form  of  droplets  and  granules  and  are  not 
doubly  refractive.  The  lipoids  in  pigments  seem  to 
be  chiefly  mixtures  of  cholesterol  with  glycerin 
esters.  Double  refraction  is  not  observed  in  pig- 
ments. 

Fatty  acids  and  soaps  are  found  in  areas  where 
hyaline  degeneration  and  calcification  also  are  ob- 
served. The  question  of  whether,  or  how,  these  sub- 
stances may  be  involved  in  the  process  of  calcium 
decomposition  was  not  approached  in  the  principal 
part  of  the  study.  M.  N.  Federspiel. 
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Pool,  E.H;:  War  Wounds:  Primary  and  Secondary 
Suture.  J.  A.  M.  Ass.,  1919,  Ixxiii,  383. 

There  are  three  varieties  of  suture  of  war  wounds, 
primary  suture,  delayed  primary  suture,  and  sec- 
ondary suture. 

The  advantages  of  primary  suture  are  obvious. 
The  disadvantages  consist  in  closing  noxious 
micro-organisms,  particularly  of  the  type  which 
produce  gas  gangrene,  within  an  imperfectly  de- 
brided  wound.  An  occasional  severe  gas-bacillus 
or  pyogenic  infection  will  counterbalance  many 
successful  closures.  Primary  suture  is  indicated  if 
early  and  thorough  debridement  can  be  done  and  the 
case  can  be  watched  carefully  for  some  days.  During 
active  periods  when  the  number  of  wounded  is 
large  and  they  must  be  evacuated  early,  primary 
suture  should  not  be  considered. 

Wounds  involving  the  muscles  of  the  calf,  thigh, 
or  gluteal  regions  should  not  be  closed  as  a  rule  after 
a  longer  interval  than  eight  hours.  Wounds  of  the 
face  and  scalp  are  regularly  sutured.  Generally 
wounds  of  the  hands  should  be  sutured.  Extensive 
wounds  of  the  feet  should  be  left  open. 

Partial  primary  suture  of  wounds  of  the  soft  parts 
has  nothing  to  recommend  it;  it  is  often  harmful 
and  therefore  should  seldom  be  employed. 

A  wound  closed  by  primary  suture  should  be 
examined  within  twenty-four  hours  and  the  general 
condition  of  the  patient  carefully  watched.  These 
precautions  cannot  be  too  strongly  urged.  Local 
tenderness  or  spontaneous  pain  with  swelling  in  a 
wound  twelve  hours  after  primary  suture  is  sug- 
gestive of  gas-bacillus  infection.  Suggestive  general 
symptoms  are  rapid  pulse,  a  moderate  rise  in 
temperature,  and  a  peculiar  gray  appearance  of  the 
face.  These  rapidly  become  worse  if  the  condition 
is  not  relieved.  It  is  the  failure  to  recognize  the 
development  of  gas-bacillus  or  pyogenic  infection 
sufficiently  early,  the  unwillingness  to  admit  failure 
of  the  primary  suture  and  to  re-open  the  wound 


completely  and  excise  freely  the  gangrenous  muscle 
that  causes  the  fatalities.     . 

The  technique  of  primary  suture  is  described 
briefly  as  follows:  thorough  debridement;  complete 
haemostasis  and  sufficient  washing  of  the  wound  to 
remove  blood  clots  and  loose  fragments  of  tissue; 
muscles  and  aponeurosis  are  approximated  with 
interrupted  catgut  and  the  skin  and  subcutaneous 
tissues  are  closed  with  interrupted  silkworm  gut. 
A  drain  is  rarely  needed  but  should  be  employed 
for  twenty-four  hours  if  there  is  likehhood  of  oozing. 
After  dressings  are  applied  the  parts  should  be  im- 
mobilized. 

Delayed  primary  suture  is  a  suture  which  may  be 
used  when  the  edges  of  the  wound  can  be  approxi- 
mated and  will  unite  without  excision  of  tissue. 
Secondary  suture  may  be  used  when  the  epidermis 
has  grown  inward  and  must  be  excised  for  proper 
union.  In  determining  whether  a  wound  may 
be  sutured  or  not  reliance  must  be  placed  chiefly 
on  cultures  showing  the  presence  or  absence  of 
haemolytic  cocci.  For  this,  a  routine  blood-agar 
examination  is  essential.  Delayed  primary  suture  is 
usually  done  within  six  days  after  the  primary  opera- 
tion. Its  advantages  are  the  practical  ehmination 
of  the  danger  of  gas-bacillus  infection  and  a  marked 
lessening  of  the  danger  of  pyogenic  infection. 

When  a  delayed  primary  suture  is  to  be  used  all 
dressings  after  the  primary  operation  are  made 
according  to  the  Carrel-Dakin  technique.  As  pre- 
operative preparation,  the  skin  is  painted  with 
tincture  of  iodine  after  thorough  cleansing  as  in 
routine  dressing.  The  details  of  the  suturing  are  the 
same  as  for  primary  suture. 

When  the  daily  wound  smear  shows  approximate- 
ly one  organism  to  two  fields  on  two  successive  days 
and  two  successive  cultures  show  an  absence  of 
haemolytic  cocci,  the  wound  is  suitable  for  secondary 
suture  and  is  prepared  exactly  as  for  delayed 
primary  suture.  The  new  epidermis  along  the  skin 
edge  is  then  excised.  The  skin  is  freed  by  under- 
mining in  all  directions  as  far  as  necessary  in  order 
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to  approximate  the  edges  with  the  minimum  tension. 
Dense  scar  tissue  and  projections  of  granulation 
tissue  are  removed.  When  possible,  the  deep  fascia 
is  approximated  with  interrupted  catgut.  Skin  and 
subcutaneous  tissue  are  closed  with  silkworm  gut. 

In  most  cases  of  compound  fractures  of  the  long 
bones  delayed  primary  suture  should  be  aimed  at 
when  the  patient  can  be  j)roperly  operated  upon 
and  watched  thereafter.  Primary  suture  may  be 
performed  safely  in  some  cases  but  is  dangerous. 

In  cases  of  joint  wounds  treatment  should  con- 
sist in  complete  debridement  of  the  tract,  removal  of 
foreign  bodies,  irrigation  with  saline,  distention 
with  ether,  absolute  closure  of  the  joint  by  suture, 
with  or  without  primary  suture  of  the  soft  parts 
according  to  rules  laid  down  for  primary  suture,  and 
finally,  early  active  motion. 

If  following  the  operation  the  joint  becomes  dis- 
tended, it  should  be  aspirated  immediately.  If  a 
culture  demonstrates  pyogenic  infection,  lateral 
incisions  should  be  made  at  once,  or  if  the  original 
incision  allows  satisfactory  drainage,  it  should  be 
re-opened  and  the  treatment  for  suppurative 
arthritis  begun.  H.  C.  Falk. 

Gr6goire,  R.  F. :  The  Immediate  Closure  of  War 
Wounds.  Med.  Rec,  1919,  xcvi,  195. 

Gregoire  reviews  the  indications  and  technique  of 
immediate  suture  of  war  wounds  and  maintains  that 
the  remarkable  and  unexpected  results  obtained  by 
war  surgery  in  all  branches  had  their  origin  in  the 
early  attempts  at  primary  closure  of  wounds. 

The  advantages  of  immediate  suture  were  the 
prevention  of  gas  gangrene,  the  abolition  of  suppur- 
ation with  its  attendant  innumerable  dressings  and 
painful  and  long-continued  after-treatment,  and  the 
gain  in  the  number  of  returnable  effectives  to  the 
fighting  line. 

The  method  is  based  upon  certain  principles  of 
pathologic  physiology;  it  is  not  to  be  applied  indis- 
criminately but  should  be  governed  by  precise  thera- 
peutic indications. 

The  wound  is  first  inoculated  by  the  foreign  body 
but  not  at  first  infected.  In  the  first  few  days  follow- 
ing the  receipt  of  the  injury  there  is  a  sort  of  stupor 
of  the  region  involved.  The  wounded  tissues  do  not 
react;  there  is  no  sign  of  diapedesis;  the  micro- 
organisms are  not  proliferating.  This  period  of 
stupor  lasts  for  seven  or  eight  hours  after  the  infec- 
tion of  the  wound.  At  the  end  of  that  time  the  white 
blood  cells  begin  to  invade  the  wounded  region  and 
the  system  of  defense  is  organized.  Simultaneously, 
however,  the  micro-organisms  begin  to  develop,  the 
anaerobes  being  the  first  to  proliferate.  From  the 
fortieth  hour  on,  both  anaerobes  and  aerobes  abound. 

Therefore,  between  the  moment  when  the  wound 
is  inoculated  and  that  in  which  it  is  infected  there  is 
a  period  of  stasis  or  stupor  lasting  from  eight  to 
twelve  hours  which  the  surgeon  may  utilize  to  re- 
move both  the  disorganized  tissues  and  the  infecting 
agents. 

Suppuration    is    a    formal    contra-indication    to 


suture.  When  the  wound  is  already  bathed  in  pus  it 
is  too  late  to  close  it,  even  after  resection  of  the  in- 
fected tissues.  It  must  then  be  sterilized  by  chem- 
ical methods  similar  to  the  Carrel  method. 

Foreign  bodies,  projectile  fragments,  clothing, 
infected  skin,  soil,  and  contused  and  devitalized 
muscle  must  be  removed  until  bleeding  contractile 
muscle  is  exposed.  Above  all,  haemostasis  must  be 
complete  before  primary  suture  is  attempted. 

Wounds  of  bones  and  joints  require  a  more  vigor- 
ous technique  and  greater  skill  on  the  part  of  the 
surgeon,  but  the  percentage  of  functionating  and 
useful  joints  far  exceeds  that  formerly  obtained  in 
civil  practice  by  methods  of  drainage  and  long- 
continued  fixation.  H.  A.  McKnight. 

Blier,  E. :  Delayed  Suture  of  Simple  Flesh  Wounds. 

Am.  J.  Surg.,  1919,  xxxiii,  178. 

The  author  deals  solely  with  simple  flesh  wounds 
not  involving  vital  organs  or  including  wounds  of  the 
bones.  These  formed  the  largest  percentage  of 
cases  in  the  base  hospitals  of  the  American  Expedi- 
tionary Forces. 

From  a  military  standpoint  the  treatment  of  such 
simple  flesh  wounds  was  most  important  as,  when 
properly  managed,  nearly  all  patients  could  be 
returned  to  some  grade  of  duty  if  not  to  the  front 
lines,  and  the  mobility  and  efficiency  of  the  hospital 
depended  upon  the  speed  with  which  such  patients 
could  be  cured  and  evacuated. 

While  the  Carrel-Dakin  treatment  with  delayed 
suture  is  an  ideal  method  when  properly  carried  out, 
its  use  was  not  possible  during  the  stress  of  a  "push  " 
with  the  inadequate  facilities  and  assistance  available 
and  the  great  and  insistent  demand  for  beds.  Under 
ideal  conditions  primary  suture  after  excision  is  the 
method  of  choice  at  evacuation  hospitals  where  the 
patients  can  be  held  for  four  days  or  longer. 

In  the  author's  experience  at  a  base  hospital 
the  wounds  which  showed  clean  raw  surfaces  of 
muscle  or  fascia  with  practically  no  granulations 
came  from  evacuation  hospitals  forty-eight  to 
seventy-two  hours  after  the  primary  operation.  No 
attempt  was  made  at  extensive  bacterial  study  but 
many  of  the  woimds  showed  bacterial  counts  of 
less  than  one  to  five  fields  after  the  first  dressing  and 
a  few  of  these  were  sutured  immediately  on  arrival 
with  excellent  results.  It  was  not  feasible  to  perform 
immediate  suture  on  a  large  scale,  however,  as  the 
patients  came  in  convoys  of  three  to  five  himdred 
and  it  required  from  two  to  three  days  to  classify 
and  treat  the  emergency  cases. 

Treatment  preparatory  to  closure  is  of  two  types: 
(i)  intermittent  instillations  wnth  Dakin's  solution, 
and  (2)  the  application  of  simple  wet  dressings  of 
bichloride  of  mercury  or  Thiersch's  solution. 

W^hen  the  Carrel  method  of  sterilization  w-as 
employed  faithfully  as  described  by  Carrel  and 
Dehelly,  the  results  were  striking  and  within  forty- 
eight  to  seventy-two  hours  the  wounds  appeared 
clear  and  healthy.  But  these  results  could  be 
obtained  only  if  careful  attention  was  paid  to  every 
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detail  of  the  technique.  Any  deviation  impaired 
the  result,  and  as  the  service  grew,  errors  in  technique 
became  common  because  of  inadequate  facilities  and 
changing  personnel. 

The  second  method  of  preparation  mentioned  is 
much  more  simple  and  requires  no  skill  and  training 
in  dressings.  It  consists  of  the  application  of  wet 
packs  of  Thiersch's  solution  (borosalicylic)  or 
Burow's  solution  (aluminum  acetate)  which  are 
changed  daily.  When  treated  in  this  way  the 
wounds  were  ready  for  suture  within  a  few  days. 
The  surgeons  learned  to  rely  upon  the  clinical 
appearance  of  the  wound  and  often  sutured  success- 
fully those  in  which  the  bacterial  count  showed  large 
numbers  of  bacteria  per  field. 

The  suturing  was  of  three  types:  (i)  suturing 
when  the  wound  was  sterile;  (2)  suturing  after 
denudation  or  complete  re-excision  of  the  wound; 
and  (3)  suturing  after  curettage  of  all  fresh  granula- 
tions down  to  their  film  of  scar. 

By  far  the  greater  number  of  wounds  were  closed 
according  to  the  second  method.  The  results  of 
the  first  method  were  not  gratifying  as  50  per  cent  of 
the  wounds  became  infected  either  from  the  wound 
surface  or  from  small  cysts  of  pus  under  the  flat 
surface  of  granulation.  According  to  the  second 
method  the  skin  about  the  wound,  the  wound 
itself,  and  the  granulations  were  thoroughly  iodin- 
ized  and  the  skin  edges  and  granulations  dissected 
off  in  one  piece  if  possible  as  soon  as  the  wound 
looked  ready  for  suture.  The  skin  was  then  un- 
dermined to  permit  proper  coaptation  and  the 
wound  flooded  with  ether,  sponged  dry,  and  su- 
tured. A  primary  union  was  the  result.  Other 
advantages  were  that  time  was  saved  as  the  per- 
paratory  work  could  be  done  by  untrained  assistants, 
the  anatomical  approximation  was  better,  and 
infection  was  less  common.  W.  L.  Stranberg. 

Watkins,  T.  J. :  The  Care  of  Suppurating  Wounds 
Following  Abdominal  Section.  Surg.  Clin. 
Chicago,  19 19,  iii,  601. 

Watkins  advises  the  avoidance  of  all  the  pro- 
cedures usually  employed,  i.e.,  the  removal  of  the 
sutures,  drainage,  re-opening  the  wound,  and  irri- 
gation. Instead  he  advocates  the  application  of 
moist  dressings  over  the  wound  as  soon  as  infection 
is  discovered.  These  dressings  should  be  covered 
with  protective  tissue  or  paper  and  changed  suffi- 
ciently often  to  keep  the  wound  comparatively 
clean.  In  about  five  days  all  induration  and  redness 
will  disappear,  only  a  little  seropurulent  discharge 
will  remain,  and  the  opening  will  be  reduced  in  size. 
When  completely  healed,  there  is  little  or  no  evidence 
of  suppuration. 

The  advantages  claimed  are:  (i)  the  injury  done 
the  wound  by  the  suppuration  is  slight;  (2)  the 
patient  is  not  greatly  disturbed  either  physically 
or  mentally;  and  (3)  the  time  before  recovery  is 
shortened  as  when  the  suppuration  stops  there  is 
very  little  wound  left  to  heal. 

He  further  states  that  the  wound  will  drain  with- 


out the  removal  of  the  sutures  as  long  as  the  wet 
dressing  remains  applied.  The  sutures  protect 
against  hernia  and  leave  a  small  wound  for  healing 
after  suppuration  ceases.  The  sutures  should  be 
removed  only  when  they  cut  the  tissues. 

L.  R.  Goldsmith- 

Yates,  A.  L.:  A  Note  on  Immunized  Skin  Grafts. 

Lancet,  1919,  cxcvii,  324. 

By  the  method  described  an  attempt  was  made 
to  immunize  the  skin  from  which  the  graft  was  to  be 
taken  to  the  toxins  of  the  wound  for  which  the  graft 
was  intended.  A  dressing  which  had  been  in  contact 
with  the  wound  to  be  grafted  and  soaked  with  its 
discharge  was  placed  upon  an  area  of  skin  suitable 
for  obtaining  Thiersch  grafts  and  left  in  place  for 
twenty-four  hours.  It  was  then  replaced  by  another 
similar  dressing.  These  dressings  were  applied  for 
seven  days,  at  the  end  of  which  time  the  graft  was 
removed.  The  skin  so  treated  became  reddened  and 
on  the  third  day  showed  a  slight  prominence  of  the 
papillae.  Care  was  necessary  at  this  point  to  guard 
against  a  violent  reaction.  If  such  a  reaction  oc- 
curred, treatment  was  stopped  for  a  day.  Those  cases 
in  which  there  was  no  reaction  were  considered  to 
possess  an  immunity  to  the  organism  of  the  wound 
and  this  view  was  apparently  borne  out  by  the  fact 
that  the  graft  took  readily. 

The  grafts  were  applied  to  the  wound  in  the  ordi- 
nary manner  and  covered  with  perforated  water- 
proof tissue  Aside  from  a  gentle  syringing  to  remove 
discharges  every  two  or  three  days,  no  further  treat- 
ment was  necessary. 

The  author  reports  27  cases  treated  in  this  manner 
without  a  failure.  Three  of  these  were  cases  which 
had  failed  to  give  results  by  ordinary  methods,  10 
were  cases  of  ecthyma  which  had  resisted  treatment 
for  several  weeks,  13  were  cases  of  lacerated  wounds 
which  were  slow  to  heal,  and  4  were  cases  of  chronic 
ulcer.  In  all  instances  a  certain  amount  of  mobility 
of  the  limb  was  allowed.  W.  J.  Tucker. 


ASEPTIC  AND  ANTISEPTIC  SURGERY 

Latouche,  P.:  The  Healing  of  War  Wounds  and 
Their  Antiseptic  Treatment  with  Vincent's 
Dry  Borohypochlorite  Dressings  (De  la  reunion 
des  plaies  de  guerre  at  de  leur  traitement  anti- 
septique  par  le  pansement  sec  boro-hypochlorit6  de 
Vincent).  Arch,  de  med.  et  pharm.  mil.,  1919, 
Ixxi,  189. 

Latouche  refers  first  to  the  efiicacy  of  Vincent's 
borohypochlorite  powder  at  the  first-aid  stations. 
His  clinical  experiences  have  confirmed  the  claims 
that  the  use  of  the  powder  limits  infection  and 
permits  deferring  surgical  operations  when  for 
any  reason  this  is  necessary  or  expedient.  He 
mentions  a  case  in  which  a  wound  was  kept  in  good 
condition  in  this  manner  for  five  days  before  opera- 
tion. On  the  basis  of  his  experience  with  boro- 
hypochlorite dressings  he  has  been  led  to  use  them 
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in   his  ambulance  service  instead  of   the   Carrel 
method. 

Vincent's  powder  is  a  mixture  of  lo  parts  of 
hypochlorite  of  lime  and  90  parts  of  powdered  boric 
acid.  The  mixture  is  preserved  in  colored  glass 
flasks.  It  is  neither  caustic  nor  toxic;  its  application 
is  painless,  and  the  presence  of  calcium  chloride 
gives  it  a  haemostatic  quality  which  is  of  great  value. 
It  dissolves  very  slowly  and  its  antiseptic  action' 
is  therefore  much  prolonged.  A  powdered  wound  dries, 
does  not  suppurate,  and  assumes  a  pale  reddish  tint. 
Clinical  practice  has  confirmed  the  laboratory 
findings  that  bacterial  flora  rapidly  disappear  from 
wounds  treated  with  the  powder. 

In  the  author's  ambulance  service  he  used  the 
powder  after  the  complete  surgical  operation, 
shaking  it  in  a  thin  coating  between  the  muscles,  etc. 
In  closed  wounds  the  powder  may  be  injected  into 
all  the  crevices  of  the  wound  with  the  help  of  an 
assistant  and  a  sterilized  glass  insufilator. 

Latouche  points  out  that  in  many  services  where 
the  more  elaborate  equipment  required  for  the 
Carrel  and  other  methods  is  not  available  the 
use  of  borohypochlorite  powder  is  of  especial  value. 

With  regard  to  primary  suture  the  author  states 
that  he  is  inclined  to  limit  its  application,  especially 
in  the  hands  of  young  and  inexperienced  surgeons. 
In  war,  particularly,  the  surgeon  may  not  be  able  to 
devote  the  time  to  the  care  of  the  patient  that  is 
demanded  by  primary  suture.  Moreover,  there  is 
always  the  possibility  that  not  all  of  the  infected 
portion  of  the  wound  has  been  completely  excised. 
Surgical  sterilization  in  such  cases  must  be  sup- 
plemented by  chemical  sterilization  and  in  such 
event  the  borohypochlorite  powder  is  of  manifest 
efl&cacy.  W.  A.  Brennan. 

ANESTHETICS 

Hinojar:  The  Valiie  of  General  Anaesthesia  In- 
duced by  Means  of  Ether-Oil  Injections  into 
the  Rectum  in  Otorhinolaryngological  Sur- 
gical Operations  (Utilidad  de  la  anestesia  general 
per  la  mezcla  etereo-oleosa  en  inyecci6n  rectal  en 
las  intervenciones  quirfirgicas  otorinolaringol6- 
gicas).  Med.  Ibera,  1919,  Nfimero  extraordinario, 
I  Cong.  nac.  de  med.  y  cirug.,  103. 

The  principal  advantage  of  general  anaesthesia 
over  local  anaesthesia  is  that  with  the  loss  of  sensation 
there  is  also  loss  of  consciousness. 

In  some  ear,  nose,  and  throat  cases  anaesthesia  by 
inhalation  is  extremely  inconvenient. 

Ether  anaesthesia  induced  through  the  rectum 
solves  the  problem  of  obtaining  insensibility  and 
unconsciousness  without  interfering  with  surgical 
operations  on  the  neck,  mouth,  face,  nose,  and  ears. 

The  ether-oil  mixture  in  suitable  quantity  and 
proportion  gives  a  regular  and  lasting  anaesthesia. 

The  technique  of  its  use  is  extremely  simple  and 
the  after-care  required  is  insignificant. 

No  special  preliminary  preparation  of  the  patient 
is  necessary. 

It  may  be  difficult  for  very  small   children  to 


retain  the  mixture  but  this  can  be  overcome  by  a 
previous  brief  inhalation  of  chloroform. 

The  face  should  be  covered  with  a  folded  cloth 
in  order  to  hasten  relaxation  and  prolong  the  dura- 
tion of  the  anaesthesia  as  long  as  possible. 

If  there  is  delay  in  obtaining  anaesthesia  or  if 
during  the  operation  the  patient  shows  signs  of 
regaining  consciousness  prematurely,  profound  anaes- 
thesia may  be  obtained  by  pouring  a  few  drops  of 
chloroform  on  the  layer  of  cloth. 

Rectal  ether-oil  anaesthesia  should  not  be 
employed  in  the  cases  of  patients  who  are  suffering 
from  any  form  of  acute  or  chronic  intestinal  trouble 
or  for  very  short  operations.  It  appears  to  be  un- 
desirable also  for  patients  with  cancer  of  the  upper 
respiratory  passages.  M.  M.  Matthies. 

Eggleston,  C,  and  Hatcher,  R.  A.:  A  Further 
Contribution  to  the  Pharmacology  of  the  Local 
Anaesthetics.  J.  Pharmacol.  6*  Exper.  Therap., 
1919,  xiii,  433. 

One  fact  of  fundamental  importance  has  emerged 
from  the  authors'  investigations,  namely,  that  the 
"essential"  elimination  of  all  the  local  anaesthetics 
studied,  except  cocaine  and  holocaine,  proceeds  with 
great  rapidity  and  is  completed  within  a  few  min- 
utes following  the  intravenous  injection  of  a  sub- 
lethal dose.  The  "essential"  elimination  of  cocaine 
and  holocaine  is  a  much  slower  process,  and  that 
of  cocaine  may  not  be  complete  after  periods  of 
from  one  to  two  or  more  days.  The  elimination 
of  all  of  the  local  anaesthetics  in  the  cat  has  been 
shown  to  be  accomplished  by  their  destruction  in 
the  liver,  as  demonstrated  by  perfusion  of  that  organ 
with  solutions  of  the  several  drugs.  In  view  of  the 
close  similarity  of  the  behavior  of  the  human  body 
to  toxic  doses  of  local  anaesthetics,  it  is  highly 
probable  that  man  eliminates  these  drugs  in  the 
same  way  as  the  cat,  especially  since  such  rapid 
elimination  by  the  kidney  is  most  improbable. 

The  local  anaesthetics  may  be  divided  into  two 
groups  according  to  their  rate  of  destruction  or 
"essential"  elimination  in  the  cat:  Group  i,  which 
is  made  up  of  those  which  are  rapidly  eliminated, 
includes  alypin,  apothesin,  beta-eucaine,  nirvanin, 
procaine,  stovaine,  and  tropacocaine.  Group  2, 
which  is  made  up  of  those  which  are  slowly  elimi- 
nated, includes  cocaine  and  holocaine.  This  group- 
ing apparently  applies  also  to  these  anaesthetics  as 
used  for  man. 

The  prompt  recovery  of  the  cat  following  the 
intravenous  injection  of  a  just  sublethal  dose  of 
any  of  the  members  of  Group  i  is  due  to  the  rapid 
destruction  of  these  drugs,  while  slower  destruction 
in  the  case  of  cocaine  and  holocaine  explains  the  less 
rapid  and  complete  recovery  after  corresponding 
doses  of  the  members  of  Group  2. 

The  ability  of  the  cat  to  withstand  repeated 
intravenous  injections  of  large  fractions  of  the 
minimal  fatal  intravenous  doses  of  the  members  of 
Group  I,  when  given  at  intervals  of  fifteen  to  twenty 
minutes,  and  to  survive  the  slow  and  continuous  in- 
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jection  of  several  times  the  averacje  fatal  intravenous 
dose,  depends  upon  the  rapid  "essential "  elimination 
of  these  drugs.  The  animal's  inability  to  with- 
stand similar  injections  of  correspondin;^  amounts  of 
the  drugs  of  Group  2  is  due  to  their  slower  elimi- 
nation. 

The  "essential"  elimination  also  explains  the 
relative  low  toxicity  of  the  members  of  Group  i 
when  administered  subcutaneously  as  well  as  the 
rapid  recovery  of  man  from  non-fatal  acute  poison- 
ing by  the  members  of  Group  i.  Max  Kahn. 

Fan*,  R.  E. :  Abdominal  Surgery  Under  Local  An- 
aesthesia.  J.  Am.  M.  Ass.,  1Q19,  Ixxiii,  391. 

The  personal  element  enters  lar'^ely  into  the 
question  of  the  advantages  of  local  over  general 
anasthesia.  Some  of  the  advantages  of  local 
anarsthesia  are  enumerated  in  this  article.  The  local 
anaesthetic  is  safer.  The  use  of  epinephrin  which 
permits  more  deliberate  work  gives  the  surgeon  a 
control  over  the  blood  supply  which  the  author  be- 
lieves is  superior  to  that  offered  when  operating 
under  a  general  anaesthetic  and  therefore  enables 
him  to  combat  haemorrhage  more  efficiently.  More- 
over, as  of  necessity  the  tissues  must  be  very 
carefully  handled,  there  is  less  trauma  and  less 
shock,  and  nausea,  vomiting,  and  their  associated 
dangers  are  absent. 

The  ana-sthetic  of  choice  is  o.  5  per  cent  procaine 
in  Rin-er's  solution  combined  with  5  drops  of 
epinephrin  to  the  ounce.  In  all  but  cases  of  hernia 
direct  infiltration  is  used  which  is  accomplished  with 
the  aid  of  a  pneumatic  injector.  The  author  makes 
one  primary  intradermal  wheal  and  then  pushes  the 
needle  entirely  through  the  skin,  in  It  rating  the  line 
of  incision  in  the  skin  from  beneath.  By  careful 
injection  of  the  various  layers,  he  obtains  complete 
relaxation  of  the  abdominal  wall. 

All  cases  of  pelvic  disorders  of  a  simple  nature  lend 
themselves  well  to  the  use  of  a  local  ana  sthetic  as  do 
also  those  requiring  intestinal  resection  and  gastric, 
duodenal,  and  gall-bladder  operations. 

R.  B.  Bettman. 

Guthrie,  D. :  Trendelenburg  Anaesthesia  in  Surgery 
of  the  Pelvis.   /.  Am.  M.  Ass.,  1919,  Ixxiii,  388. 

Trauma  of  the  small  intestine  is  one  of  the  direct 
causes  of  postoperative  shock  and  ileus.  For  this 
reason  the  author  handles  the  small  intestine  as 
little  as  possible.  When  the  patient  is  placed  in  a 
high  Trendelenburg  position  before  the  anaesthetic 
is  begun  the  pelvis  will  be  found  practically  free  from 
coils  of  small  intestine  and  therefore  the  handling 
necessary  to  obtain  a  clear  field  is  obviated.  If 
after  the  abdominal  wall  is  opened  the  operator 
gently  pulls  the  lower  angle  of  the  wound  up,  the 
in-rush  of  air  into  the  peritoneal  cavity  aids  in  forc- 
ing back  any  loops  of  small  bowel  which  mi  ,ht  still 
be  down.  In  the  discussion  of  this  paper  Ochsner 
stated  that  it  does  not  matter  very  much  just  when 
the  use  of  the  Trendelenburg  position  is  begun  so 
long  as  it  is  started  several  minutes  before  the  inci- 


sion is  made.  Ochsner  and  Balfour  both  place  their 
patients  in  the  Trendelenburg  position  after  they 
are  unconscious  rather  than  before  beginning  the 
administration  of  the  anaesthetic.    R,  B.  Bettman. 

SURGICAL  INSTRUMENTS  AND  APPARATUS 

Rockey,  A.  E. :  Drop-Ether  Pharyngeal  Anaesthesia 
and  Apparatus  for  Aseptic  Anaesthesia  in 
Plastic  Facial  Surgery.  Am.  J.  Surg.,  1919, 
xxxiii,  Anaes.  Supp.,  89. 

Rockey  claims  that  while  the  devices  in  gene- 
ral use  for  vaporizing  ether  for  intrapharyngeal 
anaesthesia  have  proved  satisfactory,  it  is  not 
possible  to  secure  even  an  approximately  aseptic 
field  for  operations  about  the  mouth  as  none  of 
them  protect  the  field  from  mouth  secretions  or 
permit  the  use  of  efficient  antiseptics.  Such  asepsis 
may  be  obtained  by  providing  a  safe  airway  for 
respiration  through  which  the  ana  sthetic  may  be 
given.  This  must  securely  block  the  larynx  from 
blood  or  antiseptics  strong  enough  to  sterilize  the 
surfaceand,  after  the  site  of  operation  has  been  clean- 
sed, protect  it  from  re-infection  by  the  mouth 
secretions. 

The  author  claims  that  in  a  very  large  class  of 
these  cases  a  method  by  which  ether  is  inhaled 
by  mouth  through  a  large  pharyngeal  tube  and 
cofferdam  of  gauze  packing  properly  placed  is 
superior  to  any  other.  In  this  way  an  efficient 
block  between  the  operative  field  and  the  respiratory 
tract,  so  necessary  for  the  performance  of  ideal 
operations  in  this  region,  is  afforded  and  makes 
possible  a  degree  of  asepsis  in  the  operation  not 
possible  by  any  other  method. 

The  inhaler  which  Rockey  has  devised  consists  of 
a  curved  airway  adapted  to  the  mouth  and  pharynx. 
The  open  and  slotted  end  should  be  so  placed 
that  it  rests  iust  above  the  larynx  back  of  the  epi- 
glottis. This  inhaler  is  provided  with  a  movable 
joint  which  makes  it  possible  to  turn  the  tube 
upward  for  operations  involving  the  mouth  and 
neck  and  downward  for  those  performed  upon  the 
face  and  head.  The  nasal  tubes  are  attached  to  a 
Y-tube  so  curved  that  the  stem  may  be  firmly  fixed 
over  the  nose  by  a  strip  of  adhesive  plaster  which 
insures  stability  and  prevents  obstruction  in  kinking. 
The  inner  diameter  of  the  pharyngeal  tube  is^  inch 
and  that  of  the  connecting  rubber  tube  ^  inch. 
A  practical  working  length  of  the  tube  is  30  inches. 
The  funnel  of  spun  metal  is  provided  at  the  top  with 
crossed  curved  wires  to  support  the  gauze  cover  and 
surrounded  by  a  grcve  in  which  fits  a  coiled  spring 
to  hold  the  gauze  in  place.  The  inhalation  tube 
is  so  arranged  that  it  is  not  possible  to  pour  liquid 
ether  into  it.  The  opening  to  admit  air  directly  in  the 
inhalation  tube  is  placed  in  the  bulb  of  the  handle 
at  a  convenient  place  for  finger  control. 

After  complete  anaesthesia  is  established  the 
pharyngeal  tube  is  introduced  or,  in  a  comparatively 
few  cases,  the  nasal  tubes  are  placed.  The  posterior 
part  of  the  mouth  is  then  well  packed  with  gauze. 
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Much  depends  on  the  thoroughness  and  care  with 
which  this  is  done.  The  gauze  pack  forms  the  neces- 
sary dam  of  protection  both  for  the  respiratory 
tract  and  for  the  field  of  operation.  The  inhalation 
tubes,  pharyngeal  and  nasal,  may  be  held  in  place 
by  an  adhesive  strip  applied  around  or  over  them 
and  attached  to  the  forehead  or  face  as  the  character 
of  the  operation  admits.  If  this  is  carefully  done  a 
satisfactory  anaesthesia  may  be  maintained  without 
interference. 

It  is  essential  that  the  ether  be  given  by  an 
anaesthetist  who  is  able  to  maintain  safely  such  a 
degree  of  anaesthesia  as  will  prevent  any  attempt  at 
vomiting  which  might  clog  or  displace  the  tube  and 
and  destroy  the  asepsis  of  the  operative  field. 

The  inhaler  described  gives  drop-ether  from  what 
is  practically  an  open  mask  as  the  finger  of  the 
anaesthetist  at  all  times  has  an  instant  touch  control 
of  the  air  mixture.  I.  C.  Herb. 

Lawrence,  D,  H.:  A  Splint  Method  for  the  Treat- 
ment of  Fractures  of  the  Clavicle.  Mil.  Surgeon, 
1919,  xlv,  231. 

The  author  illustrates  by  photographs  the  steps 
in  the  application  of  a  new  fixation  splint  for  frac- 
tures of  the  clavicle  in  healthy  adults  such  as  soldiers 
in  the  field.  This  splint  consists  essentially  of  a 
well-padded  board,  20  by  4  inches  in  size,  which  is 
applied  transversely  across  the  spines  of  the  scapulae 
while  the  patient  lies  on  his  back  and  is  held  firmly 
in  place  by  two  wide  plaster  of  Paris  bands  which 
cross  diagonally  at  the  middle  of  the  board  and  pass 
under  the  shoulders  as  a  figure  of  eight.  The  long 
ends  are  firmly  bound  to  the  chest  by  a  separate 
plaster  bandage  which  includes  also  the  extremities 
of  the  board.  By  this  means  the  shoulders  are  held 
firmly  in  the  desired  position  while  the  arms  are 
free.  E.  M.  Miller. 

Foster,  W.  J. :  A  Thomas  Arm  Splint  with  a  Flexible 
Elbow.  Brit.  M.J.,  1919,  ii,  237. 

The  writer  states  that  there  is  need  for  improve- 
ment in  the  type  of  splint  used  for  the  treatment  of 
fracture  of  the  elbow-joint  and  describes  a  splint 
which  may  be  applied  to  either  arm  and  is  useful 
also  in  the  treatment  of  fractures  of  the  humerus 
and  forearm.  This  consists  of  a  shoulder  ring  with 
a  strap  passing  around  the  chest  with  a  buckle  at- 
tached. Two  pieces  of  metal  with  a  jointed  elbow 
extend  on  either  side  of  the  arm  from  the  shoulder 
ring  to  the  wrist  and  an  extra  two  inches  of  the 
upright  pieces  below  the  joint  is  fitted  With  an  ex- 
tension bar.  The  splint  is  completed  by  a  strap 
attached  to  the  outer  metal  pieces  about  6  inches 
above  and  below  the  joint  and  fitted  with  a  buckle 
for  extension  and  flexion.  Flannel  bandages  are  used 
around  the  arm  and  splint  from  the  axilla  to  below 
the  elbow. 

In  the  author's  opinion  this  splint  offers  the  best 
chance  for  the  restoration  of  function  in  the  elbow 
and  greatly  lessens  the  danger  of  ischaemic  paralysis. 

In  treating  the  fracture,  the  arm  is  put  up  at 


right  angles,  and  each  day  as  the  swelling  diminishes 
the  strap  is  shortened  ^  to  i  inch  at  a  time  until 
the  elbow  is  flexed  as  much  as  is  safe  with  due  re- 
gard to  the  amount  of  swelling  present.  The  limit 
of  flexion  having  been  reached  in  about  a  week,  the 
strap  is  lengthened  inch  by  inch  until  the  forearm 
is  extended  to  at  least  half  the  normal.  The  amount 
of  flexion  or  extension  is  increased  as  the  pain  and 
swelling  decrease  and  the  bandages  are  removed 
from  the  forearm  daily  for  massage. 

The  extension  bar  is  more  rigid  in  this  splint  than 
in  the  Thomas  arm  splint,  and  in  fractures  of  the 
humerus  traction  may  be  made  by  passing  a  flannel 
bandage  over  the  elbow-joint  and  knotting  it  below 
the  bar.  In  fractures  of  the  forearm  it  is  possible 
to  maintain  supination  and  at  the  same  time  make 
a  daily  variation  in  the  position  of  flexion  and  exten- 
sion. 

The  author  does  not  use  this  splint  for  fractures 
of  the  surgical  neck  of  the  humerus  as  he  finds  that 
such  fractures  do  well  when  a  pad  is  placed  in  the 
axilla,  the  arm  is  bandaged  to  the  chest  wall,  and 
early  massage  and  passive  movement  are  instituted- 

R.  B.  Martin. 

De  Martel,  T.:  Gastric  Surgery.  A  Method  of 
Clamping  (Chirurgie  gastrique;  methode  de 
recrasement).    Presse  mid.,  Par.,   1919,  xxvii,  374. 

While  the  Mayo  ecraseur  is  a  great  improvement 
in  instruments  for  clamping  the  stomach,  it  is  far 
from  perfect  as  it  is  too  long  and  heavy  and  does 
not  hold  the  viscera  with  sufficient  security. 

De  Martel  has  devised  a  new  type  of  ecraseur 
which  he  describes  in  detail.  This  instrument  con- 
sists of  two  clamping  blades  of  equal  length  which 
can  be  articulated  and  disarticulated  easUy  at  one 
end.  In  order  to  bring  them  into  contact  great  force 
is  required  and  this  is  obtained  by  the  use  of  a  speci- 
ially  powerful  long-handled  forceps  designed  for  the 
purpose.  When  the  ecraseur  is  closed  the  open  ends 
of  its  blades  hook  into  each  other  by  a  tenon  and 
mortise  arrangement.  When  closed  on  the  viscera 
it  is  impossible  to  open  it  and  the  stomach  would 
be  torn  before  it  could  slip  between  the  blades. 

One  of  the  'great  defects  of  all  other  instru- 
ments is  that  they  do  not  prevent  the  cut  edge  of 
the  viscera  from  slipping  through  the  clamping 
blades.  The  author  claims  that  in  his  ecraseur  the 
clamping  force  exerted  is  uniform  at  all  points. 
He  has  used  the  instrument  in  many  gastrectomies 
and  intestinal  resections  and  found  it  better  than 
all  others.  He  has  had  no  fear  that  the  gastric 
cavity  would  open  in  the  midst  of  the  operative 
field,  and  because  of  the  security  obtained,  his 
operations  have  been  rendered  as  aseptic  as  the 
removal  of  a  uterine  fibroma.  W.  A.  Brexnax. 

Greenberg,  G.:  A  New  Operating  Composite 
Cysto-Urethroscope.   Ann.  Surg.,  1919,  Ixx,  212. 

The  new  composite  cysto-urethroscope  is  so 
made  that  either  air  or  water  can  be  used  as  a 
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medium  when  examining  the  bladder  and  urethra. 
It  has  both  the  direct  and  indirect  systems  of 
observation. 

The  instrument  consists  of  the  following  parts: 

1.  Three  tubes  each  17  centimeters  long  and  25 
millimeters  wide.  One  of  these  is  straight  and  has 
a  straight  obturator  for  use  in  the  anterior  urethra. 
One  has  its  distal  end  cut  at  an  angle  of  45  degrees 
and  is  fitted  with  an  adjustable  obturator  which 
may  be  bent  at  an  angle  or  may  be  used  straight. 
Another  has  its  distal  end  cut  at  an  angle  of  30 
degrees  which  gives  a  large  operating  field  in  the 
posterior  urethra. 

2.  Two  light  carriers,  one  for  topical  applications 
with  air  dilatation  and  one  in  combination  with  a 
deflector  for  use  when  catheterizing  the  ejaculatory 
ducts.  This  combination  of  light  carrier  and  de- 
flector has  one  catheter  channel  for  the  intro- 
duction of  a  No.  5  bougie  or  catheter.  A  lens 
which  is  permanently  attached  to  the  deflector  is 
used  only  in  a  water  medium. 

3.  A  magnifying  system  which  consists  of  two 
sets  of  observation  lenses  that  can  be  attached  easily 
to  the  proximal  end  of  the  light  carriers. 

4.  Two  operating  windows,  one  for  air  and  one 
for  a  liquid  medium. 

5.  The  usual  accessories  for  topical  applications 
and  operations  within  the  urethra. 

The  author  claims  the  following  advantages  for 
his  instrument. 

1 .  A  wide  field  of  application  in  the  bladder  and 
urethra  of  both  the  male  and  the  female. 

2.  Lesions  of  the  posterior  wall  of  the  bladder  are 


more  easily  accessible  to  this  than  to  the  rectangular 
vision  cystoscope. 

3.  Its  simplicity  of  construction,  together  with  its 
ease  of  manipulation,  makes  it  adaptable  to  various 
operative  procedures  in  the  bladder  and  urethra. 

4.  The  deflector  makes  it  possible  to  reach  any 
part  in  the  urethra  without  injury  to  the  tissues. 

5.  It  is  especially  useful  for  fulguration  of  tumors, 
and  inflamed  areas  in  the  urethra,  and  for  the  de- 
struction of  glands  and  cysts. 

6.  The  cautery  may  be  used  for  the  destructidn 
of  median  prostatic  bars,  air  being  employed  instead 
of  fluid  as  a  distending  medium. 

The  article  contains  twenty  illustrations,  together 
with  an  appendix  of  several  colored  plates  of  normal 
and  pathologic  conditions  of  the  posterior  urethra. 

G.  J.  Thomas. 

Slesinger,  E.  G. :   A  Pneumatic  Inje,ctor  for  Local 
Anaesthesia.  British  M.  J.,  1919,  ii,  139. 

The  apparatus  which  the  author  has  designed  for 
making  injections  for  local  anaesthesia  when  a  large 
quantity  of  solution  is  to  be  used  is  extremely  simple. 
The  essential  portion  of  it  is  a  graduated  cylinder 
in  the  top  of  which  are  a  tube  and  a  tap  to  which  an 
ordinary  bicycle  pump  may  be  attached.  The 
cylinder  is  made  air-tight  by  suitable  caps.  Pres- 
sure is  maintained  and  the  fluid  is  controlled  by  a 
button  on  the  injection  valve. 

Slesinger  cites  the  advantages  afforded  by  this 
apparatus  as  compared  with  the  ordinary  syringe. 
The  simplicity  of  its  construction  appears  to  be  one 
of  its  most  commendable  features.    W.  J.  Tucker. 


SURGERY  OF  THE  HEAD  AND  NECK 


HEAD 

Ney,    K.  W.:  Observations   on   Gunshot   Injuries 
of  the  Head.    N.  York  M.  J.,  1919,  ex,  229. 

It  was  our  failure  to  appreciate  the  importance  of 
early  wound  excision,  the  evil  effects  of  drainage, 
and  the  possibility  of  primary  suture  after  excision 
that  for  so  long  kept  the  operative  mortality  in 
brain  injuries  above  50  per  cent.  Patients  having 
brain  injuries  of  th  s  nature  die  usually  an  anatomi- 
cal death  within  the  first  twenty-four  hours  or, 
escaping  this,  die  an  infective  death  after  six  to  ten 
days  or  even  after  many  months.  It  is  to  the  pre- 
vention of  these  infective  sequelae  that  the  author 
directs  our  attention. 

During  Ney's  earlier  experience  in  the  French 
service  in  191 5  he  saw  patients  with  brain  injuries 
coming  back  from  the  front  area  with  the  most  dis- 
tressing infections.  At  that  time  it  was  believed 
that  such  conditions  were  the  result  of  transporta- 
tion. The  author,  however,  attributes  them  not  to 
transportation  but  to  the  nature  of  the  operation 
in  which  the  infected  and  devitalized  tissues  were 
not   removed   and   successful   drainage   was   often 


blocked  in  the  endeavor  to  promote  it  by  the  use  of 
gauze. 

The  operative  procedure  employed  chiefly  at 
that  time  was  the  enlarging  of  the  scalp  wound  for 
drainage  and  exploration,  or  the  formation  of  a 
large  osteoplastic  flap  around  it.  In  either  case 
the  devitalized  soft  parts  were  not  removed  and  only 
the  more  superficial  bone  fragments  and  foreign 
bodies  were  picked  out.  Little  attention  was  paid 
to  subdural  adhesions  which,  in  the  endeavor  to 
complete  a  speedy  operation,  were  often  torn,  thus 
opening     the     subarachnoid     space     to    infection. 

An  interesting  fact  in  connecton  with  military 
brain  surgery  was  that  it  was  never  possible  to 
judge  the  condition  of  deeper  structures  by  the 
appearance  of  the  scalp  wound.  Not  infrequently 
it  was  found  after  operative  investigation  that  what 
appeared  to  be  a  most  trivial  scalp  wound  was 
really  an  extensive  fracture  with  extensive  subdural 
involvement.  The  same  might  be  said  also  with 
reference  to  the  appearance  of  the  external  table  of 
the  skull.  Here  a  small  depression  or  simple  fissure 
when  trephined  usually  proved  the  existence  of  much 
shattering  or  fragmentation  of  the  internal  table. 
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In  the  investigation  of  scalp  wounds  the  external 
table  occasionally  showed  no  evidence  of  trauma, 
and  in  such  cases  the  scalp  was  sutured  without 
further  interference.  When  the  preliminary  neuro- 
logical examination  gave  evidence  of  intracranial 
involvement,  the  skull  was  opened  at  the  point  of 
injury  and  usually  a  non-pulsating,  discolored  dura 
was  disclosed.  In  such  cases  dural  incision  was 
practised,  providing  infection  had  not  become  es- 
tablished. With  the  incision  of  the  tense  dura  a 
quantity  of  disorganized  brain  substance  and  blood 
clots  was  extruded,  after  which  the  normal  pul- 
sations would  reappear  and  the  relief  of  tension 
would  permit  an  immediate  closure  of  the  dura  by 
suture.  This  procedure  was  possible  because  of  the 
early  excision  of  the  traumatized  area  before  in- 
fection had  become  established.  The  opening  of  a 
tense,  discolored,  non-pulsating  dura  after  a  care- 
ful excision  and  cleansing  technique  was  a  routine 
procedure  and  to  the  author's  knowledge  was  never 
followed  by  subdural  infection.  If  practised  later, 
in  the  presence  of  a  definitely  established  infection, 
such  a  procedure  would  be  open  to  criticism. 

In  gunshot  injuries  of  the  brain  it  was  not  con- 
sidered advisable  to  resort  to  spinal  puncture 
because  in  open  cases  after  the  withdrawal  of  fluid 
by  this  means  there  were  always  associated  the  dan- 
ger that  the  brain  would  recede  and  the  possibility 
that  established  subdural  adhesions  which  had 
closed  the  subarachnoid  space  around  the  traumat- 
ized area  might  be  torn. 

Many  cases  of  cranial  injury  showing  both  bone 
and  dural  defects  revealed  on  removal  of  the  dressings 
applied  at  the  first-aid  station  a  greater  or  less 
quantity  of  extruded  disorganized  brain  substance 
which  continued  to  ooze  from  the  wound  during  the 
process  of  preparatory  shaving  and  during  the 
operation.  A  conspicuous  feature  in  these  cases 
was  the  large  amount  of  cerebral  destruction 
possible  without  the  production  of  general  cerebral 
symptoms  when  there  was  immediate  traumatic  de- 
compression. 

It  was  the  author's  observation  that  the  shock 
of  cerebral  trauma  was  much  greater  when  the 
latter  was  inflicted  under  general  anaesthesia  than 
without  it.  He  found  that  under  local  anaesthesia 
it  was  possible  to  proceed  with  the  same  operative 
technique  without  pain  or  interference  from  the 
patient  and  with  the  complete  elimination  of  the 
shock  element  which  had  previously  been  so  dis- 
astrous. With  improvement  in  technique  he  found 
it  possible  to  produce  complete  anaesthesia  in  less 
than  ten  minutes.  The  infiltration  of  the  scalp  so 
reduced  the  bleeding  that  when  the  incision  was 
made  much  time  was  saved  in  that  only  the  larger 
vessels  required  clamping,  while  very  often  the 
field  was  bloodless.  The  haemostatic  effect  of  the 
infiltration  always  lasted  through  the  operation  or 
suflficiently  long  for  clotting  to  take  place  in  the 
constricted  vessels. 

The  anaesthetic  used  was  i  per  cent  novocaine 
solution  to  which  was  added  a  i:iooo  solution  of 


adrenalin  chloride  in  the  proportion  of  15  drops  to 
30  cubic  centimeters  of  the  novocaine  solution. 
Morphine,  ]4,  grain,  was  given  one-half  hour  before 
operation. 

After  shaving  the  entire  head  and  making  as 
complete  a  neurological  examination  as  crcum- 
stances  would  permit,  the  operative  technique  used 
by  the  author's  team  at  the  front  was  the  complete 
excision  of  the  scalp  wound,  avoiding  contact  with 
the  lacerated  ed£?es,  the  removal  of  the  area  of  bone 
injury  en  bloc  by  cutting  around  it  with  a  De 
Vilbiss  rongeur,  lifting  the  bone  block  out  as  one 
piece,  and  not  allowing  the  instruments  to  come  in 
contact  with  the  infected  tissues  in  the  center  of  the 
piece  removed.  The  evacuation  of  the  disorganized 
brain  substance  was  rapidly  effected  by  having  the 
patient  cough  or  blow,  after  which  a  soft  rubber 
catheter  was  inserted  to  palpate  any  retained  foreign 
bodies  or  bone  fragments  which  had  not  been 
expressed  by  the  blowing.  Finger  palpation  was 
not  used. 

In  ventricular  penetrations  it  was  found  possible, 
after  removal  of  the  semifluid  brain  substance  by  the 
method  described  above,  to  insert  long,  narrow  re- 
tractors and  remove  foreign  bodies  under  direct 
inspection.  When  the  ventricle  was  not  involved 
and  the  toilet  of  the  brain  tract  was  completed, 
a  2  per  cent  solution  of  dichloramine-T  was  usually 
introduced.  This  was  allowed  to  run  out  during 
the  completion  of  the  operation.  Often  the  dura 
was  so  badly  lacerated  as  to  preclude  the  possibility 
of  suture.  In  such  cases  the  defect  was  covered 
with  a  piece  of  paracranium  which  was  found  to  be 
as  satisfactory  as  grafts  of  fascia  lata.  In  other 
defects  which  could  not  be  closed  by  suture,  the 
opening  was  covered  simply  by  suture  of  the  scalp, 
which  proved  satisfactory  in  every  way.  The 
scalp  was  always  closed  by  primary  suture  and  if 
this  could  not  be  done  without  tension  the  defect 
was  covered  with  the  flap  or  some  other  tissue,  even 
though  it  might  be  necessary  to  rob  another  por- 
tion of  the  skull  of  its  covering.  The  brain  lesion  was 
never  drained,  the  only  drainage  ever  used  being 
just  a  small  piece  of  rubber  glove  placed  in  one  angle 
of  the  incision  and  removed  the  next  day  at  the 
first  dressing. 

The  article  is  to  be  completed  in  the  next  issue 
of  the  journal.  G.  W.  Hochrein. 

Chutro,  P. :  Cartilaginous  Cranioplasties,  Indica- 
tions and  Techniques.  Internai.  J.  Surg.,  1919, 
xxxii,  227. 

A  loss  of  substance  of  the  cranial  bones  produces 
certain  subjective  and  objective  signs  and  symptoms 
grouped  under  the  name  "trephine  syndrome". 
This  syndrome  occurs  in  lesions  of  the  bone  and  dura 
mater  and  the  superficial  layers  of  the  brain  with  no 
differentiated  function.  When  the  cerebral  sub- 
stance of  the  motor  or  special  sense  zones  is  also 
involved,  the  syndrome  of  the  latter  condition  is 
observed  in  addition  to  the  clinical  signs  of  the 
corresponding  organic  lesion. 
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Properly  performed,  plastic  skull  operations  are 
usually  followed  by  the  disappearance  of  the  syn- 
drome but  the  concomitant  organic  lesions  are  not 
benefited  directly.  Jacksonian  epilepsy  is  some- 
times improved  by  cranioplasty,  the  attacks  being 
diminished  in  number,  severity,  and  duration 
although  total  disappearance  is  uncommon.  Epi- 
lepsy also  may  be  improved  by  this  procedure. 

The  aim  in  cranioplasty  must  be  twofold:  (i)  the 
prevention  of  the  faulty  cicatrix,  and  (2)  the  pre- 
vention of  the  trephine  syndrome.  Long  experience 
with  war  surgery  has  taught  that  all  faulty  cicatrices 
of  the  body  should  be  extirpated  because  they  impede 
function,  create  abnormal  adhesions,  restrict  the 
action  of  muscles  and  joints,  and  have  a  marked 
tendency  to  ulcerate  and  maintain  foci  of  infection. 
The  extirpation  of  skull  cicatrices  is  obligatory.  In 
cases  of  simple  infected  scalp  lesions  the  cicatrix  is 
apt  to  become  keloidal  and  painful.  When  tre- 
phining has  been  done,  the  cicatrix  is  always 
adherent  to  the  meninges  and  even  to  the  brain.  It 
therefore  causes  constant  traction  and  thereby 
continuous  irritation  of  the  meninges.  Superficial 
cicatrices  are  lined  with  a  greatly  thickened  or 
keloidal  layer  which  has  a  tendency  to  spread  in  the 
cerebral  substance,  giving  rise  to  a  series  of  invariably 
grave  secondary  phenomena.  These  phenomena 
are  part  of  the  trephine  syndrome.  Other  signs 
frequently  observed  are  as  follows: 

1.  A  sensation  of  emptiness  in  the  trephined  side. 

2.  A  similar  unpleasant  sensation  felt  when  the 
patient  is  obliged  to  stoop  or  lower  the  head,  make 
some  effort,  or  cough.  This  sensation  manifests 
itself  in  the  form  of  vertigo  and  nausea.  When  the 
patient  is  in  a  sitting  position,  a  depression  is  seen  at 
the  site  of  the  loss  of  substance,  and  when  he  bends, 
a  hernia  appears  in  the  same  place,  this  being  due  to 
the  movement  of  the  brain. 

3.  Intolerance  of  external  vibrations  such  as  the 
rolling  of  a  train. 

In  addition  there  is  a  series  of  small  signs  differing 
with  different  persons  and  largely  referable  to  dis- 
turbances resulting  from  variations  in  the  pressure 
of  the  intracranial  fluid  due  to  the  solution  in  the 
continuity  of  the  skull  cap.  These  signs  subside 
following  cranioplasty. 

The  contra-indications  to  cranioplasty  are:  (i) 
infection;  (2)  the  presence  of  intracerebral  foreign 
bodies;  (3)  hyperpressure,  even  slight,  with  oedema 
of  the  papillae ;  (4)  irreducible  cerebral  hernia;  (5) 
a  lesion  of  the  occipital  region  with  visual  disturb- 
ances; and  (6)  recurrent  epilepsy  which  does  not 
improve  on  prolonged  rest  in  bed.  Beside  these 
cases  there  are  always  special  cases  in  which  in- 
tervention will  be  considered  inadvisable. 

Cartilage  grafts  are  to  be  preferred  and  if  possible, 
they  should  be  live  grafts.  With  few  exceptions  the 
operation  is  performed  under  local  anaesthesia,  i  per 
cent  novocaine  and  adrenalin  solution  being  used. 
A  hypodermic  injection  of  morphine  is  given  an  hour 
before  the  operation. 

The  two  chief  steps  in  the  operation  are:  (i)  the 


preparation  of  the  cranial  gap,  and  (2)  the  removal 
of  the  cartilaginous  graft.  Drainage  is  indispensable 
since  it  is  almost  impossible  to  obtain  perfect 
haemostasis  and  in  the  absence  of  drainage  hamato- 
mata  are  formed  between  the  scalp  and  the  graft  and 
sometimes  cause  the  elimination  of  the  graft.  At 
the  end  of  forty-eight  hours  the  drain  should  be 
removed. 

In  none  of  the  cases  operated  upon  in  two  years 
had  the  graft  been  absorbed.  On  the  contrary  it  had 
hardened  and  thickened,  and  had  become  blended 
with  the  bones  of  the  skull  though  it  remained  trans- 
parent to  the  X-rays.  H.  H.  Freilich. 

Inigo  Nougues,  M.:  Is  There  Concussion  of  the 
Brain  y  ithout  Fracture  of  the  Skull?  (iExiste 
conmoci6n  cerebral  sin  que  se  haya  producido  la 
fractura  del  crdneo?)  Med.  Ibera,  19 19,  Nfimero 
extraordinario,  i  Cong.  nac.  de  med.  y  cirug.,  54. 

While  concussion  of  the  brain  is  often  accompanied 
by  objective  lesions  of  the  cerebrum  or  its  coverings 
and  blood  vessels,  there  are  also  cases  in  which  there 
is  no  material  injury  of  either  the  skull  or  its  con- 
tents. Moreover,  grave  traumata  with  contusion, 
•  fracture,  hernia,  and  even  loss  of  cerebral  substance 
at  times  produce  a  clinical  picture  which,  so  far  as  it 
concerns  concussion,  is  very  insignificant,  disappears 
very  rapidly,  and  leaves  no  trace  whatever. 

The  author  therefore  concludes: 

1.  That  concussion  of  the  brain  may  occur  without 
fracture  of  the  skull. 

2.  That  this  condition  depends  essentially  upon 
an  intracranial  disturbance  of  the  circulation  and  a 
discharge  of  the  potential  energy  normally  stored 
up  by  the  nerve  cells. 

3.  That  the  treatment  of  concussion  is  based 
upon  the  suppression  of  every  kind  of  stimulus  which 
induces  the  discharge  of  neuropotential  energy  and 
upon  measures  favoring  the  oxygenation  of  the 
nerve  centers. 

4.  That  lumbar  puncture  is  not  only  a  therapeu- 
tic means  which  often  gives  brilliant  results,  but 
also  a  very  important  factor  in  the  diagnosis  and 
prognosis  since  the  withdrawal  of  a  red-tinged 
spinal  fluid  demonstrates  the  presence  of  lesions 
which  otherwise  would  be  revealed  only  by  autopsy. 

M.  M.  Matthies. 

Hennessy,  R.  V. :  Remarks  on  Fracture  of  the  Man- 
dible in  the  Vicinity  of  the  Angle.  Med.  J. 
Australia,  1919,  ii,  88. 

The  author  cites  a  case  of  fracture  of  the  mandible 
at  the  angle  of  the  bone  on  either  side.  Skiagrams 
showed  an  unerupted  impacted  third  molar  tooth  on 
each  side  at  the  site  of  fracture.  The  left  molar  lay 
at  right  angles  to,  and  across,  the  line  of  fracture 
and  acted  as  a  splint. 

Immobilization  was  accomplished  by  wiring  the 
teeth  of  the  island  fragment  of  the  mandible  to  those 
of  the  maxilla  in  correct  dental  occlusion.  However, 
although  eight  teeth  were  wired,  the  anchorage  thus 
secured  was  not  sufficient  to  stand  the  strain  fou 
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longer  than  one  week.  After  three  weeks  of  immo- 
bilization, there  was  firm  union  on  both  sides  and  no 
callus  was  perceptible.  Facial  symmetry  was  unaf- 
fected and  biting,  although  with  slight  inferior  pro- 
trusion, caused  the  patient  little  inconvenience. 

Observations  of  three  other  cases  revealed  the  fact 
that  the  four-tail  bandage  method  of  treatment  is 
wholly  inadequate  for  routine  purposes  because  the 


bite  is  so  seriously  interfered  with  that  the  jaw  cannot 
be  satisfactorily  brought  together.  External  splints 
should  not  be  used.  The  wiring  method  is  eminently 
efficacious.  The  necessary  factors  are  an  adequate 
number  of  clean  teeth  and  a  fairly  definite  dental 
bite.  Oral  hygiene  can  be  maintained  easily  with 
a  tooth  brush  and  hydrogen  peroxide. 

P.  H.  Kbeuscher. 


SURGERY  OF  '^THE   CHEST 

CHEST  WALL  AND  BREAST  Group  2:  2,000  cases  of  pneumonia  with  61  cases  of 

Gsi^e^U.:  Empyema.  Boston  M.&rS.  J.,  igig,clxxxi,  empyema  (3  per  cent).                                        wj     r 

g.                                                         '   ^  ^'           '  In  both  groups  the  after-treatment  consisted  of 

simple  drainage.     In  several  of  the  second  group 

The  author  reviews  two  series  of  cases  of  empyema  Carrel-Dakin  irrigation  was  used.     In  cases  with 

observed   at   Camp   Devens.     Those   of    Group    i  wide-open  drainage  improvement  was  rapid, 

occurred  during  the  winter  of  191 7-1 8  and  follow-  The  author  concludes  that  in  determining  the 

ed  an  epidemic  of  measles  and  pneumonia.     Those  time   of   operation   the   all-important   factors   are 

of  Group  2  followed  the  epidemic  of  influenza  and  preliminary  aspiration,  the  character  of  the  fluid, 

pneumonia  which  occurred  in  the  autumn  of  iqi8.  the  rapidity  of  re-accumulation,  and  the  mechanical 

The  following  tables  present  a  good  resume  of  interference  with  respiration, 

the  series:  Regarding  the  type  of  operation  he  states  that 

No.  Deaths     %      No.'^D^aths      %  intercostal  thoracotomy  was  found  sufficient  in  60 

Cases  operated  upon 43        0      21      45        9        20  per  cent  of  the  cases  while  in  the  remaining  40  per 

Cases  not  operated  upon 17  8        47        11  %  27  _..  ..      i    i-r-i.  1    .. 

Undiagnosed  until  autopsy....     17      17     100        s        5       100  ^ent     costectomy      was     necessary.      The     latter 

_    ,       —       —     —      —      —      —  should  be  done  as  soon  as  it  is  evident  that  drainage 

Total           77         34        44         61         17           28  jg  ^^^  sufficient.                                          V.    P.    DiEDERICH. 

TIME  OP  ONSET   OF  EUPYEUA 

Infirst week ^'27^  '    ^'°"s  '  Fiessinget,  N.,  Wertheimer,  P.  L.,  and  Meyer,  J. : 

In  second  week 19              i  Plastic  Pemicious  Anaemia  in  the  Ck)urse  of  a 

iSfoirtlTweek ^             ^^  Pyopneumothorax  Due  to    the    Bacillus  Per- 

Infifthwel".;;;;;;;;;!!;;;. ■;.;.■.■.■.■.■.■.■.■.■.■. ■;.■.■.'.■      I             "  frlngens;  serotherapy;  Recovery   (Anemia  per- 

Beyond  sixth  week o              17  nicieuse  plastique  au  cours  d'un  pyo-pneumothorax 

.p     ,          ■"             ~7  a    perfringens.     Sero-therapie.     Garrison).      Lyon 

''"'             ^  chirurg.,  1919,  xvi,  89. 

BACTERIOLOGY  OF  PLEURAL  EFFOSION  rrii               ^i                 •          xiriii-'ii-.                 e 

Group  I        Group  2  ^'^^  authors  give  the  full  clmical  history  of  a  cun- 

No.  Died      No.  Died  ous  case  of  pemicious  anaemia  which  they  observed 

^Sr^erit^d^upon 8        o      24        5  '^^.^^^  ^ourse  of  a  pyopneumothorax  due  to  the  per- 

Cases  not  operated  upon 14      n        4        i  fringens  bacillus.     This  was  a  case  of  a  wound  of  the 

^'caSera?edTpon .6        8        8        2  ^^^^  ^^^g  .^^^^  ^hich  the  projectile  had  been  ex- 

Cases  not  operated  upon 14      10        3        o  tracted  with  excision  of  the  affected  tissues  and  su- 

^TZT^Ztfu;T'^':'^'\ 7        X        4        o  ture  of  the  lung  and  soft  parts.    Eight  days  later 

Cases  not  operated  upon 6400  there  were  signs  of  pleural  infection  and  punctures 

^"caser  operated  upon 2        o        7        2  yielded  a  fluid  from  which  pure  perfringens  baciUi 

Cases  not  operated  upon o       o       4        2  were  cultured.   The  general  condition  of  the  patient 

^"c^ses  operated  upon 0020  became  such  that  death  ^\'as  believed  imminent. 

Cases  not  operated  upon 0000  Serotherapy    with    \\  einberg's    anti-perfringens 

Total         77      3I      56      12  serum  was  then  instituted,  altogether  200  cubic  cen- 
timeters of  the  serum  being  injected  with  good  re- 

TiME  OF  OPERATION  ^^^^   ^       ^^  s^jts     goou,  howcver,  the  patient  showed  excessive 

No?E«ed     No'!°D?^  pallor  and  all  of  the  other  classic  symptoms  of  anae- 

On  first  day  of  empyema 6        3       17        s  mia  accompanied  by  slight  icterus.    Attention  was 

On  third  day  of°empyem".*'.  ■■.■.'.'.'.■.  ■■■'■■.■.    '2        o        s        i  immediately  turned  toward  the  state  of  the  blood, 

After  third  day  of  empyema 25        2      16        o  but  there  was  no  evidence  of  haemolvsis.  Itwasthen 

decided  that  this  was  a  case  of  pernicious  anaemia  of 

The  incidence  of  empyema  to  pneumonia  in  this  infectious  t>'pe  extremely  rapid  in  its  evolution.    In 

series  was  as  follows:  six  days  the  red  corpuscles  fell  from  1,800,000  to 

Group  1 :  485  cases  of  pneumonia  with  77  cases  of  600,000  per  cubic  millimeter.  The  anaemia  was  plas- 

empyema  (16  per  cent).  tic.    The  leucocytosis  oscillated  between  30,000  and 
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15,000  leucocytes  due  to  the  infectious  process  and 
the  haematopoetic  reaction.  The  blood  repair,  how- 
ever, was  just  as  rapid  as  the  destruction  and  within 
six  days  more  the  number  of  red  corpuscles  again 
rose  to  1,500,000. 

During  this  period  the  cause  of  infection  remained 
the  same  but  on  the  disappearance  of  the  ana:mia  the 
authors  did  a  pleurotomy  which  the  patient  with- 
stood very  well.  This  operation  had  been  deferred 
previously  owing  to  his  general  condition. 

The  curious  evolution  of  the  anaemia  raises  a  bio- 
logical problem  of  great  importance.  Why  and  how 
did  the  infection  provoke  the  haematic  syndrome? 
It  is  known  that  in  vitro  anaerobes  are  powerful 
agents  of  hasmolysis.  In  vivo  this  haemolysis  is  man- 
ifested by  a  peculiar  pallor  and  by  changes  in  the 
blood  picture. 

From  the  beginning  the  patient  showed  signs  of 
intense  intoxication  with  slight  icterus  and  signs  of 
hepatic  insufficiency  such  as  urobilinuria  and  gly- 
cosuria. 

In  addition  to  the  remarkable  clinical  effects  of 
the  injections  of  serum  the  authors  direct  attention 
to  a  peculiar  fact  observed  in  the  organic  defense. 
In  the  pleural  liquid  tapped  the  perfringens  bacilli 
were  found  agglutinated  in  masses.  This  agglutina- 
tion is  very  rarely  observed  in  vivo  and  the  bacillus 
is  difficult  to  agglutinate  in  vitro.  Probably,  there- 
fore, it  was  due  to  the  agglutinating  power  of  the 
Weinberg  serum  as  it  occurred  subsequent  to  the 
injections.  W.  A.  Brennan. 

Meyers,  J.  A.:  Studies  of  the  Mammary  Gland.  VI. 
The  Development  of  the  Mammary  Gland 
from  Its  Earliest  Appearance  Until  the  Period 
of  Pregnancy.   Am.  J.  Dis.  Child.,  1919,  xviii,  4. 

The  mammary  gland  is  first  represented  in  the 
embryo  by  the  "mammary  streak,"  a  single  layer 
of  elongated  epithelial  cells  extending  on  each  side 
from  the  anterior  to  the  posterior  limb  bud.  By 
prohferation  of  these  cells  resulting  in  the  formation 
of  several  layers  is  formed  the  "mammary  line" 
which  is  slightly  elevated  above  the  epidermis. 
The  cell  proliferation  then  continues  only  at  in- 
tervals along  the  line  and  in  this  way  forms  what 
are  called  "mammary  hillocks."  The  intervening 
portions  of  the  line  gradually  disappear.  As  the 
hillocks  grow  they  sink  into  the  subjacent  mes- 
enchyma  and  begin  to  bud  from  their  deeper 
surfaces. 

The  buds  which  divide  progressively  and  sink 
into  the  mesenchyma  represent  the  future  "milk 
ducts."  In  man  there  are  from  15  to  20  primary 
buds  in  each  hillock.  The  lumen  of  the  milk  duct 
in  man  begins  to  develop  about  the  sixth  or  seventh 
month  and  is  formed  either  by  a  re-arrangement  or 
a  degeneration  of  cells.  At  birth  the  ducts  show  con- 
siderable branching  and  soon  after  birth  secretion 
appears  in  the  milk  ducts  of  human  infants.  This 
secretion,  which  may  cause  marked  engorgement,  is 
usually  carried  away  by  leucocytes  or  direct  absorp- 
tion within  the  next  twenty  days.    In  children  born 


postmaturely  secretion  may  be  present  at  birth 
and  in  those  born  prematurely  it  may  not  appear 
for  many  days  or  not  at  all.  The  secretion  contains 
all  the  constituents  of  true  milk  but  it  has  not  been 
determined  whether  the  stimulus  which  induces 
activity  in  the  mammary  glands  of  the  mother  is 
the  same  as  that  which  excites  the  glands  of  the 
new-born  to  secrete  "witch's  milk." 

The  stroma  of  the  mammary  gland  develops 
from  remnants  of  the  mesenchyma  about  the  mam- 
mary hillocks.  As  the  mammary  hillock  sinks  into 
the  mesenchyma  its  superficial  surface  becomes 
depressed  below  the  level  of  the  surrounding  epider- 
mis by  a  process  of  degeneration  and  desquamation 
by  which  is  formed  the  "  mammary  pit."  Very  soon 
a  small  papilla  forms  in  the  base  of  the  pit,  eon- 
stituting  the  beginning  of  the  nipple  which  grows 
till  it  fills  the  pit.  In  many  cases  the  nipples  of 
new-born  infants  have  not  yet  reached  the  surface 
of  the  surrounding  epidermis,  in  others  they  fill  the 
mammary  pit,  while  in  the  remainder  they  are 
slightly  elevated.  Usually  the  nipples  become 
elevated  shortly  after  birth  and  are  of  adult  size 
and  form  at  puberty.  In  man  each  of  the  15  to 
20  milk  ducts  has  a  separate  "milk  pore"  in  the 
surface  of  the  nipple.  In  about  7  per  cent  of  human 
embryos  supernumerary  mammary  glands  develop 
along  the  course  of  the  original  mammary  streak. 

In  lower  animals  severe  inanition  for  a  short  time 
at  an  early  age  temporarily  stunts  the  mammary 
glands.  When  the  animal  is  refed  the  glands  respond 
slowly. 

Comparison  of  the  sexes  shows  that  in  man 
"witch's  milk"  is  secreted  by  both  sexes,  that  up 
to  puberty  the  milk  ducts  branch  somewhat  more  in 
the  female,  that  the  male  mammary  gland  may  show 
some  growth  after  puberty,  and  that  retrogressive 
changes  are  apparent  in  the  male  gland  after  the 
thirtieth  year.  C.  D.  Hauch. 

TRACHEA  AND   LUNGS 

Lilienthal,  H. :   Full  Exploration  of  the  Thorax  in 
Recent  Wounds  of  the  Lungs.    Am.  J.  Surg., 

1919,  xxxiii,  177. 

Since  spicules  and  fragments  of  rib  projecting  into 
the  chest  are  a  source  of  danger  to  the  lung  from 
infection  and  trauma,  an  exploratory  opening  must 
be  made  so  that  the  inner  aspect  of  the  wound  of 
entrance  may  be  examined  from  within.  This  is 
especially  important  when  the  wound  of  entrance  is 
small  and  not  near  the  area  of  election  for  the  main 
operation. 

A  large  incision  in  the  seventh  interspace  with  wide 
rib  retraction  by  means  of  a  powerful  spreader  will 
permit  the  examination  of  all  parts  of  the  thorax  and 
in  the  majority  of  cases  make  rib  cutting  unneces- 
sary. 

Closure  is  easily  effected  by  approximating  the  ribs 
with  pericostal  sutures  of  chromic  catgut  or  kangaroo 
tendon.  Pleural  sutures  are  not  necessary  provided 
the  edges  of  the  pleural  wound  are  turned  outward 
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and  held  while  the  ribs  are  crowded  together  by  the 
sutures  around  them.  Muscles  and  fascia  are  closed 
with  interrupted  chromic  catgut.  In  war  wounds 
primary  suture  of  the  skin  is  not  advisable. 

During  the  operation  some  form  of  differential 
pressure  is  essential.  The  author  prefers  positive 
intrapharyngeal  insufflation. 

As  well  illustrating  the  advantages  of  the  wide 
exploration  made  possible  by  an  incision  in  the 
seventh  interspace,  a  recent  case  in  civil  practice  is 
reported.  In  this  instance  a  32-calibcr  bullet  had 
penetrated  the  chest  over  the  left  nipple  and  lodged 
posteriorly  beneath  the  pleura  in  the  ninth  inter- 
space, having  traversed  the  lung  and  fractured  the 
fourth  rib.  There  was  shock  and  full  haemothorax. 
The  patient  was  examined  twenty  hours  later.  The 
blood  pressure  was  120,  80,  the  pulse,  120,  and  the 
respiration,  40.  The  haemothorax  was  evacuated  by 
trocar  and  cannula  and  an  X-ray  examination  was 
made  to  locate  the  bullet.  Intrapharyngeal  anaes- 
thesia with  gas-ether  was  used.  An  incision  was 
made  in  the  seventh  interspace  and  the  ribs  then 
retracted. 

The  spicules  of  bone  were  then  removed  by  working 
from  within.  A  haematoma  was  found  in  the  lower 
lobe  and  the  wound  of  exit  was  pouting  and  oozing. 
The  bullet  having  been  removed  from  its  bed 
beneath  the  parietal  pleura,  the  wound  was  closed 
with  the  lung  partly  collapsed  and  the  use  of  peri- 
costal  sutures,  the  pleura  being  everted.  At  the 
wound  of  entrance  the  surrounding  skin,  pectoral 
fascia,  and  muscle  were  excised.  No  suture  was 
made.  The  patient  had  an  uneventful  recovery 
and  was  discharged  in  twenty  days. 

W.  L.  Stranberg. 

PHARYNX  AND   (ESOPHAGUS 

Le  Fort,  R. :  The  Extraction  of  War  Projectiles  from 
the  Thorax.  Med.  Rec,  i9i9,xcvi,  190. 

On  the  basis  of  his  large  experience  in  chest  surgery 
Le  Fort  reports  that  the  prognosis  of  thoracic  wounds 
is  greatly  improved  by  active  measures  aiming  at  the 
direct  treatment  of  the  wound  during  the  first  few 
hours,  namely,  mechanical  cleansing  of  the  parts, 
haemostasis,  and  extraction  of  foreign  bodies,  just 
as  in  wounds  of  other  regions. 

Retained  foreign  bodies  give  the  following  symp- 
toms: cough,  hiccough,  vomiting,  dyspnoea,  some- 
times cardiac  palpation,  and  recurring  haemoptysis. 
The  most  common  symptom  is  dyspnoea  on  exertion. 
The  rule  therefore  should  be  to  remove  al  intra- 
thoracic projectiles  except  very  minute  fragments. 

All  intrathoracic  projectiles  may  be  extracted, 
there  being  no  prohibited  zone;  the  entire  lung,  the 
entire  mediastinum,  and  the  heart  and  its  cavities 
may  be  freed  from  such  foreign  bodies. 

A  complete  radiological  study  must  precede  inter- 
vention to  remove  intrathoracic  projectiles,  and 
the  operation  should  be  safeguarded  by  the  control 
of  the  screen.  Resections  of  ribs  and  cartilage 
should  be  carefully  avoided  in  operations  performed 


by  the  anterior  or  lateral  routes,  the  dissection  of 
flaps  or  rib  retraction  being  better  procedures. 

Small  and  medium-sized  projectiles  in  the  pul- 
monary parenchyma  at  a  distance  from  the  hilus 
and  the  mediastinum  should  be  treated  by  extrac- 
tion with  forceps  pushed  through  the  tissues  in  the 
direction  of  the  projectile  while  the  operator  follows 
the  movements  of  the  forceps  on  the  radioscopic 
screen  according  to  the  procedure  of  Petit  de  la 
Vill6on. 

The  fear  of  pneumothorax  has  long  been  a  stum- 
bling block  to  the  progress  of  intrathoracic  surgery, 
but  this  condition  is  remarkably  well  tolerated  when 
the  myocardium  is  not  seriously  diseased.  It  is  not 
a  more  serious  matter  to  open  the  pleura  than  to 
open  the  peritoneum,  and  flattening  of  the  lung 
against  the  vertebral  column  when  the  thorax  is 
opened  occurs  only  in  the  cadaver. 

The  heart  is  a  viscus  the  hardness  and  strength  of 
which  are  truly  remarkable.  It  may  be  moved 
about  and  raised  without  fear.  Pressure  on  the 
ventricles  accelerates  its  action,  while  pressure  on 
the  auricles  slows  it. 

The  omission  of  postoperative  drainage  of  the 
pleura  is  the  most  reliable  means  of  avoiding  infec- 
tion and  other  complications.     H.  A.  McKnight. 

Halstead,  A.  E.:    Diverticula  of  the  CEsophagus. 

Surg.  Clin.  Chicago,  1919,  iii,  667. 

Inability  to  swallow  granular  food,  such  as  rice, 
beans,  etc.,  is  usually  the  first  symptom  of  .  rivertic- 
ulum  of  the  oesophagus.  Later  the  in.bility  to 
swallow  becomes  more  marked  and  includ.-s  all  food. 
Occasionally  the  patient  is  able  to  swallow  only  when 
in  the  recumbent  position.  In  some  cases  after  the 
sac  becomes  filled  food  passes  on  into  the  stomach 
without  further  hindrance.  Regurgitation  is  an 
almost  constant  feature.  In  some  instances  the 
food  regurgitated  is  that  which  was  ingested  several 
days  previously.  Pain  is  often  present  and  is  re- 
lieved by  regurgitation.  Frequently  a  tumor 
appears  in  the  neck  as  food  is  eaten  and  disappears 
after  regurgitation.  The  history,  the  tumor,  the 
X-ray  findings,  and  the  inability  to  pass  a  stomach 
tube  or  an  oesophageal  bougie  more  than  a  very 
limited  distance  readily  establish  the  diagnosis. 

The  etiology  of  oesophageal  diverticula  is  embry- 
onic, the  result  of  pressure  from  within  the  oesopha- 
gus or  tension  resulting  from  inflammatory  or 
traumatic  changes  in  the  neck  or  mediastinum  from 
without. 

Palliative  treatment  consists  of  daily  lavage  of 
the  sac.  The  rational  treatment,  however,  is  surgi- 
cal intervention.  The  author  advocates  a  two-stage 
operation.  In  the  first  stage  the  sac  is  freed  from 
the  connective  tissues  of  the  neck  and  its  bed  packed 
with  gauze.  In  the  second  stage  the  sac  is  ampu- 
tated and  the  neck  invaginated  into  the  oesophagus 
by  means  of  a  purse  string.  The  advantage  of  pack- 
ing the  bed  of  the  sac  is  the  fact  that  the  tissues 
of  the  neck  are  walled  off  by  granulations. 

R.  B.  Bettman. 
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Sheldon,  L. :   Rupture  of  the  (Esophagus.      U.  S. 

Nav.  Med.  Bull.,  1919,  xiii,  529. 

While  on  board  ship  returning  from  Brest,  France, 
a  soldier  reported  at  the  sick  bay  in  a  condition  of 
partial  collapse.  He  was  sweating  profusely  and 
the  skin  and  mucous  membranes  were  very  pale. 
His  temperature  was  96.6,  pulse  78,  and  respiration 
18.  He  was  constipated,  had  been  seasick,  and 
had  vomited  several  times,  and  his  appearance  was 
that  of  intense  seasickness.  About  an  hour  previous 
to  reporting  he  had  felt  a  sudden  sharp  pain  in  the 
left  chest  which  had  become  steadily  worse.  Ex- 
amination of  the  left  chest  revealed  diminished 
breath  sounds,  moist  r3,les,  and  increased  resonance. 
After  stimulation  and  the  application  of  heat  he 
rested  more  easily  for  a  few  hours.  Then  it  was 
found  he  could  not  defecate,  and  this  with  the  con- 
dition of  partial  shock  and  a  distended  and  tender 
abdomen  led  to  a  diagnosis  of  intestinal  obstruction. 
Death  occurred  suddenly.  Just  before  death  it  was 
noticed  that  the  left  side  of  the  neck  was  swollen 
and  over  it  was  the  characteristic  feeling  of  sub- 
cutaneous emphysema.  The  duration  of  the  con- 
dition was  nine  and  one-half  hours. 

When  at  autopsy  the  thoracic  cavity  was  opened, 
foul  smelling  gas  escaped.  The  left  pleural  cavity 
was  found  to  contain  about  one  quart  of  dark  brown 
fluid  with  the  odor  of  faeces  combined  with  that  of 
stomach  contents.  In  the  fluid  were  large  pieces  of 
undigested  meat,  corn,  and  beans.  The  left  lung 
was  totally  collapsed.  Just  above  the  diaphragm 
was  a  clean-cut  rupture  of  the  oesophagus  involving 
about  one-half  of  its  circumference  and  extending 


about  I  inch  upward.  Except  for  this  rupture  the 
oesophagus  was  normal  in  appearance  and  showed 
no  scars  or  evidence  of  former  disease.  The  rupture 
was  probably  brought  about  by  the  pressure  caused 
by  straining  at  stool  when  the  stomach  was  dis- 
tended by  gas  which  had  accumulated  as  a  result  of 
intestinal  obstruction.  The  condition  was  masked 
by  apparent  seasickness.  I.  W.  Bach. 

MISCELLANEOUS 

Gwyn,  N.  B, :  Notes  from  the  Service  for  Wounds 
of  the  Chest.   Canadian  M.  Ass.  J.,  1919,  ix,  702. 

In  a  brief  review  of  the  450  chest  wounds  passing 
through  his  station  from  March  to  December,  191 7, 
the  author  emphasizes  the  importance  of  careful 
observation  and  grouping  of  cases. 

The  wounds  complicated  by  the  gas  bacillus  often 
had  a  chronic  course.  Eleven  of  23  patients  died,  7 
being  dangerously  ill  on  their  arrival.  Several  of 
the  chest  infections  developed  as  late  as  two  or  three 
weeks  after  the  primary  operation,  presumably 
because  of  the  persistence  of  the  organisms  in  some 
remote  corner  or  small  clot. 

The  routine  treatment  of  empyema  was  resection, 
drainage,  and  irrigation  by  the  Carrel-Dakin 
method.  In  13  of  20  cases  the  wounds  which 
had  been  debrided  and  sutured  at  the  casualty 
clearing  station  had  to  be  re-opened.  The  other  7 
required  no  further  treatment.  Two  cases  of  late 
infected  hasmothorax  which  the  author  operated 
upon  by  cleaning  out  the  pleural  cavity  and  closure 
of  the  wound  proved  fatal.  E.  M.  Miller. 
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GASTRO-INTESTINAL  TRACT 

Sundberg,  H.:  Phlegmonous  Gastritis  (Ueber  Gas- 
tritis plegmonosa).  Nord.  med.  Arkiv.,  1919,  11, 
Inre  Med.,  303. 

Although  phlegmonous  gastritis  is  considered  a 
rare  condition,  Sundberg  has  been  able  to  collect  the 
records  of  198  cases  from  the  literature.  To  these  he 
adds  1 7  cases  observed  in  his  own  clinical  service  up 
to  191 7,  making  a  total  of  215  cases,  all  of  which  he 
tabulates  with  the  bibliographical  references. 

In  the  215  case  reports,  the  sex  is  stated  in  195. 
One  hundred  and  forty-three  of  these  patients  were 
men  and  52  women.  The  ages  varied  from  20  to  60 
years.  Only  8  per  cent  of  the  patients  belonged  to 
the  wealthy  or  leisure  classes.  Twenty-five  per  cent 
were  addicted  to  alcohol.  In  the  author's  17  cases 
there  was  a  history  of  chronic  gastritis  with  a  very 
diminished  secretion  of  gastric  juice  and  achylia. 

The  infecting  bacteria  may  reach  the  stomach 
directly  from  a  focus  in  the  mouth,  being  borne  by 
infected  sputum,  or  the  infection  may  be  haemato- 
genous  and  enter  the  stomach  through  defects  in  the 
muscle  or  mucosa  of  the  stomach  wall.    The  in- 


flamed condition  of  the  gastric  mucosa  and  the  con- 
stant achylia  render  the  stomach  wall  peculiarly 
vulnerable  to  streptococcal  attack. 

The  most  characteristic  symptom  is  pus  in  the 
vomitus.  Abdominal  pain  is  also  constant.  In  in- 
tensity and  character  the  pain  resembles  that  due  to 
a  perforated  gastric  ulcer.  Usually,  however,  it  sub- 
sides when  the  patient  sits  up  after  lying  down.  As 
a  rule,  also,  the  high  fever  is  a  symptom  differenti- 
ating this  condition  from  ulcer. 

According  to  many  authorities  the  greatest  danger 
in  phlegmonous  gastritis  is  peritonitis,  but  Sundberg 
finds  that  in  one-third  of  the  cases  there  was  little  or 
no  peritonitis. 

The  condition  has  an  extremely  bad  prognosis. 
There  may  be  spontaneous  recovery  but  in  the  non- 
operated  cases  the  mortality  was  92  per  cent.  The 
logical  surgical  treatment  is  resection  of  the  affected 
part  of  the  stomach.  W.  A.  Brennan. 

O'Connor,  J.  H.:  Perforation  in  Gastric  and  Duo- 
denal Ulcers.  Calif ornia  State  J.  M.,igig,xvu,  293. 

Only  8  cases  of  perforating  ulcers  of  the  stomach 
and  duodenum  were  encountered  in  a  series  of  26,000 
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cases  admitted  to  the  Southern  Pacific  General 
Hospital.  None  of  these  was  diagnosed  before  ad- 
mission. The  chief  symptoms  in  order  of  their  value 
were: 

1.  Pain  and  tenderness.  The  pain  is  sharp,  cut- 
ting, burning  or  stabbing,  and  localized  mostly  in 
the  epigastrium,  although  at  times  it  may  radiate 
to  the  right  iliac  fossa,  thus  suggesting  appendicitis. 

2.  Rigidity  of  the  abdominal  muscles,  which  is 
very  marked,  often  board-like  in  character,  and 
localized  in  the  upper  abdomen. 

3.  Vomiting,  which,  though  not  a  striking  feature, 
occurs  in  most  cases. 

A  history  of  previous  ulcer  symptoms  is  of  great 
aid  in  establishing  the  diagnosis,  but  often,  and  es- 
pecially in  cases  of  duodenal  ulcer,  cannot  be  elicited. 

The  prognosis  is  favorable  if  the  diagnosis  is  made 
and  the  operation  performed  within  the  first  few 
hours  of  perforation,  but  grows  steadily  worse  as 
the  time  between  perforation  and  operation  in- 
increases.   After  twelve  hours  it  is  grave. 

The  author's  operative  technique  consists  of 
closure  of  the  perforation  with  a  layer  of  chromic 
catgut  followed  by  a  layer  of  silk  and  a  third  layer 
of  iodinized  catgut.  The  gastrocolic  or  gastro- 
hepatic  omentum  is  included  in  the  last  suture.  The 
abdomen  is  closed .  without  drainage  except  when 
the  perforation  cannot  be  sutured  satisfactorily.  It 
is  not  advisable  to  do  a  gastro-enterostomy.  Accord- 
ing to  the  Mayos,  a  perforated  ulcer  is  a  cured  ulcer. 

The  after-treatment  consists  of  placing  the  patient 
in  Fowler's  position  and  treatment  by  proctoclysis 
with  a  glucose  sodium  bicarbonate  solution  in  tap 
water.  R.  B.  Bettman. 

Friedenwald,  J. :  A  Case  of  Perforated  Gastric  Ul- 
cer with  Abscess  Fomiation;  Perforation 
through  the  Lung,  with  Spontaneous  Re- 
covery. Am.  J.  M.  Sc,  1919,  clviii,  179. 

The  article  reports  a  case  of  perforated  gastric 
ulcer  with  the  formation  of  an  abscess  which  opened 
and  drained  through  the  lung.  It  gives  also  a  brief 
resume  of  the  literature. 

The  patient,  aged  51,  gave  a  family  and  personal 
history  which  was  negative  except  that  he  had  had 
periods  of  indigestion  for  the  past  thirty  years. 
These  attacks  were  characterized  by  eructations, 
pyrosis,  constipation,  frequent  nausea,  and  slight 
vomiting,  and  by  pain  which  began  two  hours  after 
meals  and  was  relieved  by  alkalies.  At  no  time, 
however,  was  there  vomiting  of  blood  or  retained 
food,  the  stools  had  never  been  tar-colored,  and 
there  were  no  kidney  symptoms.  The  history  was 
negative  also  as  regards  venereal  infection. 

During  the  attack  reported  the  patient  was  seized 
with  severe  and  agonizing  pain  over  the  left  epigas- 
trium which  was  accompanied  by  distention  and 
distinct  tenderness  of  an  epigastric  area.  His 
temperature  ranged  between  loi  and  103  degrees. 
Cough  and  hiccough  then  developed  and  were 
followed  shortly  by  purulent  expectoration  which 
the  first  day  amounted  to  approximately  i  quart. 


Following  this,  the  temperature  receded  and  the 
pain  diminished. 

At  the  time  of  examination  the  patient,  who  was 
thin  and  poorly  nourished,  had  much  respiratory 
discomfort.  His  tongue  was  coated  and  there  was 
pyorrhoea  alveolaris.  The  abdomen  was  distended 
slightly,  the  recti  were  spastic,  and  there  was  a 
tender  area  in  the  epigastrium.  The  blood  exam- 
ination showed  1 1 ,900  leucocytes  with  70  per  cent 
polynuclears.  The  X-ray  examination  revealed 
the  presence  of  an  ulcer  at  the  pyloroduodenal 
juncture  and  a  slight  bronchiectasis. 

After  admission  to  the  hospital  a  gradual  decrease 
in  the  expectoration  was  accompanied  by  a  gradual 
fall  in  the  temperature.  One  week  later  the  patient 
was  discharged  as  well. 

In  1894  Maydl  reported  179  cases  of  subphrenic 
abscess  of  which  35  were  due  to  perforation  from  the 
gastro-intestinal  tract. 

Subphrenic  abscesses  may  be  extra-  or  intra- 
peritoneal and  are  always  unilateral.  Those  on  the 
right  side  are  found  between  the  liver  and  the 
diaphragm  while  those  on  the  left  side  occur  between 
the  diaphragm,  the  stomach,  the  spleen,  the  trans- 
verse colon,  and  the  left  lobe  of  the  liver.  The  abscess 
is  an  encysted  localized  peritonitis  of  varying  size 
and  usually  contains  gas.  The  presence  of  colon 
bacilli  in  the  pus  shows  that  the  gastro-intestinal 
tract  is  the  origin  of  the  infection. 

As  a  rule  the  symptoms  are  acute,  but  they  may 
develop  slowly.  Those  which  are  most  common  are 
epigastric  pain,  marked  dyspnoea,  vomiting,  hic- 
cough, fever,  and  expectoration  of  pus. 

The  article  is  closed  with  a  review  of  four  cases 
reported  in  the  literature.  P.  M.  Chase. 

Balfour,  D.  C:  Surgical  Treatment  in  the  Bleed- 
ing Type  of  Gastric  and  Duodenal  Ulcer.    J . 

Am.  M.  Ass.,  1919,  Ixxiii,  571. 

Various  complications,  such  as  acute  and  chronic 
perforation,  obstruction,  deformity,  malignant  de- 
generation, and  haemorrhage,  may  develop  in  direct 
connection  with  gastric  and  duodenal  ulcer  and 
present  to  the  surgeon  added  problems.  One  of  the 
most  important  of  these  is  haemorrhage. 

Gastric  haemorrhage  has  been  the  cause  of  more 
confusion  in  diagnosis,  uncertainty  in  therapeutic 
indications,  and  irrationality  in  treatment  both 
medical  and  surgical  than  perhaps  anj'  other  gastric 
condition.  This  paper  is  concerned  chiefly  with  two 
groups  of  cases:  first,  those  in  which  operation 
proved  unsatisfactory  because  of  error  in  attributing 
the  bleeding  to  a  lesion  which  was  not  present,  and 
second,  those  in  which  the  surgical  procedure 
carried  out  failed  to  obviate  further  haemorrhages 
even  though  a  correct  diagnosis  was  made. 

The  first  group  of  cases,  namely,  those  in  which 
no  intrinsic  lesion  is  present,  is  very  important  and 
requires  careful  study  as  to  the  cause  of  the  haemor- 
rhage; the  haematemesis  may  be  due  to  such  extrinsic 
causes  as  the  pancreas,  appendix,  gall-bladder, 
spleen,  or  liver. 
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As  regards  the  second  group  of  cases,  the  records 
of  the  Mayo  Clinic  show  that  25  per  cent  of  gastric 
ulcers  and  20  per  cent  of  duodenal  ulcers  have  been 
complicated  by  one  or  more  gross  haemorrhages. 
In  the  carliei;  days  of  gastric  surgery  the  operation 
of  gastro-enterostomy  proved  to  be  so  eflicient  in 
the  treatment  of  a  large  majority  of  benign  lesions 
of  the  stomach  and  duodenum  associated  with 
haemorrhage  that  the  realization  came  rather  slowly 
that  at  least  some  of  the  failures  to  obtain  a  complete 
cure,  including  protection  against  further  haemor- 
rhage, could  be  attributed  to  the  fact  that  direct 
attack  on  the  ulcer  was  not  added  to  the  indirect 
therapeutic  measure  of  gastro-enterostomy.  The 
first  impetus  to  the  practice  of  combining  gastro- 
enterostomy with  the  radical  excision  or  destruction 
of  such  ulcers  was  given  by  the  recognition  of  the 
danger  of  malignant  degeneration  in  gastric  ulcer. 
The  advisability  of  this  principle  is  now  well  es- 
tablished and  was  shown  in  a  series  of  2,875  ulcers  of 
the  duodenum  operated  upon  between  Jan.  i,  1906, 
and  Jan.  i,  1918.  Twenty  per  cent  of  the  patients 
had  gross  haemorrhages  before  operation  and  63  of 
these  reported  haemorrhages  at  some  period  follow- 
ing operation.  Twenty  patients  who  had  not  had 
haemorrhage  before  operation  reported  haemorrhages 
after  operation. 

The  incidence  of  haemorrhage  is  definitely  higher 
in  duodenal  ulcer  following  operation  than  in  gastric 
ulcer,  notwithstanding  the  fact  that  there  is  a 
greater  tendency  for  gastric  ulcer  than  for  duodenal  • 
ulcer  to  be  complicated  by  bleeding.  A  study  of 
the  types  of  operations  done  in  these  cases  gives  a 
clue  to  the  reason  why  operation  failed  to  protect 
against  further  haemorrhages.  In  not  one  of  the  83 
cases  in  which  haemorrhages  occurred  after  operation 
for  duodenal  ulcer  was  the  combined  operation  of 
excision  of  the  ulcer  with  gastro-enterostomy 
carried  out,  and  with  the  exception  of  8  cases  in 
which  various  types  of  pyloroplasties  were  done,  a 
gastro-enterostomy  alone  was  done  in  every  case. 
This  fact  is  significant,  particularly  when  a  com- 
parison is  made  of  the  results  of  the  established 
methods  of  excision  and  gastro-enterostomy  in 
gastric  ulcer  in  which,  although  the  tendency  to 
haemorrhage  was  greater,  the  percentage  of  cases  of 
bleeding  following  operation  was  much  smaller.  The 
combined  procedure  of  excision  and  gastro-enteros- 
torny  was  carried  out  in  only  i  of  the  17  cases  of 
gastric  ulcers  which  bled  after  operation.  These 
facts  can  mean  only  that  the  methods  of  direct 
attack  combined  with  gastro-enterostomy  which 
are  used  in  the  treatment  of  gastric  ulcer  today  are 
a  protection  to  the  patient  against  further  haemor- 
rhage. 

From  a  study  of  the  Clinic  cases  it  was  perfectly 
evident  that  in  both  duodenal  and  gastric  ulcers, 
gastro-enterostomy  alone  was  insufficient  to  protect 
the  patient  against  further  haemorrhages,  and  that 
excision  combined  with  gastro-enterostomy  gave 
almost  total  protection. 

The  use  of  the  cautery  is  advocated  as  a  very  effi- 


cient means  of  carrying  out  excision  in  this  group 
of  cases,  and  inasmuch  as  some  ulcers  bled  after  oper- 
ation which  had  not  bled  before  operation,  it  is 
justifiable  to  adopt  the  practice  of  destroying  all 
ulcers  that  are  reasonably  accessible.  This  destruc- 
tion can  be  accomplished  in  a  very  safe  and  efficient 
manner  by  means  of  the  cautery, 

Horsley,  J.  S. :  A  New  Operation  for  Duodenal  and 
Gastric  Ulcer.  /.  Am.  M.  Ass.,  1919,  Ixxiii,  575. 

Following  a  discussion  of  gastro-enterostomy, 
pyloroplasty,  and  the  Heineke-Mikulicz  operation, 
the  author  presents  a  surgical  procedure  intended 
to  obviate  their  faults. 

The  clinical  results  of  gastro-enterostomy  are 
by  no  means  perfect.  Balfour  reports  159  cures  in 
285  cases  (55.7  per  cent)  while  Smithies  reports 
less  than  50  per  cent  of  complaint-free  results  in 
273  cases.  The  chief  faults  are  the  fact  that  the 
stomach  is  not  restored  to  its  normal  physiological 
condition,  the  pylorus  continues  to  function  unless 
resected,  and  the  anastomosis  is  not  made  at  the 
physiological  emptying  point  (the  pylorus)  where 
the  current  of  pressure  and  peristaltic  rhythm  of  the 
stomach  have  always  been  focused.  As  the  pain  of 
ulcer  is  due  to  the  pressure  of  peristalsis  on  the 
nerves,  it  is  relieved  by  gastro-enterostomy  because 
the  emptying  of  the  stomach  is  facilitated  and  the 
peristalsis  thus  decreased. 

Finney's  method  of  pyloroplasty  is  almost  always 
employed  today.  In  Finney  and  Friedenwald's 
last  report  the  results  were  regarded  as  satisfactory 
in  93.6  per  cent.  It  is  not  stated,  however,  whether 
this  implies  "complaint-free."  Objections  to  this 
procedure  are  based  upon  the  difficulty  often 
experienced  in  mobilizing  the  duodenum,  the  danger 
of  bleeding  from  vessels  of  the  greater  curvature, 
the  permanent  impairment  of  the  pylorus,  and,  when 
there  is  scar  tissue  around  the  pylorus,  the  suturing 
of  scar  tissue  to  scar  tissue. 

The  Heineke-Mikulicz  procedure  is  criticized 
adversely  because  of  the  creation  of  a  pouch  with 
slight  constriction  both  on  the  stomach  and  duodenal 
side,  the  lack  of  room  for  the  incision  unless  mobili- 
zation of  the  duodenum  is  done,  the  suturing  of  scar 
tissue  to  scar  tissue,  and  the  tendency  of  the  healing 
processes  to  draw  the  pylorus  up  under  the  liver. 

The  author  compares  ulcer  in  ano  and  duodenal 
or  pyloric  ulcer  and  states  that  the  new  operation 
is  founded  on  the  treatment  of  the  former,  i.  e., 
physiological  rest  of  the  sphincter  for  a  short  while, 
cauterization  or  removal  of  the  diseased  tissue, 
and  later  restoration  of  the  sphincter  function.  The 
steps  of  the  operation  are  then  given  in  detail  and 
profusely  illustrated. 

The  advantages  of  the  new  operation  are: 

1.  It  removes  the  obstruction  and  the  pathologic 
condition,  and  permits  the  normal  resumption  of  the 
stomach  function. 

2.  The  ends  of  the  sutured  incision  are  within 
the  stomach  wall.  The  ratio  of  the  incision  should 
never  be  less  than  two  parts  in  the  stomach  to  one 
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in  the  duodenum.  Usually  2  inches  in  the  stomach 
and  I  inch  in  the  duodenum  are  sufl'icient.  The 
anterior  stomach  wall  in  the  midline  can  be  readily 
pulled  over  to  the  first  inch  of  the  duodenum. 

3.  There  is  no  pouch  formation  as  in  the  Heineke- 
Mikulicz  operation  in  which  the  center  of  the  incision 
is  at  the  pylorus. 

4.  The  parts  to  be  put  at  rest  are  the  parts  most 
concerned  in  contraction  and  relaxation. 

5.  The  function  of  the  pylorus  and  pyloric  end 
of  the  stomach  is  not  permanently  destroyed.  The 
stomach  wall  is  brought  over  as  a  link  between  the 
ends  of  the  pyloric  sphincter  and  in  the  course  of 
time  (usually  a  few  weeks)  the  sphincter  resumes 
its  action  though,  because  it  has  been  enlarged,  it 
cannot  become  spastic  as  it  was  before  the  operation. 

6.  The  operation  is  more  simple  than  the  Finney 
operation  in  which  it  is  necessary  to  mobilize  the 
duodenum  and  suture  the  posterior  and  the  anterior 
margins  of  the  wound  separately. 

Four  cases  are  reported  in  all  of  which  a  com- 
plaint-free condition  was  obtained.  In  a  series  of 
II  patients  operated  upon  by  this  method,  2  died 
from  postoperative  haemorrhage.  In  one  instance 
the  haemorrhage  was  due  to  incising  a  cicatricial 
band  too  deeply  and  in  the  other  to  extension  of 
the  old  ulcer  because  of  too  light  suturing  of  the 
mucosa  and  rupture  of  a  large  blood  vessel  in  the 
base  of  the  extension. 

X-ray  studies  of  5  postoperative  cases  showed 
that  the  pylorus  had  returned  to  its  function  and 
appeared  to  be  somewhat  more  open  than  usual. 

P.  M.  Chase. 

Carman,  R.  D. :  The  Roentgen  Diagnosis  of  Gastric 
Ulcer.   J.-Lancet,  1919,  xxxix,  402. 

The  author  emphasizes  the  need  for  thorough 
familiarity  with  the  roentgenologic  appearance  of 
the  various  types  of  normal  stomachs  as  the  first 
essential  in  diagnosis.  Reflex  manifestations  from 
extragastric  disturbances  are  very  apt  to  prove 
troublesome  in  their  differentiation  from  pathologic 
conditions  within  the  stomach.  The  roentgen 
method  offers  a  means  of  distinguishing  double 
lesions  which  is  hardly  possible  by  the  older 
methods  of  examination,  and  many  lesions  may  be 
discovered  earlier  in  this  way  than  by  clinical  find- 
ings alone. 

According  to  the  author's  statistics,  nine-tenths 
of  the  ulcers  of  the  stomach  give  distinct  roent- 
genologic indications  of  gastric  disease.  Of  the 
four  types  of  gastric  ulcer  seen  at  operation,  the 
small,  shallow  mucus  erosions  may  give  no  roentgen 
signs  or  at  most  only  such  secondary  signs  as  incisura 
and  six-hour  retention.  Penetrating  or  callous 
ulcers  with  relatively  deep  craters  show  a  bud-like 
prominence  or  niche  on  the  peripheral  outline  of  the 
stomach.  Perforating  ulcers  producing  an  accessory 
pocket  show  the  opaque  meal  in  them  capped  by  a 
small  gas  bubble,  and  they  may  retain  their  con- 
tents after  the  stomach  empties  itself.  The  car- 
cinomatous ulcer  in  a  small  percentage  of  cases  is 


impossible  to  difTerentiate  roentgenologically.  Ex- 
treme size  of  an  ulcer  crater  should  lead  to  the 
suspicion  of  malignancy.  In  a  general  way,  ulcers 
always  project  from  the  gastric  contour,  while  in 
carcinoma  the  growth  with  its  resultant  irregularity 
extends  into  the  gastric  lumen.  In  some  instances 
pyloric  ulcer,  like  pyloric  cancer,  may  show  only  a 
six-hour  residue  and  an  atypical  irregularity,  in 
which  case  the  roentgenologist  may  say  with  cer- 
tainty only  that  a  lesion  exists  but  cannot  deter- 
mine its  nature. 

Another  roentgen  sign  of  gastric  ulcer  is  the  hour- 
glass Stomach.  This  may  be  organic  or  spasmodic, 
or  both.  The  organic  type  associated  with  ulcer 
usually  assumes  the  shape  of  the  letter  "B,"  most 
of  the  constriction  occurring  at  the  expense  of  the 
greater  curvature.  It  is  due  to  permanent  changes 
in  or  about  the  gastric  wall  and  may  be  increased  by 
spasm  of  the  circular  muscle  fibers.  The  hour-glass 
stomach  associated  with  cancer  difTers  from  it  in 
usually  being  X-shaped,  with  a  long  irregular  canal 
centrally  placed.  Organic  hour-glass  constrictions 
are  persistent  at  successive  examinations,  constant 
in  situation,  and  not  affected  by  manipulation  or 
medication,  differing  in  this  way  from  the  spasmodic 
type.  The  latter  may  be  of  extrinsic  or  intrinsic 
origin.  If  due  to  extragastric  lesions,  they  will 
disappear  if  antispasmodics  are  given  to  physiological 
effect.  Persistence  in  spite  of  this  invariably  means 
an  intragastric  lesion. 

A  distinct  residue  in  the  stomach  after  six  hours, 
amounting  to  a  quarter  or  more  of  the  quantity 
taken,  was  found  to  be  a  relatively  common  accom- 
paniment of  gastric  ulcer.  It  was  observed  in  55  per 
cent  of  a  series  of  2 1 5  consecutive  cases.  Its  presence 
usually  designates  a  pathologic  condition  in  the 
stomach  or  duodenum  but  is  looked  upon  only  as  a 
contributory  sign.  Adolph  Hartung. 

Mayo,   C.   H. :    Cancer  of  the  Stomach  and   Its 
Surgical  Treatment.    Ann.  Surg.,  1919,  Ixx,  236. 

The  greatest  number  of  cancers  occur  in  the  area 
of  highest  acidity,  the  stomach.  More  than  one- 
third  of  the  cancers  in  men  and  more  than  one-fifth 
of  those  in  w^omen  develop  in  this  organ.  Ninety- 
eight  per  cent  of  intestinal  cancers  are  in  the  colon. 
Cancer  of  the  small  intestine  is  rare,  about  2  per  cent. 

In  making  a  general  survey  of  the  various  theories 
and  reviewing  the  clinical  evidence  concerning  the 
etiology  of  gastric  cancer,  it  seems  that  not  one  but 
several  conditions  are  essential  to  its  development. 
The  change  from  the  normal  cell  to  the  cancer  cell 
is  not  great.  In  a  general  way  it  may  be  said  that 
the  nucleus  is  proportionately  larger  in  the  cancer 
cell  than  in  the  normal  cell  and  is  ready  for  division 
with  less  than  the  average  amount  of  cytoplasm 
surrounding  it.  When  a  cell  exhausts  its  control- 
ling granules  in  division  and,  reverting  to  primitive 
life,  becomes  parasitic,  we  may  have  the  beginning 
of  cancer,  but  only  if  other  factors  are  present,  such 
as  an  acid  condition  which  undoubtedly  stimulates 
cancer  growth,  or  a  greatly  lowered  alkalinity.    Con- 
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cerning  the  normal  division  of  a  cell  it  is  reasonable 
to  assume  that  the  brain  directing  its  division  comes 
from  the  centrosome;  possibly  other  granules  may 
serve  this  purpose. 

From  Oct.  i,  1897,  to  Jan.  i,  1919,  2,094  opera- 
tions for  cancer  of  the  stomach  were  performed  at 
the  Mayo  Clinic.  Seven  hundred  and  thirty-six  of 
these  were  resections  with  a  mortality  of  13.7  per 
cent;  746  were  explorations  with  a  mortality  of  2.9 
per  cent;  and  612  were  palliative  operations  with 
a  mortality  of  ii.i  per  cent.  The  common  type  of 
operation  was  the  Mikulicz,  Hartmann,  Billroth 
No.  2,  of  which  there  were  359  with  a  mortality  of 
12.5  per  cent.  There  were  19  of  the  Billroth  No.  i 
type  with  a  5  per  cent  mortality,  28  sleeve  resec- 
tions, and  7  Kocher  operations  with  a  mortality  of 
14.2  per  cent  each,  115  posterior  Polya  operations 
with  a  mortality  of  14.7  per  cent,  and  120  anterior 
Polyas  with  a  mortality  of  13.3  per  cent.  The  local 
resections,  12  in  number,  gave  the  highest  mortality, 
25  per  cent.  These  660  resections  have  been  done 
since  1906.  Prior  to  this  date  the  type  of  resection 
was  not  described  in  the  records  definitely  enough 
to  be  included  in  a  statistical  report. 

For  the  last  three  years  the  anterior  instead  of  the 
posterior  Polya  operation  has  been  done  in  the 
Clinic.  Better  after-results  seem  to  be  obtained  by 
turning  the  bowel  to  the  right,  closing  the  end  of 
the  stomach  in  toward  the  lesser  curvature,  and 
protecting  the  closed  portion  by  suturing  the  un- 
opened bowel  over  it. 

Four  hundred  and  twenty-seven  patients  were 
operated  upon  during  the  three  years  previous  to 
September,  191 7.  Those  who  died  in  the  hospital 
and  those  not  heard  from  number  121.  Those  who 
recovered  from  the  operation  and  who  have  been 
heard  from  number  306;  115  (37.6  per  cent)  of  these 
have  three-year  cures.  Three  hundred  and  thirteen 
patients  were  operated  upon  during  more  than  five 
years  before  September  i,  191 7.  Those  who  died 
in  the  hospital  and  those  not  heard  from  number  79. 
Those  who  recovered  from  the  operation  and  who 
have  been  beard  from  number  234;  59  (25  per  cent) 
of  these  have  five-year  cures.  This  is  a  most  satis- 
factory showing  for  the  surgical  relief  of  an  other- 
wise hopeless  condition  which  is  attended  by  much 
suffering. 

Woodburn,   C.   M.:     Pyloric  Stenosis  in  Infants. 

Pennsylvania  M.  J.,  1919,  xxii,  701. 

Woodburn  reviews  the  literature  on  the  subject 
of  pyloric  stenosis  in  infants  and  brings  out  the 
interesting  fact  that  from  the  time  of  the  first  re- 
ported case  in  1787,  one  hundred  and  twenty  years 
elapsed  before  this  type  of  stenosis  was  recognized  as 
a  surgical  condition  and  the  first  operation  was  per- 
formed for  its  relief. 

The  etiology  of  pyloric  stenosis  in  infants  is  an 
unsolved  problem  but  in  general  there  are  two  views: 
(i)  that  there  is  a  congenital  pyloric  thickening  which 
progresses  after  birth  ,  and  (2)  that  there  is  a  result- 
ant  spasm   and  hypertrophy  from  some  primary 


irritation.    The  first  hypothesis  seems  to  be  more 
generally  accepted. 

The  cardinal  symptom,  both  in  order  of  appear- 
ance and  as  a  diagnostic  aid,  is  vomiting.  This  is 
usually  of  sudden  onset  and  rapidly  assumes  a  force- 
ful character. 

Of  equal  importance  to  the  vomiting  is  the  visible 
peristaltic  wave  which  manifests  itself  shortly  after 
the  ingestion  of  food.  This  is  a  characteristic  and 
conclusive  symptom  and  will  confirm  the  diagnosis. 

A  third  characteristic  sign  is  a  pyloric  tumor  which, 
however,  is  not  always  detected. 

Pylorospasm  may  simulate  pyloric  obstruction 
which  is  found  in  older  children  of  neurotic  tempera- 
ment and  is  associated  with  nervous  symptoms  such 
as  restlessness,  a  tendency  to  cry,  rigidity  of  the 
abdominal  walls,  poor  appetite,  etc.  In  the  latter 
condition,  however,  the  vomiting  is  less  apt  to  be 
forceful  in  character,  the  peculiar  peristaltic  wave 
is  absent,  and  no  tumor  can  be  palpated. 

The  treatment  of  pyloric  stenosis  with  marked 
obstructive  symptoms  is  operative  intervention,  the 
earlier  the  better.  Gastroenterostomy  and  pyloro- 
plasty are  the  operations  most  commonly  performed, 
the  latter  as  modified  by  Rammstedt  being  the 
method  of  choice.  The  stomach  having  first  been 
emptied,  the  usual  incision  splitting  the  right  rectus 
is  made  under  ether,  and  the  pylorus  exposed. 
The  pyloric  tumor  is  then  grasped  between  the 
thumb  and  fore-finger  and  the  hypertrophied  muscle 
incised  in  the  direction  of  the  long  axis  down  to  the 
mucosa.  The  incision  is  spread  apart  so  as  to  allow 
the  thickened  mucosa  to  pout  into  the  wound  which 
is  covered  over  with  omentum  and  permitted  to  re- 
main open.  The  advantage  of  this  operation  is  its 
simplicity,  quickness,  and  freedom  from  shock. 

H.  A.  McKnight. 

Condon,  A,  P. :  The  Treatment  of  Acute  Gastro- 
mesenteric  Ileus.   Ann.  Surg.,  1919,  Ixx,  107. 

Gastromesenteric  ileus  is  an  obstruction  of  the 
upper  part  of  the  gastro-intestinal  tract  due  to  com- 
pression of  the  terminal  duodenum.  This  is  due  to 
the  sagging  of  the  small  intestines  into  the  pelvis, 
which  causes  a  pulling  on  the  root  of  the  mesentery 
which  in  turn  compresses  the  duodenum  so  as  to 
obliterate  its  lumen.  The  author  has  demonstrated 
this  condition  in  6  cases,  in  4  at  operation  and  in  2 
at  autopsy. 

In  gastromesenteric  ileus  the  stomach  and 
duodenum  alone  are  dilated.  Lavage  empties  them, 
leaving  the  abdomen  scaphoid. 

The  condition  may  follow  operation  or  diseases 
requiring  long  confinement  to  bed.  The  author  has 
observed  its  occurrence  after  kidney  fixation,  am- 
putation of  the  leg,  mastoid  operations,  and  in  2 
cases  in  which  there  had  been  no  operation. 

The  usual  treatment  is  gastric  lavage  and  postural 
methods  or  laparotomy  to  lift  the  intestines  out  of 
the  pelvis  and  release  their  mesenteric  pull. 

The  author's  treatment  consists  in  the  injection 
of   2,000  to  3,500  cubic  centimeters  of  Ringer's 
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solution  into  the  peritoneal  cavity  to  float  the  in- 
testines upward.  The  addition  of  glucose,  500  cubic 
centimeters,  delays  the  absorption  of  the  solution 
and  combats  the  acidosis  which  may  be  present. 
After  the  injection  the  patient  is  placed  in  a  sitting 
position. 

The  author  has  treated  8  well-developed  cases 
in  this  manner.  K.  L.  Vehe. 

Jackson,  J.  N. :   Acute  Gangrenous  or  Perforative 
and    Suppurative    Retrocsecal    Appendicitis. 

Illinois  M.  J.,  1919,  xxxvi,  i. 

The  retroca^cal  position  of  the  appendix  is  more 
common  than  usually  believed  and  in  such  cases  the 
channels  of  the  spread  of  infection  are  different 
from  those  followed  when  the  appendix  is  in  the 
more  usual  position.  The  resulting  difference  ob- 
served in  the  syndrome  has  led  to  many  errors  in 
diagnosis. 

The  first  stage  in  the  development  of  appendici- 
tis, namely,  the  stage  when  the  appendix  alone  is 
involved,  is  characterized  by  the  usual  signs  and 
symptoms.  The  second  stage,  however,  the  stage 
in  which  the  adjacent  structures,  usually  the 
peritoneum,  are  affected,  is  marked  by  an  entirely 
different  syndrome.  Because  of  the  retrocaecal 
position  of  the  appendix,  the  peritonitis  is  more  apt 
to  remain  localized  and  therefore  there  is  little  or  no 
muscular  rigidity.  The  air  cushion  which  the  dis- 
tended caecum  interposes  between  the  area  of  in- 
flammation and  the  palpating  hand  may  prevent 
pressure  on  the  infected  region  and  therefore  the 
standard  sign  of  pain  on  pressure  may  be  absent. 

The  proper  diagnosis  of  this  type  of  case  will 
require  (i)  an  accurate  detailed  elicitation  of  the 
symptoms  of  the  first  twenty-four  to  forty-eight 
hours;  (2)  an  appreciation  of  the  fact  that  the  later 
signs  of  appendicitis  are  chiefly  those  of  peritoni- 
tis and  that  in  the  retrocaecal  appendix  this  peritoni- 
tis is  confined  to  the  limited  space  outside  of,  and 
largely  behind,  the  caecum  and  colon;  (3)  the 
evidences  of  continued  infection;  (4)  slight  stiffness 
and  distinct  tenderness  on  pressure  above  the  crest 
of  the  ilium  in  the  lumbar  region. 

The  treatment  is  of  course  surgical.  In  all  cases  it 
is  best,  when  possible,  to  remove  the  appendix  in  toto. 
The  author  attributes  most  of  his  success  in  gan- 
grenous or  perforative  and  suppurative  retrocaecal 
appendicitis  to  the  insertion  of  a  drain  through  a 
stab  wound  in  the  lumbar  region.  This  takes  care 
of  the  basin  above  the  iliac  crest  in  the  lumbar  fossa 
which,  when  the  patient  is  in  a  recumbent  position, 
does  not  drain  through  -a  tube  placed  dow-n  near  the 
stump  of  the  removed  appendix.  An  anterior  drain 
also  is  inserted.  R.  B.  Bettman. 

Short,  A.  R. :  Observations  on  the  Ileoceecal  Valve 
in  Man.  British  M.  J.,  1919,  ii,  164. 

The  author  had  an  opportunity  to  observe 
the  action  of  the  ileocaecal  valve  in  a  patient  who 
had  had  a  caecostomy  for  dysentery.  He  states 
first  that  it  is  perfectly  obvious  that  the  ileocaecal 


valve  should  be  regarded  as  a  sphincter  rather  than 
a  valve  as  it  is  oval  in  shape  and  has  a  well-marked 
ring  of  muscle  surrounding  it.  When  the  sphincter 
is  contracted  it  is  about  K  inch  long  and  grips  the 
inserted  finger  quite  firmly. 

The  essential  factor  in  bringing  about  activity  of 
the  sphincter  is  the  ingestion  of  food  by  mouth. 
This  never  fails.  The  time  of  the  reflex  is  one  and 
one-half  to  four  minutes.  When  activity  begins,  the 
sphincter  relaxes  and  may  measure  ij4  inches 
across.  The  folds  of  the  ileal  mucosa  come  into  view. 
Having  relaxed,  the  sphincter  does  not  contract 
again  until  activity  ceases,  differing  in  this  respect 
from  the  pylorus. 

The  further  observations  following  the  intake  of 
food  showed  first  that  there  is  an  exit  of  gas  and  then 
a  gush  of  liquid  orange  or  brown  faecal  matter  which 
comes  through  in  amounts  of  about  yi  ounce  at  a 
time  at  intervals  of  about  half  a  minute.  This  goes 
on  while  the  food  is  being  taken,  and  for  a  variable 
time,  usually  about  an  hour  afterward,  unless  the 
food  consists  only  of  a  biscuit  or  glass  of  milk,  in 
which  case  the  orifice  ceases  to  discharge  after 
twenty  minutes  or  so.  Undigested  foods,  such  as 
currants,  take  about  six  hours  to  come  through  from 
the  mouth  to  the  ileocaecal  valve. 

On  one  occasion  the  author  obtained  pure  succus 
entericus  which  he  explains  by  the  fact  that  no 
faecal  matter  was  present  in  the  terminal  inches  of 
the  ileum.  He  showed  by  actual  tests  that  the  ac- 
tivity of  the  sphincter  is  not  influenced  in  any  way 
by  acid  or  alkaline  solution.  Moreover,  limited 
observations  did  not  show  any  influence  on  the 
emptying  of  the  stomach  by  irritation  of  the  caecal 
mucosa.  Local  stimulation  of  the  caecum  near  the 
orifice  definitely  delayed  the  outflow,  and  the  author 
considers  this  of  considerable  importance  as  bearing 
on  the  question  whether  chronic  inflammation  in  the 
ileocaecal  region,  as  for  instance  chronic  appendicitis, 
can  delay  the  passage  of  bowel  contents  through  the 
sphincter. 

The  observations  as  to  the  eft'ect  of  enemata  by 
rectum  do  not  agree  with  former  reports  inasmuch 
as  in  this  case  they  did  not  provoke  any  activity  of 
the  ileum  or  the  discharge  of  ileal  contents. 

D.  C.  Balfour. 

MISCELLANEOUS 

Meyer,  W.:  Transthoracic  Laparotomy.  Ann.  Surg., 

1919,  Ixx,  172. 

The  author  states  that  in  cases  of  injury  by  way 
of  the  chest  to  organs  in  the  vault  of  the  diaphragm, 
it  has  been  found  best  to  attend  to  the  damage 
wrought  in  the  chest  first  and  then  try  to  reach  and 
deal  with  the  injured  abdominal  organs  by  means 
of  a  transthoracic  laparotomy,  i.  e..  by  either 
deliberately  incising  the  diaphragm  or  enlarging  its 
wound.  Sauerbruch  was  the  first  to  proceed  system- 
atically along  these  lines.  He  reports  three  cases 
successfully  operated  upon,  in  all  of  which  a  differ- 
ential air-pressure  apparatus  was  employed.    Sauer- 


GENERAL  SURGERY  —  SURGERY  OF  THE  EXTREMITIES 


43S 


bruch  lays  stress  upon  the  importance  of  incising 
the  diaphragm  transversely  or  obliquely  to  the 
direction  of  its  fibers  rather  than  parallel  with  them, 
in  order  to  avoid  injury  to  the  phrenic  nerve. 

Meyer  gives  a  rather  full  report  of  a  case  of 
accidental  gunshot  injury  which  was  operated  upon 
by  him  in  January  of  this  year.  In  this  case  the 
bullet  had  entered  the  thorax  in  the  sixth  inter- 
costal space,  fractured  the  seventh  rib,  and  had  be- 
come lodged  in  the  convexity  of  the  liver  as  found 
at  operation.  The  case  presented  many  interesting 
features.  Pus  was  unexpectedly  discovered  in  the 
liver,  pointing  to  the  presence  of  a  beginning  hepatic 
abscess  and  demonstrating  the  wisdom  of  the  deci- 
sion to  operate.  It  proved  also  the  importance  of 
operating  under  differential  air  pressure  in  such 
cases  inasmuch  as,  contrary  to  expectation,  the 
pleural  cavity  was  found  absolutely  free  from  ad- 
hesions. Hence,  the  otherwise  inevitable  occurrence 
of  an  acute  pneumothorax  was  avoided.  In  view  of 
the  unknown  character  of  the  pus,  drainage  was 


considered  the  only  safe  course.    The  patient  made ; 
an  uninterrupted  recovery. 

On  the  basis  of  his  own  experience  as  well  as  the 
cases  of  transthoracic  laparotomy  reported  in  the 
literature,  the  author  concludes  that  probably  it  is) 
best  to  remove  bullets  in  thoracic  as  well  as  abdomi- , 
nal  organs;  that  the  decision  as  to  whether  operation 
should  be  done  immediately  after  the  accident  or 
later  depends  upon  the  seriousness  of  the  concomi- 
tant symptoms;  and  that  if  not  accessible  from  below, 
simultaneous  injuries  to  the  chest  and  abdomen f 
as  well  as  injuries  to  the  convexity  of  the  liver  or 
the  spleen  without  previous  penetration  of  the 
chest  render  the  indication  for  transthoracic  laparo- 
tomy. Involvement  of  intra-abdominal  organs  can 
be  made  out  before  or  during  thoracotomy.  Meyer 
holds  that  these  operations  are  best  done  with  the 
help  of  differential  pressure  apparatus.  He  believes 
further  that  air  and  water-tight  drainage  of  the 
chest  (Kenyon's)  is  the  safest  procedure  for  the 
after-treatment. 


SURGERY   OF  THE  EXTREMITIES 


DISEASES  OF  BONES,  JOINTS,  MUSCLES,  TEN- 
DONS.    GENERAL  CONDITIONS  COMMONLY 
FOUND  IN  THE  EXTREMITIES. 

Gallie,  W.  E. :  Chronic  Septic  Inflammation  in 
Bone  Following  a  Gunshot  Wound.  J.  Orthop. 
Surg.,  1919,  i,  470. 

The  conclusions  based  upon  extensive  clinical 
and  experimental  studies  are  as  follows: 

The  periosteum  is  the  medium  by  which  the 
blood  vessels  are  distributed  to  the  shafts  of  the 
bones.  Reflection  of  this  membrane  produces  super- 
ficial necrosis  and  should  never  be  done  when  sepsis 
is  present  or  feared. 

The  periosteum  as  reflected  in  an  ordinary  sur- 
gical operation  is  merely  a  fibrous  tissue  membrane 
and  is  not  osteogenetic.  Therefore  it  should  never 
be  relied  upon  to  restore  the  shaft  after  resection. 

Mild  chronic  septic  infection  is  a  strong  stimulant 
to  inflammatory  osteogenesis.  It  causes  widespread 
osteoporosis,  increased  vascularity,  and  abundant 
callus-formation.  This  is  the  state  in  which  cavities 
are  most  apt  to  heal  and  fractures  to  unite,  unless 
prevented  by  some  definite  condition  such  as  the 
presence  of  sequestra  or  too  large  a  gap. 

When  the  irritation  subsides  or  disappears,  this 
rarefying  osteitis  gives  place  to  an  intense  sclerosis 
which  is  very  unfavorable  for  the  healing  of  cavities 
or  the  union  of  fractures. 

Treatment  should  therefore  take  advantage  of  the 
pathologic  condition  which  is  present  at  the  time  the 
sequestra  have  separated,  and  its  aim  should  be  to 
effect  a  complete  cure  before  osteosclerosis  has 
supervened.  It  should  consist  of  the  complete  ex- 
cision of  the  scar  and  sinus  and  the  wide  removal  of 
the  walls  of  the  cavity  for  the  purpose  of  thorough 


evacuation  of  sequestra  and  unhealthy  granulation 
tissue.  All  irregularities  and  pockets  must  be 
obliterated,  and  when  possible  the  depth  of  the 
cavity  should  be  reduced  by  allowing  the  soft  struc- 
tures to  fall  into  it.  Pedunculated  muscle  or  fascia 
flaps  are  of  great  assistance  in  promoting  rapid 
healing.  Finally,  wide-open  drainage  must  be  pro- 
vided so  that  the  cavity  may  heal  from  the  bottom 
without  depending  upon  the  dangerous  alternative 
of  a  narrow  sinus. 

Taylor's  liquid-tight  closure  apparatus,  with  the 
use  of  10  per  cent  salt  solution,  is  of  great  value  in 
cleansing  these  wounds  before  operation  and  in  the 
treatment  of  postoperative  sepsis. 

Non-union  of  compound  fractures  uncomplicated 
by  great  loss  of  bone  is  rare.  When  present,  the 
fact  that  the  wound  is  septic  is  not  a  contra-indica- 
tion  to  active  treatment  of  the  fracture  as  well  as  of 
the  osteomyelitis.  Gratifying  results  may  be  anti- 
cipated from  thorough  freshening  of  the  ends  and 
adjustment  of  the  fragments,  providing  efficient 
drainage  is  secured. 

The  best  time  to  correct  mal-union  in  septic  cases 
is  at  the  time  of  the  operation  for  the  cure  of  the  dis- 
ease in  the  bone.  Philip  Lewin. 

Eisendrath,  D.  N.:  Injuries  of  the  Joints  in  War 
and  in  Civil  Life.  Surg.  Clin.  Chicago,  1919,  ill,  497 ., 

Closed  injuries  of  joints  seen  in  war  differ  very 
little  from  those  in  civil  life,  but  in  open  injuries'^ 
there  is  much  greater  destruction  and  more  likeli-' 
hood  of  infection.  The  synovial  membrane,  like 
the  peritoneum,  will  take  care  of  a  moderate  amount 
of  infection  and  the  infection  tends  to  become 
localized.  The  tissues  for  a  distance  of  i  centimeter 
from  the  track  of  the  projectile  are  devitalized  and' 
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as  a  rule  if  this  track  can  be  excised  within  the  first 
twelve  hours  and  all  foreign  material  removed,  the 
wound  may  be  closed  by  primary  suture.  Wounds 
from  rifle  and  machine-gun  bullets  do  well  under 
<:onservative  treatment,  while  those  due  to  high 
explosive  missiles  demand  complete  early  debride- 
ment. Active  mobilization  of  joints,  as  advocated 
iby  Willems,  may  be  employed  in  civil  as  well  as  in 
war  surgery.     Five  case  reports  are  given. 

Case  I.  Compound  fracture  of  the  olecranon 
process  followed  by  severe  infection  of  the  elbow- 
joint.  The  upper  fragment  was  removed  to  facili- 
tate Carrell-Dakin  treatment  of  the  wound.  The 
result  was  fibrous  ankylosis  of  the  elbow  in  a  favor- 
able position. 

Case  2.  Very  severe  crushing  injury  of  the  elbow 
•with  fracture  of  the  external  condyle  of  the  humerus. 
•Conservative  treatment  was  followed  by  resection 
.of  the  joint  and  Carrel-Dakin  treatment.  The  elbow 
.ankylosed  in  a  favorable  position.  The  treatment 
in  this  case  may  be  criticized  in  that  the  damaged 
•soft  tissues  were  not  excised  early  and  active  mobili- 
jzation  was  employed  too  late. 

Case  3.  Lacerated  wound  extending  into  the 
-elbow- joint ;  severe  sepsis.  The  joint  was  subse- 
quently resected  and  the  wound  treated  by  the 
Carrel-Dakin  method.  Immobilization  for  five 
weeks  was  followed  by  active  and  passive  motion 
with  the  pulley-weight  machine.  Full  range  of 
movement  was  re-established. 

Case  4.  Incised  wound  of  the  left  hand  with  in- 
volvement of  the  extensor  tendons  of  the  index  and 
middle  fingers  and  compound  dislocation  of  the 
metacarpophalangeal  joint  of  the  index  finger. 
Resection  of  the  wound  edges  was  followed  by 
suture  of  the  tendons,  joint  capsule,  and  skin 
(primary  suture).  An  excellent  functional  result 
was  obtained. 

Case  5.  Incised  wound  of  the  dorsum  of  the  hand 
by  a  piece  of  glass;  tendons  to  index  and  middle 
finger  severed;  compound  dislocation  of  the  first 
metacarpophalangeal  joint.  All  of  the  bruised 
tissue  having  been  excised,  the  dislocation  reduced, 
the  capsule  closed,  and  severed  tendons  united,  the 
skin  was  closed.  The  result  was  healing  by  first  in- 
tention and  full  motion  of  the  fingers. 

E.  M.  Miller. 

Dujarier,  C:  Pseudarthroses  of  the  Humerus 
Consecutive  to  War  Injuries.  Med.  Rec,  1919, 
xcvi,  323. 

This  analysis  is  based  on  a  study  of  the  author's 
38  cases  in  which  he  distinguishes  two  groups,  the 
closed  pseudarthroses  without  loss  of  substance,  and 
pseudarthroses  following  gunshot  fractures  with 
loss  of  substance.  In  the  former  the  course  is 
exactly  analogous  to  that  of  simple  fracture.  This 
paper  deals  essentially  with  the  pseudarthroses 
produced  by  projectiles,  this  second  group  being 
itself  divided  into  two  others  depending  upon  whether 
loss  of  substance  or  suppuration  is  the  predominating 
factor. 


The  author  notes  that  adjacent  articulations  are 
often  stiffened,  but  no  true  ankylosis  resulted  in  his 
series.  The  muscles  are  always  injured,  either  by 
destruction  or  by  invasion  of  cicatricial  tissue. 
Destruction  of  the  brachial  artery  is  rare  but  there  is 
always  a  lesion  of  the  nutrient  artery  of  the  bone. 
This  may  play  an  important  r61e  in  the  marked 
osteoporosis  of  fragments  but  it  does  not  hinder  the 
production  of  bony  callus.  The  radial  nerve  is 
especially  prone  to  trauma.  In  the  author's  series 
the  ulnar  and  median  nerves  escaped  severe  injury. 
Division  of  the  radial  is  a  serious  complication. 
Compression  is  common  as  the  nerve  may  be  caught 
in  fibrous  tissue  passing  between  the  fragments. 
Cutaneous  lesions  are  important  for  they  may  inter- 
fere with  the  treatment.  Depressed  cicatrices  which 
are  adherent  to  deeper  structures  should  be  freed  or 
excised. 

In  the  operative  treatment  the  author  formerly 
waited  for  the  completion  of  cicatrization  in  order 
to  secure  an  aseptic  field,  but  he  now  operates  when 
fistulae  are  present.  Even  months  after  complete 
cicatrization  the  surgeon  cannot  be  sure  of  an 
aseptic  field  and  in  addition  there  is  muscular  atrophy 
and  perhaps  ankylosis.  Dujarier  finds  that  very 
free  drainage  is  followed  by  good  results  and 
usually  firm  consolidation. 

Bone  grafts  are  not  often  indicated  in  these  cases 
even  where  there  is  considerable  shortening  (10 
centimeters)  because  they  do  not  aid  in  the  functional 
result  and  although  the  grafting  is  successful  the 
arm  may  remain  weak  and  the  prognosis  may  be 
doubtful. 

Of  five  methods  of  surgical  procedure,  namely, 
plating,  the  use  of  silver  wire,  the  use  of  the  author's 
clamps,  simple  approximation  without  suture,  and 
osteoperiosteal  grafts,  the  author  has  employed 
plates  and  silver  wire  most  frequently. 

Suppuration  is  the  great  obstacle  in  the  successful 
treatment  of  pseudarthroses,  and  drainage  was 
necessary  in  nearly  all  of  the  cases  reported.  The 
author  has  abandoned  the  use  of  plaster  casts  and 
Delbet's  apparatus.  Instead  he  applies  a  large 
cotton  dressing,  immobilizing  the  arm  parallel  to  the 
body  and  the  forearm  along  the  anterior  surface  of 
the  thorax.  With  this  method  the  wound  may  be 
exposed  easily  for  dressings.         W.  L.  Straxberg. 

Roberts,  P.  W.:    Osteochondritis  of  the  Hip.    /. 

Orthop.  Surg.,  1919,  i,  493. 

Since  his  report  in  November,  191 7,  of  two  cases 
of  osteochondritis  of  the  hip,  variously  known  as 
"Perthes'  disease,"  "Legg's  disease,"  and  "quiet 
hip  disease,"  the  author  has  had  eight  more  such 
cases.  He  is  firmly  convinced  of  the  close  re- 
lationship between  this  condition  and  syphilis. 
Often  there  is  dental  evidence  of  inherited  syphilis. 
Emphasis  is  placed  also  upon  the  similarity  between 
osteochondritis  of  the  hip  and  the  same  process  in 
the  wrists,  knees,  and  ankles. 

Of  the  eight  specimens  of  blood  examined  in  the 
series  reported,  one  gave  a  four  plus,  one  a  three  plus, 
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two  a  two  plus,  three  a  one  plus,  and  one  a  negative 
reaction.  The  family  history  was  positive  in  two 
instances. 

The  impressive  feature  of  these  cases  was  the 
rapid  recession  of  symptoms  and  the  prompt  increase 
in  hip  motion  following  the  administration  of  mer- 
cury and  potassium  iodide.  The  eight  cases  are 
reported  in  detail.  Philip  Lewin. 

Bonnet,    P.:  Arthritis  of  the  Knee- Joint.    N.  York 
M.J.,  igig,  ex,  239. 

In  this  paper  Bonnet  considers  the  joint  reactions 
complicating  fractures  of  the  tibia  having  a  special 
anatomical  type.  The  missile  hits  the  bone  some 
distance  from  the  knee,  and  fissures  starting  from  the 
focus  of  penetration  extend  along  the  tibial  shaft 
to  the  articular  surfaces.  A  reaction  occurs  in  the 
joint,  often  ending  in  an  infectious  arthritis  and 
modifying  the  clinical  evolution  so  that  a  special 
line  of  treatment  is  indicated. 

Fissure  fractures  involving  the  knee-joint  are 
relatively  infrequent,  out  of  a  total  of  3,000  fracture 
cases  collected  during  the  war  only  3  typical  in- 
stances having  been  found.  Joint  wounds  with 
fracture  of  the  tibia  are  much  more  common.  Among 
the  fractures  involving  the  tibia  in  its  upper  third, 
the  fissures  extend  to  the  knee-joint  in  about  10  per 
cent.  It  is  probable  that  the  causation  of  a  given 
anatomical  type  of  fracture  is  governed  by  the 
nature  of  the  missile  and  its  size  and  momentum  at 
the  time  of  penetration,  but  precise  data  are  want- 
ing in  this  respect.  It  is  the  author's  opinion  that, 
all  things  considered,  the  size  or  velocity  of  the 
projectile  has  no  distinct  bearing  on  a  given 
anatomical  type  of  fracture.  The  anatomical  make- 
up of  the  bone  seems  to  him  to  be  the  principal 
reason  for  the  formation  of  fissures  extending  to  the 
joint. 

In  one  of  his  cases  the  patient  entered  the  hospital 
in  the  morning  with  a  penetrating  wound  on  the 
antero-external  aspect  of  the  leg.  Amputation  was 
done  at  once  for  symptoms  of  gas  gangrene  of  toxic 
type   but    the   patient    died    a    few    hours    later. 

The  missile,  the  size  of  a  pea,  hit  the  tibia  5 
centimeters  below  the  articular  interline,  traveled 
through  the  spongy  tissue,  and  spent  itself  against 
the  compact  posterior  aspect  of  the  bone,  remaining 
embedded  in  the  fissure.  At  the  point  of  exit  were 
two  vertical  fissures,  one  stopping  exactly  at  the 
cartilage  of  conjuction.  From  the  entrance  orifice  a 
long  fissure  started  in  a  downward  direction  fol- 
lowing the  external  aspect  of  the  tibia.  A  second 
vertical  fissure  extended  upward  and  split  the 
articular  cartilage  of  the  glenoid  cavity  just  in  the 
region  of  the  tibial  spine. 

It  should  be  noted  that  posteriorly,  where  the 
epiphysis  was  not  as  yet  united  to  the  diaphysis,  the 
fissure  starting  from  the  exit  orifice  stopped  just  at  the 
cartilage  of  conjunction,  while  in  front  where  bony 
union  had  taken  place,  the  fissure  extended  freely 
along  the  epiphysis.  This  supports  the  opinion  that 
the  cartilage  of  conjunction  plays  an  important  part 


in  limiting  the  upward  extension  of  the  fissures  by 
interrupting  the  anatomical  continuity  between  the 
diaphysis  and  epiphysis,  between  the  shaft  and  the 
the  crest.  It  would  seem  that  the  age  of  the  sub- 
ject enters  into  account  in  the  anatomical  shape  of 
the  fracture,  and  that  fissure  fractures  involving  the 
joint  would  be  more  common  after  the  age  of  iS 
years. 

In  three  other  instances  the  missile,  which  was- 
the  size  of  a  bean,  traveled  through  the  bone  and' 
remained  embedded  just  under  the  skin.  The' 
entrance  wound  was  on  the  external  aspect  of  the 
tibia,  4  centimeters  below  the  articular  interline. 
Two  vertical  fissures  started  off,  one  pointing  down- 
ward to  the  extent  of  12  centimeters  and  the  ether 
toward  the  articular  surface  which  it  did  not 
attain.  The  exit  wound,  which  was  larger,  was  2 
centimeters  below  the  interline  at  the  antero- 
internal  aspect  of  the  bone  and  measured  20  centi- 
meters in  length.  Two  large  fissures  joined  each 
other  near  the  middle  of  the  articular  surface, 
breaking  off  a  wedge-shaped  piece  in  the  externalT 
glenoid  cavity.  The  fissure  then  continued  onward! 
through  the  tibial  spine  and  external  glenoid  cavity. 

In  another  series  the  missile  entered  on  the  in- 
ternal surface  of  the  left  tibia  6  centimeters  below 
the  interline  and  struck  the  tibial  plateau  at  the  leveT 
of  the  external  glenoid  cavity,  producing  a  vertical" 
fissure  in  three  fragments  and  splitting  the  joint 
surface  in  the  form  of  a  T.  A  second  stellate  fissure- 
was  produced  on  the  joint  surface  of  the  external 
glenoid  cavity. 

In  two  of  his  cases  the  author  was  able  to  study 
the  lesions  of  a  confirmed  arthritis  and  on  the  fresh 
specimen  to  verify  the  fissures  as  represented  in  the 
drawings  of  the  dried  preparations.  The  lesions- 
were  those  of  an  ordinary  infectious  arthritis,  but 
the  joint  surfaces  had  a  blackish  look,  a  gangrenous 
appearance  with  grayish  fungous  masses,  an  odor  of 
infection,  and  thickening  of  the  synovial  membrane. 

There  are  few  clinical  signs  at  first  to  indicate 
fissuring  into  the  knee-joint  in  these  common  cases 
of  fractures  of  the  tibia  from  projectiles  and  it  is 
only  the  arthritis  which  quickly  develops  that  im- 
parts a  clinical  peculiarity  to  such  fractures.  It  is 
difficult  to  prove  that  these  fissures  into  the  joint 
may  exist  without  producing  arthritis. 

Clinically,  it  seems  legitimate  to  make  the  follow- 
ing distinction  between  the  two  types  of  fracture 
with  joint  complication.  Early  arthritis  is  sympto- 
matic of  broad  fissuring  and  joint  damage.  The 
collection  is  usually  infected  from  the  beginning  and 
the  fracture  undergoes  the  evolution  of  a  joint  frac- 
ture. Late  arthritis  is  symptomatic  of  fine  fissuring. 
The  joint  fluid  is  not  absolutely  infected  from  the 
beginning  although  secondary  infection  is  bound 
to  occur.  This  is  the  most  perfect  type  of  fracture 
with  joint  fissuring. 

Every  joint  collection  appearing  immediately 
or  within  a  few  days  in  cases  of  fracture  of  the  upper 
end  of  the  tibia  due  to  a  missile,  even  when  the 
latter  has  involved  the  bone  some  little  distance  from 
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the  knee-joint,  should  be  looked  upon  as  sympto- 
matic of  Assuring  into  the  joint  and  as  bound  to 
develop  infection. 

Once  a  suppurating  arthritis  of  the  knee  has  taken 
place,  the  gravity  of  these  fractures,  even  after 
arthrotomy,  is  considerable.  In  early  intra-articular 
collections  the  fracture  focus  must  be  sterilized  by 
curettage  of  the  pulpy  mass  of  infected  bone,  the 
removal  of  the  missile  and  other  foreign  bodies,  and 
the  use  of  ordinary  antiseptics.  The  articular  in- 
fection is  to  be  dealt  with  by  arthrotomy  without 
delay.  Resection  of  the  knee  is  not  indicated  in 
such  cases,  removal  of  detached  bone  pieces  in  the 
joint  alone  being  permissible. 

When  the  joint  collection  appears  late  in  the 
progress  of  the  case  and  puncture  shows  that  the 
blood  contained  in  the  joint  is  absolutely  sterile  on 
culture  media,  the  fluid  may  be  removed  by  punc- 
ture followed  by  washing  of  the  joint  with  ether, 
but  in  all  other  circumstances  arthrotomy  must  be 
done.  Only  too  often,  regardless  of  this  treatment, 
a  septicaemic  state  occurs  and  amputation  at  the 
thigh  must  be  resorted  to  as  a  life  saving  measure. 

G.    W.    HOCHREIN. 

Aloi,  v.:  Calcareous  Infiltration  of  a  Gouty  Toe 
and  an  Extensive  Thigh  Scar  (SuU'  infiltrazione 
caleareo  d'un  alluce  gottoso  e  d'una  cicatrice  estesa 
della  coseia).   Riforma  med.,  igig,  xxxv,  414. 

Aloi  describes  two  clinical  cases  of  calcareous  in- 
filtration. The  first  was  that  of  a  gouty  patient 
80  years  of  age  who  had  an  inflammatory  process 
of  the  metatarsophalangeal  joint  of  the  right  big  toe. 
A  sandy,  calcareous  detritus  was  expelled  with  the 
pus.  The  suppurative  process  continued  in  spite 
of  vigorous  disinfection.  The  toe  was  finally  am- 
putated. 

The  second  case  was  that  of  a  man  aged  45  years 
who  had  been  wounded  in  the  thigh  twenty-four 
years  previously  by  a  gun  explosion.  The  scar  of 
this  wound,  which  showed  intense  calcareous  in- 
filtration, was  resected. 

The  author's  studies  fully  confirm  the  theory 
which  attributes  the  pathogenesis  of  calcerous  in- 
filtration in  particular  to  vascular  change  and  necro- 
sis of  the  tissues.  W.  A.  Brennan. 

Gill,  A.  B.:  Dupuytren's  Contracture  with  De- 
scription of  Operation.  Ann.  Surg.,  1919,  Ixx,  221 

The  treatment  of  Dupuytren's  contracture  has 
long  been  tedious,  difiicult,  and  often  unsuccessful. 
Even  when  temporary  restoration  of  the  hand 
has  been  secured,  relapse  has  been  common. 

The  author's  experience  in  plastic  surgery  of  the 
hand  and  forearm,  though  limited,  has  proved  to 
him  the  great  value  of  the  free  fat  transplant  in  pre- 
venting adhesions  after  extensive  dissections.  It 
has  demonstrated  also  the  advantage  of  making 
incisions  along  the  line  of  the  natural  creases  of  the 
hand  and  fingers  in  order  to  secure  healing  of  the 
wound  without  danger  of  subsequent  keloid  growth, 


contracture,  and  adhesion  of  the  scar  to  underlying 
structures. 

Gill  employs  the  following  method  of  operation 
for  Dupuytren's  contracture: 

1.  Under  general  anaisthesia,  without  the  use  of 
a  tourniquet,  a  transverse  incision  is  made  along  the 
distal  palmar  crease.  Through  this  incision  alone 
a  careful  dissection  is  made  of  the  entire  palmar 
fascia  to  or  beyond  the  crease  at  the  base  of  the 
thenar  eminence,  as  far  toward  the  base  of  the  palm 
as  is  necessary,  and  to  the  web  of  the  fingers.  The 
skin  is  adherent  to  the  fascia,  and  the  dissection 
must  be  made  carefully  to  avoid  button-holing. 
With  proper  retraction  as  the  dissection  proceeds  it 
is  found  that  the  entire  fascia  can  be  exposed  and 
freed  within  the  limits  mentioned. 

2.  The  contractured  fascia  is  then  excised  without 
injury  to  the  underlying  tendons,  vessels,  and 
nerves.  The  tendons  do  not  require  lengthening  as 
they  do  not  participate  in  the  contracture.  If  con- 
tractured fascia  is  present  on  the  palmar  aspect  of 
the  proximal  phalanges,  it  may  be  excised  through 
transverse  incisions  along  the  crease  at  the  base  of 
each  finger  involved.  If  now  it  is  found  that  the 
proximal  interphalangeal  joint  cannot  be  extended, 
or  that  it  can  be  extended  and  flexed  again  only 
with  a  snap,  the  head  of  the  first  phalanx  must  be 
excised  through  a  transverse  dorsal  incision  over  the 
skin. 

3.  A  small  free  fat  transplant  from  the  thigh  is 
inserted  smoothly  beneath  the  palmar  skin.  It  will 
lie  in  position  without  sutures.  It  is  placed  here 
to  prevent  subsequent  adhesion  of  the  skin  to  the 
tendons  and  to  reconstruct  the  normal  softness  and 
plumpness  of  the  palm  of  the  hand.  The  incision 
is  closed  with  a  few  interrupted  sutures  of  No.  o 
chromic  catgut.  The  hand  is  dressed  on  a  w-ell- 
padded  splint  for  a  week.  Slight  serous  discharge 
may  occur  for  a  short  time,  probably  due  to  some 
dissolution  of  the  fat  transplant.  Infection  from  the 
outside  may  be  prevented  by  the  use  of  dichlora- 
mine-T  on  the  wound  at  the  daily  dressings. 

E.    C.    ROBITSHEK. 

SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Freeman,  L.:  The  Application  of  Extension  to 
Overlapping  Fractures.  Ann.  Surg.,  1919,  Ixx, 
231. 

Freeman  again  reports  his  experience  with  ex- 
ternal extension  for  fractures  of  the  long  bones  and 
the  superiority  of  his  apparatus  over  the  usual 
methods  of  external  fixation.  He  states  in  regard  to 
the  open  method  of  reduction  and  fixation:  "At 
best  it  is  often  a  complicated  undertaking  requiring 
prolonged  anaesthesia,  much  experience,  and  a  fault- 
less technique — occasionally  appearing  to  the  patient 
as  more  formidable  than  the  condition  would  seem 
to  indicate." 

The  clamp  used  by  the  author,  a  modification  of 
the  Parkhill  clamp,  is  more  readily  adjusted,  can  be 
placed  with  the  screws  at  a  distance  from  the  break. 
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and  gives  more  extension  than  the  clamp  of  Parkhill 
or  Keetley. 

The  screws  are  applied  to  the  fragments,  going 
through  the  medullary  cavity,  and  should  take  a 
firm  bite  in  the  opposite  side.  Extension  is  then 
applied  with  a  turnbuckle  close  to  the  skin  and 
the  clamp  afTixed.  The  after-care  consists  in  daily 
dressings  and  the  application  of  iodine  to  the  screw 
perforations. 

The  advantages  of  this  method  are:  (i)  facility 
of  application  and  absence  of  cumbersome  appar- 
atus; (2)  effectiveness  of  the  extension  and  exact- 
ness of  its  amount;  (3)  applicability  in  the  presence 
of  open  wounds;  (4)  absence  of  strain  upon  articu- 
lations and  joints;  and  (5)  easy  removal  without  an 
anaesthetic.  H.  A.  McKnight. 

Seal,  J.  C:  The  Treatment  of  Joint,  Bone, 
Nerve  and  Muscle  Injuries  by  Mechanical 
Means.     N.  York  M.  J.,  1919,  ex,  195. 

The  most  common  injuries  demanding  early 
mechanical  treatment  are  acute  and  chronic  sprains, 
fractures,  dislocations,  and  joint  and  nerve  in- 
juries. Acute  sprains  sometimes  result  in  six  to 
eight  weeks  of  disability.  In  some  joints  a  sprain 
may  be  complicated  by  the  detachment  of  a  spicule 
of  bone  that  can  be  diagnosed  by  X-ray  only. 

Sprains  will  recover  more  rapidly  if  treated  at 
once.  Rest  and  cold  applications  for  twenty-four 
hours  should  be  followed  by  active  and  passive 
motion  in  the  form  of  massage  and  exercise.  The 
presence  of  pain  indicates  that  treatment  should  be 
temporarily  discontinued.  Early  motion  tends  to 
restore  function  to  muscles  and  joints,  reduce  swell- 
ing and  oedema,  promote  absorption,  and  prevent 
adhesions.  A  firm  bandage  over  several  layers  of 
absorbent  cotton  will  relieve  swelling  and  promote 
absorption  in  from  six  to  eight  hours. 

Sprain  of  muscles  results  from  trauma  or  over- 
work. Limitation  of  motion  should  be  obtained 
immediately,  and  should  be  followed  by  graduated 
contractions,  light  massage,  and  exercise. 

The  ideal  method  for  the  treatment  of  fractures  is 
reduction  under  the  control  of  the  X-ray,  proper 
splinting  to  maintain  apposition,  relief  of  the  pain 
and  oedema  by  early  baking  and  massage,  and  the 
prevention  of  muscular  weakness  and  adhesions  by 
graduated   contractions. 

A  CoUes  fracture  should  be  lightly  massaged  in 
from  three  days  to  a  week;  if  painful,  two  weeks  after 
the  injury. 

When  nerves  are  cut  the  joints  should  be  kept 
free  and  the  nutrition  of  the  muscles  maintained. 
In  suturing  a  divided  nerve  it  must  be  held  in'  a 
position  free  from  tension.  The  galvanic  current 
(S  to  10  milliamperes)  may  be  used  to  provoke 
muscular  contractions. 

An  affected  limb  should  be  kept  warm.  For  this 
purpose  it  may  be  immersed  in  hot  running  water 
or  placed  in  an  electric-  or  gas-baking  apparatus 
as  long  as  comfortable.  A  dry  heat  up  to  400  de- 
grees can  be  borne  for  twenty  or  thirty  minutes. 


The  whirlpool  bath  is  of  service.  Fixed  joints  and 
scarred  tissue  will  become  soft  and  relaxed,  adhesions 
will  break  down,  and  function  will  be  restored. 

To  be  effective  massage  must  be  gentle  and  pain- 
less at  first  and  applied  each  day.  In  chronic  cases 
in  which  there  is  no  pain,  heavy  kneading,  stroking, 
pinching,  and  pounding  movements  should  be  em- 
ployed. 

An  oily  lubricant  adds  to  the  comfort  of  the  pa- 
tient and  the  ease  of  the  operator.  Treatment  to 
re-educate  and  re-develop  wasted  muscles  consists 
of  exercises  against  resistance.  Intra-articular  adhe- 
sions in  a  shoulder-joint  are  shown  by  pain  on  any 
kind  of  manipulation.  If  the  pain  is  free  on  any 
one  movement,  the  adhesions  are  extra-articular. 
Limitation  in  all  directions  indicates  arthritis  and 
in  such  cases  forcible  breaking  down  under  anaes- 
thesia is  indicated. 

The  expensive  Zander  apparatus  may  be  replaced 
with  the  ordinary  pulley  and  weight  exercises. 

Muscular  wasting  and  muscular  insuflftciency  are 
satisfactorily  treated  by  graduated  contractions. 

J.  J.  KURLANDER. 

Lef evre,  H. :  The  Treatment  of  the  Bone  Cavities 
Resulting  from  Traumatic  Osteomyelitis  (Sur 
le  traitement  des  cavites  osseuses  suite  d'ost^o- 
myelite  traumatique).  Rev.  de  chir.,  Par.,  1919, 
Ivii,  140. 

Filling  an  osteomyeUtic  bone  cavity  with  fat  or  other 
tissue  which  has  been  completely  separated  from  its 
vascular  connections,  gives  good  results  in  only  excep- 
tional cases.  However  carefully  the  cavity  is  disinfected 
it  always  remains  more  or  less  septic  and  the  graft 
becomes  infected  and  is  eliminated. 

The  result  is  quite  different,  however,  when  the  soft 
parts  in  the  vicinity  of  the  cavity — fat,  periosteum,  or 
muscle — are  utilized  and  cut  in  such  a  way  that  when 
invaginated  they  are  left  attached  to  their  origin  by  a 
pedicle  which  keeps  them  aUve. 

According  to  the  author's  method  the  fistulous  tract 
is  resected  and  the  bone  cavity  surgically  cleared  and 
carefully  tamponed  with  gauze  to  assure  haemostasis. 
The  skin  is  then  widely  freed  on  the  two  edges  of  the 
incision  and  all  fibrous  tissue  carefully  excised.  A  fatty 
muscular,  periosteal,  or  mixed  strip  is  then  cut  in  the 
nearby  tissues  so  that  its  pedicle  wUl  be  contiguous  to 
the  edge  of  the  cavity  to  be  filled.  The  gauze  tampon  is 
then  removed  and  the  living  graft  turned  over  on  its 
pedicle,  invaginated  into  the  cavity  so  as  to  fill  it  com- 
pletely, and  fixed  in  its  new  position  with  catgut 
sutures.  A  muscle  strip  appears  to  be  the  best.  It 
failed  only  once  in  23  cases,  whereas  in  19  fat  grafts 
there  were  3  failures.  In  this  method  of  grafting,  the 
soft  parts  and  the  skin  are  sutured  but  it  is  well  to  leave 
a  drain  at  the  lower  angle  of  the  wound  for  forty-eight 
hours. 

For  a  cavity  in  the  humerus  the  author  generally  uses 
a  graft  of  muscle  removed  from  the  deltoid,  the  anterior 
brachial,  or  the  triceps  muscle.  For  a  cavity  in  the 
femoral  diaphysis  the  graft  is  removed  from  the  quadri- 
ceps muscle.    In  the  case  of  the  tibia  only  periosteal 
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grafts  are  used,  and  for  the  sacrum  and  Uium  a  fat 
graft  from  neighboring  areas. 

This  method  is  especially  applicable  to  the  humeral 
and  femoral  diaphyses,  the  trochanter,  sacrum,  and 
ilium,  and  the  upper  epiphysis  of  the  tibia.  In  other 
bones  invagination  of  a  graft  is  seldom  possible. 

The  method  described  is  best  suited  to  recent  and 
only  slightly  infected  cavities  with  hard  walls.  Poor 
results  are  obtained  when  there  is  a  soft,  reddish,  and 
raw  osteitis. 

In  old  cavities  the  walls  of  which  are  much  involved 
by  caries  or  in  recent  cavities  which  are  still  much 
infected,  treatment  in  two  stages  is  indicated.  In  the 
first  stage  the  cavity  should  be  widely  cleaned  out,  the 
wound  left  open,  subjected  to  intermittent  irrigation 
with  magnesium  chloride  or  salt  solution,  and  treated 
by  heliotherapy.  The  second  stage  is  reached  when  the 
cavity  appears  clinically  in  good  condition.  It  is  then 
again  curetted  and  immediately  filled  as  described. 
The  sterilization  of  the  cavity  is  easily  controlled  by 
bacteriological  examinations.  W.  A  .Brennan. 

Teece,  L.  G. :  Tendon  Transplantation  for  Dorsal 
Interosseous  Paralysis.  Med.  J.  Australia,  1919, 
ii,  131. 

The  author  describes  an  operation  he  performed 
in  a  case  of  a  wound  in  the  region  of  the  neck  of  the  ra- 
dius which  had  resulted  in  complete  destruction  of  the 
dorsal  interosseous  nerve.  The  disability  consisted 
in  loss  of  power  to  extend  the  fingers  at  the  metacarpo- 
phalangeal joints  and  to  abduct  or  extend  the  thumb. 
The  patient  was  unable  to  open  his  grip. 

The  technique  of  the  operation  was  as  follows: 
A  2 . 5-centimeter  incision  was  made  at  the  level  of 
the  wrist-joint  and  the  flexor  carpi  radialis  and  its 
tendon  as  well  as  that  of  the  palmaris  longus  were 
divided  as  low  down  as  possible.  A  5-centimeter 
incision  was  then  made  at  the  juncture  of  the  middle 
and  upper  thirds  of  the  forearm  over  the  bellies  of 
these  muscles  and  the  muscles  were  pulled  up  out  of 
the  incision  and  wrapped  with  moist  gauze.  This  hav- 
ing been  done,  a  U-shaped  incision  with  its  convexity 
downward  was  made  over  the  dorsum  of  the  wrist- 
joint  and  a  large  flap  dissected  up.  The  subcutan- 
eous tissues  were  tun' elled  through  with  a  blunt 
dissector  from  the  back  of  the  wrist  to  the  upper 
of  the  two  volar  incisions.  The  flexor  carpi  radialis 
and  palmaris  longus  tendons  were  then  pulled  down 
through  this  tunnel  and  made  to  appear  on  the  dor- 
sum of  the  wrist.  The  tendons  of  the  extensor  brevis 
and  abductor  longus  pollicis  were  divided  and  in- 
serted into  a  longitudinal  slit  in  the  tendons  of  both 
radial  extensors  of  the  wrist  where  they  were  sutured 
under  considerable  tension  with  chromic  catgut. 
From  this  moment  until  the  final  application  of  the 
splint,  one  assistant  devoted  his  entire  attention  to 
holding  the  wrist  and  fingers  fully  extended  and  the 
thumb  abducted  and  extended.  The  surface  of  the 
tendons  of  the  common  extensors  of  the  fingers  was 
roughened  and  the  tendon  of  the  flexor  carpi  radialis 
split  into  two  layers.  One  layer  was  then  passed 
over  the  dorsal  surface  and  the  other  over  the  volar 


surface  to  the  common  extensors  and  there  sutured 
firmly.  The  palmaris  longus  was  similarly  inserted 
into  the  extensor  longus  pollicis.  The  flexor  carpi 
ulnaris  was  inserted  into  the  extensor  carpi  ulnaris. 
After  the  wound  was  closed  a  "cock-up"  splint  was 
applied.  Eleven  weeks  after  operation  the  result 
was  perfect.  Philip  Lewin. 

Gunn,  J.  Am  and  Gallie,  W.  E.:  Report  on  Cine- 
matic Amputations  Based  on  a  Visit  to  Putti's 
Military  Clinic  in  Bologna,  Italy.  Canadian  M. 
Ass.  J.,  1919,  ix,  694. 

Dalatala  and  San  Giorgi  have  had  great  suc- 
cess in  cinematic  amputations  of  the  forearm.  The 
operative  technique  consists  in  closure  of  the  flaps 
between  loops  of  tendons.  As  soon  as  healing  is  com- 
plete the  patient  practices  contracting  the  muscle 
against  resistance.  Maximum  power  is  developed 
within  six  weeks.  After  four  weeks  a  temporary  arti- 
ficial hand  is  supplied  which  he  uses  until  the  {perma- 
nent hand  is  finished.  This  consists  of  alight  socket 
and  a  jointed  wooden  hand  fastened  to  the  forearm 
by  a  perfectly  fitting  vulcanite-covered  metal  ring 
placed  just  above  the  condyles.  The  fingers  are 
connected  by  means  of  a  strong  cord  with  a  rod 
which  rests  in  a  tunnel  through  the  tendon  and  so 
responds  to  contractions  of  the  muscles.  A  light 
spring  causes  the  fingers  to  open  moderately  when 
the  contraction  ceases. 

The  most  popular  operation  appears  to  be  the  one 
in  which  the  flexors  only  are  used,  although  a  satis- 
factory result  was  obtained  with  the  extensors.  As 
an  example  of  the  eflficiency  of  this  method  of  am- 
putation one  soldier  who  had  lost  both  hands  was 
able  to  take  a  cigarette  case  and  a  box  of  matches  from 
his  pocket,  put  a  cigarette  into  his  mouth,  take  out 
a  match,  and  light  the  cigarette.  The  power  to  ro- 
tate the  hand  is  preserved  whenever  the  pronator 
teres  is  intact  unless  there  is  fusion  at  the  lower  end  of 
the  forearm,  in  which  case  the  first  step  in  the  oper- 
ation is  mobilization  of  the  ankylosis.  Any  irregu- 
larities of  the  stump  which  retain  movement  and 
power,  such  as  a  portion  of  the  carpal  ones,  are 
utilized  as  motors  to  communicate  movement  to  the 
fingers.  E.  M.  Miller. 

Gallie,  W.  E. :  Observations  on  the  Lengthening  of 
Amputation  Stumps.   Lancet,  1919,  cxcvii,  282. 

The  author  states  that  amputations  in  which  the 
femur  is  sectioned  less  than  3  inches  below  the  lesser 
trochanter  make  most  unsatisfactory  stumps  to  fit 
with  artificial  legs  and  in  this  article  describes  a 
case  in  which  a  short  stump  was  successfully  length- 
ened. 

The  operation  was  performed  in  the  Canadian 
General  Hospital  at  Buxton,  England.  The  patient 
was  admitted  April  15,  1918,  with  a  discharging 
sinus  following  an  amputation  of  the  thigh  at  about 
the  juncture  of  the  upper  and  middle  thirds. 
On  May  3,  the  terminal  inch  which  consisted  of 
necrotic  bone  was  removed,  leaving  only  2}4  inches 
of  stump  below  the  lesser  trochanter.    The  wound 
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was  closed  without  drainage  and  healed  in  two 
months. 

An  artificial  limb  was  tried  but  the  stump  was  so 
short  that  when  the  thigh  was  flexed  the  bone  slipped 
forward  over  the  top  of  the  socket.  The  choice  then 
lay  between  fitting  a  tilting  table  leg  and  lengthen- 
ing the  femur.  On  February  27,  1919,  the  flaps 
were  again  reflected  back,  the  bone  exposed  as  high 
as  the  greater  trochanter,  and  7,^4  inches  of  the 
shaft  of  the  bone  cut  free  with  an  osteotome.  This 
piece  of  bone  was  then  slid  downward  so  as  to 
lengthen  the  femur  2>^  inches  and  fastened  with 
two  beef  bone  screws.  The  flaps  were  dissected  up 
sufl[iciently  so  that  it  was  possible  to  draw  them  down 
and  close  them  over  the  end  of  the  bone.  The 
wound  healed  by  primary  union,  the  fragments  were 
solidly  united  in  two  months,  and  the  patient  is  now 
wearing  an  artificial  limb. 

Gallie  suggests  that  more  adequate  fixation,  such 
as  converting  the  screws  into  bolts  by  using  nuts 
made  of  beef  bone  might  be  a  safer  procedure.  He 
mentions  also  silver  wire,  brass  ribbon,  and  metal 
bolts  but  prefers  beef  bone  because  it  unites 
rapidly  with  living  bone  and  undergoes  absorption 
and  replacement.  When  the  stump  is  too  short 
and  when  it  is  not  wise  to  obtain  a  graft  from  the 
other  leg,  the  material  required  might  be  obtained 
from  a  recently  amputated  leg. 

In  transplantation  of  bone  from  another  patient 
or  from  a  recently  amputated  limb  it  might  be  well 
to  make  sure  that  the  cells  of  the  one  patient  are 
capable  of  living  in  the  lymph  of  the  other  as  indi- 
cated by  testing  their  bloods  for  haemolysis  and 
agglutination. 

The  operation  described  was  performed  six 
months  ago.  New  bone  has  restored  the  shaft  where 
the  graft  was  removed  to  its  normal  thickness  and 
has  also  increased  the  thickness  of  the  graft  itself. 

The  author  concludes  his  article  by  suggesting 
that  as  it  seems  possible  to  lengthen  bone  success- 
fully in  amputations,  the  skin  flaps  should  be  left 
very  long  when  subsequent  operation  is  anticipated 
so  that  later  sufficient  skin  will  be  available  to  cover 
the  graft  properly.  R.  B.  Martin. 

Bradford,  E.  H.:  Ambulatory  Treatment  of  Frac- 
ture of  the  Femoral  Neck.  Boston  M.  &•  S.  J., 
1919,  clxxxi,  10. 

The  work  of  the  orthopedic  surgeon  has  now  a 
broader  scope  than  formerly.  On  account  of  his 
training  and  experience  in  dealing  with  non-opera- 
tive details  as  well  as  his  operative  skill,  he  is  able 
to  assist  other  branches  of  medicine.  He  has  given 
precision  to  the  methods  for  the  operative  treatment 
of  club-foot  and  rachitic  deformities  which  are  now 
easily  and  definitely  curable  by  any  properly  trained 
general  surgeon.  He  has  added  to  the  medical  under- 
standing of  paralytic  affections  and  given  scientific 
basis  for  the  successful  management  of  tuberculous 
bone  and  joint  diseases. 

Illustrative  of  what  may  be  done  by  the  methods 
of  the  orthopedic  surgeon  the  following  case  is  cited: 


A  woman,  64  years  old,  fell  while  working  and 
fractured  the  neck  of  her  femur,  Feb.  18, 191 8.  The 
clinical  diagnosis  was  confirmed  by  the  X-ray.  In- 
stead of  plaster  or  a  bed  weight-extension  apparatus 
it  was  decided  to  employ  the  traction  abduction 
appliance  formerly  used  in  the  treatment  of  hip 
disease.  This  appliance  is  a  perineal  ring  crutch 
with  a  traction  attachment  and  an  abduction  arm 
which  presses  upon  the  side  of  the  perineum  opposite 
the  fracture.  Its  advantages  are  that  it  furnishes 
more  fixation  at  the  hip  than  can  be  obtained  by  a 
plaster  spica,  provides  practical  abduction  without 
pressure,  and  allows  painless  change  of  position  in 
bed  and  early  locomotion  on  crutches. 

By  the  use  of  this  splint  the  patient  made  a  remark- 
ably satisfactory  recovery.  February  28,  or  ten  days 
after  injury,  she  was  able  to  sit  up  in  bed.  March 
7  she  spent  part  of  the  day  on  a  couch.  March  12 
she  moved  about  the  room  in  a  crutch  walking-frame 
and  soon  changed  to  crutches.  April  15  all  traction 
was  removed.  On  April  30  the  splint  was  removed 
for  short  periods  at  night,  the  length  of  these  periods 
being  increased  until  May  18,  when  the  splint  was 
discarded  entirely.  The  patient  resumed  work  in 
the  autumn,  three  months  after  the  injury,  and  has 
now  practically  no  shortening  and  no  discomfort  or 
limp. 

Two  other  cases  in  which  good  results  were 
obtained  are  also  cited.  M.  H.  Hobart. 

Corlette,  C.  E. :   Three  New  Amputations  of  the 
Foot,  Each  Conserving  the  Calcaneal  Tread.  • 

Med.  J.  Australia,  1919,  i,  8,  479,  502,  526. 

The  operations  reported  a,re  outlined  briefly  as 
follows : 

OPERATION  NUMBER    I 

1.  Make  incision. 

2.  Disarticulate  at  the  mediotarsal  joint. 

3.  Cut  off  the  lower  part  of  the  head  of  the 
talus,  with  the  slope  a  little  backward  and  upward. 

4.  Cut  away  the  sustentaculum  tali. 

5.  Cut  down  the  upper  part  of  the  anterior  pro- 
jection of  the  greater  process. 

6.  Remove  the  interosseous  ligament.  .Cut  the 
lateral,  medial,  and  posterior  talocalcaneal  liga- 
ments, and  the  calcaneofibular  band  of  the  lateral 
ligament  of  the  ankle.  Separate  the  soft  parts 
from  the  sides  and  upper  part  of  the  calcaneus. 
Cut  short  useless  tendons. 

7.  Continue  the  plane  of  section  on  the  lower 
aspect  of  the  talus  backward  and  upward  imtil  a 
plane  cut  surface  remains  and  the  whole  articular' 
surface  is  removed. 

8.  Shave  down  the  upper  aspect  of  the  calcaneus 
until  a  plane  surface  with  an  upward  and  backward 
slope  is  produced,  suitable  for  fitting  beneath  a  simi- 
lar surface  on  the  talus. 

9.  Push  the  calcaneus  forward  till  it  projects 
about  2  centimeters  in  front  of  the  head  of  the  talus 
and  adjust  it  to  fit  there  neatly. 

10.  Bore  holes  from  side  to  side  through  the  neck 
of  the  talus  and  through  the  calcaneus  in  such  a  posi- 
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tion  that  a  wire  ligature  passed  through  the  holes  and 
tightened  will  hold  both  firmly  in  their  destined  posi- 
tion, relative  to  one  another. 

1 1 .  Trim  the  flaps,  but  leave  the  anterior  tendons 
long  enough  to  suture  to  the  base  of  the  lower  flap. 

12.  Remove  the  tourniquet  and  attend  to  haemo- 
stasis. 

13.  Wire  the  bones  tightly  together  with  stout 
wire  (i  to  2  millimeters). 

14.  Trim  away  any  excessive  projection  of  bone 
(greater  process  of  the  calcaneus). 

15  and  16.  Suture  the  tendons  and  close  the 
wound. 

OPERATION  NUMBER  2 

1.  Make  incision  and  disarticulate  at  the  medio- 
tarsal  joint. 

2.  Cut  off  the  sustentaculum  tali. 

3.  Remove  the  talus. 

4.  Separate  the  soft  tissues  from  the  side  and 
upper  part  of  the  calcaneus.  Shorten  the  tendons. 
Cut  away  the  remains  of  the  anterior  ligament  of  the 
ankle-joint  from  the  lip  of  the  lower  extremity  of  the 
tibia,  and  clear  away  the  soft  tissues  from  the  surface 
and  borders  of  each  malleolus. 

5.  Cut  away  the  prominent  upper  anterior  projec- 
tion of  the  greater  process  of  the  calcaneus. 

6.  Cut  the  plane  surface  on  the  upper  aspect  of 
the  calcaneus  with  the  slope  upward  and  backward; 
cut  until  a  good  breadth  of  cut  reaches  well  back- 
ward. It  is  usually  best  to  reach  as  far  as  the  smooth 

■  portion  of  the  posterior  surface. 

7.  Cut  a  plane  horizontal  surface  on  the  distal  ex- 
tremity of  the  tibia  between  the  two  malleoli. 

8.  Shear  off  half  the  downward-projecting  length 
of  the  lateral  malleolus.  Then  thin  it  and  bevel  it  to 
reduce  its  bulk.  Conserve  the  articular  face  on  its 
deep  aspect. 

9.  Drill  each  malleolus  in  a  transverse  direction. 

10.  Make  a  trial  fitting  of  the  calcaneus  to  the 
under  aspect  of  the  tibia  between  the  malleoli,  the 
calcaneus  to  be  slid  forward  in  a  well-advanced  posi- 
tion. Make  a  drill  hole  across  the  calcaneus  in  such 
a  position  that  a  wire  ligature  passed  through  it  and 
through  the  malleoli  on  either  side  will  hold  the  cal- 
caneus up  into  position  against  the  tibia  between  the 
malleoli  when  drawn  taut. 

11.  Attend  to  haemostasis. 


12.  Wire  up  tight  with  i  millimeter  silver  wire. 
Tendon  may  be  substituted, 

13.  Trim  away  any  projecting  bone. 

14.  Close  the  wound. 

OPERATION  NUMBER  3 

1.  Make  skin  incision  and  amputate  through  the 
mediotarsal  joint. 

2.  Remove  the  sustentaculum  tali. 

3.  Remove  the  talus. 

4.  Remove  a  slice  of  the  distal  extremity  of  the 
tibia  and  the  lateral  malleolus  as  in  Syme's  operation 
but  with  an  osteotome. 

5.  Remove  the  upward  projection  of  the  greater 
process,  and  then  shave  down  the  calcaneus  to  form 
a  plane  surface  with  a  slope  upward  and  backward. 
Cut  away  any  surplus  lengths  of  useless  tendons. 

6.  Push  forward  the  calcaneal  remnant  into  a 
well-advanced  position  after  attending  to  haemo- 
stasis, and  fix  it  there  by  a  2-millimeter  wire  ligature 
passed  through  boreholes  made  from  side  to  side 
through  the  tibia  and  the  calcaneus.  Cut  back  any 
excessive  projection  of  the  calcaneus. 

7.  After  final  trimming  of  flaps,  etc.,  where  neces- 
sary, and  complete  haemostasis,  suture  up  the  wound. 

K.  L.  Vehe. 

ORTHOPEDICS  IN   GENERAX 

Bradford,  E.  H. :  The  Treatment  of  Round  Shoul- 
ders. Boston  M.  &*  S.  J.,  1919,  cLxxxi,  30. 

Round  shoulders,  a  form  of  curvature  of  the  spine, 
is  a  chronic  affection  which  should  have  the  careful 
thought  and  consideration  of  the  orthopedic  sur- 
geon. It  is  due  chiefly  to  abnormal  conditions  such 
as  faulty  posture  with  resultant  strain  on  inade- 
quate muscles  and  ligaments. 

It  is  important  to  know  when  children  are  threat- 
ened with  an  increase  of  these  curves  and  what  ab- 
normal conditions  should  be  removed.  The  average 
child  spends  six  to  eight  of  his  twelve  or  more  waking 
hours  in  ill-fitted  chairs.  Faulty  clothing  and  imper- 
fect hygiene  must  also  be  taken  into  consideration 
as  well  as  the  lack  of  sufl&cient  healthy  exercise  out- 
of-doors. 

After  studying  the  individual  case,  corrective 
treatment    should    be    undertaken    as    demanded. 


Figs.  I,  2,  and  3:  Faulty  chair  attitude  and  weakened  back, 
correcting  hollow-back  attitude.     Fig.  5:  Check- rein  brace. 

{Bradford,  E.  H. :  The  Treatment  of  Round  Shoulders) 
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Exercises  to  strengthen  weak  muscles  are  important 
and  so  simple  that  as  a  rule  they  can  be  performed 
daily  at  home.  These  should  always  be  adapted  to 
the  given  case.  Usually  it  is  the  long  muscles  of  the 
back  and  neck  which  require  treatment  but  occasion- 
ally the  glutei,  the  abdominal  muscles,  and  those 
attaching  the  scapulae  to  the  trunk  must  be  strength- 
ened. Free  exercises  or  exercises  with  simple  appara- 
tus such  as  dumb  bells  and  ordinary  weight  and 
pulley  machines  are  adequate.  Chest  expansion  is 
obtained  by  running  at  play  and  deep  breathing 
exercises.    Creeping  is  good  for  sagging  backs. 

Daily  recumbency  to  break  the  long-continued 
back  strain  is  beneficial.  For  this  there  should  be 
placed  on  the  bed  a  reclining  board  which  should  be 
long  enough  to  reach  from  the  head  to  below  the 
buttocks,  sloped  sufficiently  to  support  most  of  the 
weight  of  the  head,  and  sufficiently  narrow  to  allow 
free  play  of  the  shoulders. 

The  ideal  treatment  for  children  with  weakened 
backs  is  active  varied  exercise  with  short  intervals 
of  recumbency. 

The  improvement  is  always  slow  and  very  gradual. 
Careful  examination  and  notes  of  progress  are 
essential.  In  the  back  of  a  normal  child  there  should 
be  no  space  between  the  spine  and  the  floor,  except 
at  the  neck,  when  he  lies  flat  with  the  thigh  flexed. 
The  chest  should  be  well  rounded  and  the  shoulders 
should  touch  the  floor. 

Certain  cases  of  increasing  curves  demand  some 
form  of  spinal  support  which  should  be  directed 
toward  preventing  the  head  from  stooping  forward, 
the  chest  from  flattening,  and  the  dorsolumbar  spine 
from  bending  forward.  Such  a  check-rein  brace  can 
be  made  from  two  crossed  pieces  of  flat  steeling 
fastened  against  the  back  and  shoulder  blades  by 
•straps  around  the  neck,  shoulders,  and  abdomen. 

The  treatment  is  necessarily  tedious,  but  need  not 
be  burdensome.  M.  H.  Hobart. 


Perera,  A.:  The  Methods  of  Choice  in  the  Treat- 
ment of  Flatfoot  (Tratamientos  de  elecci6n  en  el 
pie  piano).  Med.  Ihera,  1919,  Nfimero  extraordi- 
nario,  i  Cong.  nac.  de  med.  y  drug.,  54. 

No  one  method. of  treatment  is  applicable  to  all 
cases  of  flatfoot  for  the  various  types  are  of  diverse 
etiology  and  pathologic  anatomy.  In  general,  the 
slow,  progressive,  and  gentle  procedures  are  most 
valuable.  Violent  measures,  such  as  forced  straight- 
ening under  anaesthesia  and  maintenance  of  the 
reduction  by  immovable  bandages,  should  be  dis- 
carded. 

In  congenital  flatfoot,  adjustment  and  fixation 
are  indicated,  the  latter  obtained  by  bandages  or 
other  means.  In  traumatic  flatfoot  good  braces 
should  be  used.  In  rachitic  flatfoot  the  natural 
tendency  is  toward  a  cure  but  in  the  meantime  the 
foot  should  be  massaged  and  suitable  shoes  should 
be  worn.  For  paralytic  flatfoot  tendon  transplanta- 
tion in  some  instances,  arthrodesis,  massage,  and 
electrical  treatment  are  recommended.  For  flatfoot 
with  static  valgus,  not  fixed,  massage,  gymnastics, 
and  progressively  corrective  shoes  should  be  pre- 
scribed. In  other  cases  massage  of  the  muscles 
of  the  leg,  electrical  treatment,  and  shortening  of 
the  tendons  may  be  necessary.  If  the  flatfoot  is 
contractural,  the  treatment  should  consist  of  rest, 
the  application  of  fomentations,  careful  motion, 
massage,  and  the  use  of  corrective  shoes,  or  better, 
the  application  of  bandages  with  the  foot  in  slightly 
modified  position  without  the  use  of  anaesthesia. 
Occasionally  tenotomy  may  be  necessary.  In  cases 
of  flatfoot  with  bony  deformity,  cuneiform  resection, 
and,  if  there  is  extreme  valgus,  tibial  osteotomy 
may  be  indicated. 

Each  case  must  be  studied  carefully.  Before 
treatment  is  begun  and  during  its  course  roent- 
genograms should  be  made  in  order  to  decide  what 
changes  may  be  necessary.  M.  M.  Matthies. 


SURGERY  OF  THE   SPINAL  COLUMN  AND   CORD 


Hertzberg,  H.:  Fracture  and  Dislocation  of  the 
Dorsal  Spine  and  Complete  Rupture  of  the 
Cord.    N.  York.  M.  J.,  1919,  cix,  1028. 

The  case  reported  is  that  of  a  man,  aged  26,  who 
received  a  fracture  and  dislocation  of  the  spine  with 
rupture  of  the  cord  from  a  backward  fall  of  20  feet 
from  the  roof  of  a  building  onto  a  rock  pile. 

Shock  treatment  was  instituted,  rendering  the 
patient  in  condition  for  operation  nine  hoUrs  after 
entering  the  hospital.  Exposure  revealed  fractures 
of  the  ninth  and  tenth  dorsal  vertebrae,  parts  of 
which  were  driven  into  the  spinal  canal.  Both  spi- 
nous processes  were  broken  off  at  their  junction  with 
the  laminae.  The  fracture  line  ran  vertically  through 
the  center  of  the  tenth  vertebra,  splitting  it  into 
halves.  The  entire  spine  below  the  ninth  vertebra 
was  driven  forward  so  that  the  under  surface  of  the 
eighth  was  palpable.    The  articular  processes  were 


not  fractured,  but  the  capsular  ligaments  on  both 
sides  were  torn  away  completely.  The  spinal  canal 
was  empty  except  for  a  blood  clot  and  some  glisten- 
ing tissue  along  the  anterior  wall. 

Traction  was  exerted  on  the  feet  by  a  pulley  and 
counter-extension  maintained  by  a  strap  placed 
around  the  patient's  chest,  the  ends  passing  under 
his  arms  and  crossing  at  the  occiput.  Sufficient  trac- 
tion was  exerted  so  that  the  impaction  at  the  site  of 
the  fracture  could  be  freed,  and  by  manual  manipu- 
lation a  perfect  reposition  was  obtained.  Backward 
flexion  of  the  chest  maintained  by  a  sandbag  was 
necessary  to  retain  the  articular  processes  in  apposi- 
tion with  their  respective  articular  facets. 

Examination  of  the  spinal  canal  revealed  a  glisten- 
ing structure  at  the  front,  which  proved  to  be  the 
cord  greatly  attenuated  as  it  had  been  stretched  out 
at  the  time  of  fracture.  The  wound  was  closed  with- 
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out  drainage.  The  patient  was  placed  upon  a  pre- 
viously prepared  frame  over  which  canvas  had  been 
tightly  stretched.  Slits  were  cut  in  the  canvas,  out- 
lining the  patient's  body,  and  through  these  the  en- 
tire trunk  from  pelvis  to  forehead  was  encased  in 
plaster. 

A  severe  cystitis  soon  developed  despite  careful 
catheterization  and  irrigation  every  six  hours  day 
and  night.  Six  months  later  the  patient  voided  volun- 
tarily for  the  first  time  since  the  accident. 

Two  weeks  after  the  operation  pus  was  noticfed 
oozing  from  the  lower  edge  of  the  cast.  A  window 
having  been  cut  in  the  cast,  the  pus  was  found  to  be 
coming  from  a  gangrenous  spot  over  the  sacrum. 

When  subjected  to  pressure,  even  if  only  for  a 
short  period,  the  tissues  over  all  the  bony  prominen- 
ces became  gangrenous.  The  whole  of  the  posterior 
bony  wall  of  the  sacrum  and  the  entire  coccyx  died 
and  had  to  be  removed.  Both  heels  also  broke  down, 
necessitating  removal  with  a  goodly  portion  of  each 
OS  calcaneum. 

The  temperature  was  septic  and  the  bowels  moved 
involuntarily,  frequently,  and  almost  continuously. 
The  sloughs  were  cut  out  as  rapidly  as  demarcation 
was  evident.  The  wounds  were  dressed  with  balsam 
of  Peru  and  kept  clean  with  benzine.  The  latter 
proved  very  efficacious  in  that  it  removed  all  broken- 
down  fat,  pus,  and  secretion  from  the  wound  and 
was  non-toxic. 

By  the  end  of  the  fifth  month  the  wounds  had 
cleaned  up  and  granulated  sufficiently  to  warrant  re- 
moving the  cast.  The  operation  wound  had  healed 
by  first  intention,  the  spine  was  in  perfect  line  and  ap- 
position, and  apparently  firm,  bony  union  had 
taken  place.  There  was  no  improvement  in  the  par- 
alysis, however,  and  owing  to  contractures  about  the 
joints  it  was  not  possible  to  flex  the  hips  or  the  knees. 


To  leave  the  patient  in  bed  meant  death  from  in- 
anition and  septic  absorption  in  a  short  time,  A 
ladder  was  therefore  fixed  above  the  entire  length 
of  his  bed,  just  high  enough  to  enable  him  to  reach 
it  with  his  hands.  Five  months  later  he  was  able  to 
pull  himself  up  through  the  ladder,  stand  upon  bis 
feet,  and  balance  himself.  This  improved  his  general 
condition  immensely.  An  apparatus  in  the  form  of  a 
baby's  safety  chair  was  then  constructed  to  make 
him  an  ambulatory  patient.  This  consisted  of  an 
iron  framework  on  rollers  with  a  bicycle  saddle  seat 
suspended  on  three  straps,  but  as  there  was  no  back 
rest  it  did  not  meet  the  requirements.  Moreover, 
the  pressure  of  the  saddle  on  the  tissues  overlying 
the  tuber  ischii  caused  them  to  slough  and  this  con- 
fined the  patient  to  his  bed  for  another  month.  The 
balancing  exercises  were  continued  during  this  time. 

A  new  frame  was  then  constructed  which  furnished 
support  for  the  back.  With  this  and  fixation  of  the 
legs  by  hip  braces  the  patient  was  soon  able  to  pro- 
pel himself  about  the  ward.  His  general  condition 
improved  and  he  regained  his  balance  to  such  a  de- 
gree that  in  four  months  he  was  able  to  walk  the  en- 
tire length  of  the  ward  with  but  slight  support. 
After  much  assurance  and  persuasion  he  attempted 
walking  with  crutches.  The  hip  braces  were  dis- 
carded and  split  plaster  casts  applied  to  each  leg. 
These  permitted  the  use  of  shoes  but  the  latter 
caused  sloughing  of  the  big  toes.  Tennis  shoes,  how- 
ever, eliminated  this  trouble,  and  the  patient  was 
soon  able  to  go  about  unattended.  He  was  able  to 
go  upstairs  by  sitting  on  one  step  and  raising  his 
body  to  the  next  with  his  arms. 

While  he  is  now  absolutely  paralyzed  with  prac- 
tically complete  anaesthesia  below  the  lumbar  re- 
gion, nevertheless  he  can  again  become  partially, 
if  not  totally,  self-supporting.     P.  H.  Kreuscher. 


SURGERY  OF  THE  NERVOUS  SYSTEM 


Blanc  y  Fortacin:  Nerve  Stretching  in  the  Treat- 
ment of  Trophic  and  Inflammatory  Processes 

(La  elongaci6n  nerviosa  en  el  tratamiento  da  los 
procesos  tr6ficos  e  inflamatorios).  Med.  Ibera, 
19 19,  Nflmero  extraordinario,  i  Cong.  nac.  de  med. 
y  cirug.,  49. 

The  stretching  of  nerves  in  trophic  processes 
has  been  employed  with  success  in  cases  of  incipient 
gangrene  of  the  toes,  perforating  ulcer,  and  vascular 
disturbances  of. the  angiospasmodic  type  not  de- 
pendent upion  any  compressing  lesion  of  an  artery  or 
vein. 

Blanc  y  Fortacin  has  used  this  method  on  thick 
nerve  trunks,  the  sciatic  and  popliteal  nerves,  for 
lesions  of  the  leg  and  foot,  the  regions  chiefly  affected. 

Stretching  of  a  nerve  provokes  immediate  vasodi- 
lation due  to  paralysis  of  the  sympathetic  fibers 
within  the  nerve,  this  vasodilation  being  manifested 
by  increased  heat  in  the  extremity  and  elevation  of 
the  arterial  tension  as  measured  by  the  oscillometer. 


The  immediate  effects  consist  in  a  diminution  of 
pain  and  an  increase  in  the  color  of  the  base  of  the 
trophic  ulcer  or  of  the  tissue  outlining  the  area 
threatened  with  gangrene.  The  process  is  contra- 
indicated,  however,  in  cases  of  septic  gangrene  with 
or  without  emphysema.  In  cases  of  dry  gangrene 
stretching  of  the  nerves  restores  vitality  to  the 
tissues  near  the  focus  and  thereby  makes  possible 
a  lower  amputation. 

This  favorable  change  in  the  circulation  of  the 
extremity  was  demonstrated  by  the  author  in 
many  cases  by  the  reaction  of  Moskovicz  and  in 
his  opinion  is  due  undoubtedly  to  the  development 
of  the  collateral  circulation  resulting  from  the 
vasodilation. 

In  various  cases  the  author  was  able  by  this 
means  to  avoid  amputation,  in  one  instance  an 
amputation  of  the  knee,  and  in  another,  an  amputa- 
tion of  the  tibiotarsal  joint.  In  all  cases  there  were 
observed:    (i)  a  decrease  in  the  swelling;  (2)  the 
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initiation  of  movements  without  pain;  (3)  a  de- 
crease in  the  sjuppuration  in  open  lesions;  and  (4) 
an  increase  in  heat  and  blood  pressure. 

M.  M.  Matthies. 

Pollock,  L.  J.:  Peripheral  Nerve  Injuries,  with  Es- 
pecial Reference  to  Lesions  of  the  Brachial 
Ple:5U8.  Surg.  Clin.  Chicago,  1919,  iii,  849. 

The  author  presented  7  cases  at  his  clinic  for  the 
purpose  of  demonstrating  some  of  the  types  of  le- 
sions of  the  brachial  plexus. 

Cases  with  involvement  of  the  musculospiral  or 
radial  nerve  show  three  distinct  primary  symptoms 
pathognomonic  of  this  condition:  (i)  wrist-drop;  (2) 
inability  to  extend  the  first  phalanges  of  the  fingers; 
and  (3)  inability  to  extend  the  thumb. 

Ulnar  palsy  is  characterized  also  by  three  primary 
clinical  symptoms:  (i)  weakness  or  paralysis  of  the 
adductor  pollicis,  demonstrated  by  inability  to 
grasp  a  flat  object  firmly  between  the  thumb  and 
forefinger  of  the  affected  hand  without  using  the 
flexor  or  the  thumb;  (2)  clawing  produced  by  the 
over-action  of  the  extensors  of  the  fingers;  and  (3) 
inability  to  flex  the  little  finger  with  the  terminal 
phalanges  extended. 

Paralysis  of  the  median  nerve  is  characterized  by 
the  three  following  clinical  facts:  (i)  inability  to 
oppose  the  thumb  to  the  little  finger;  (2)  inability  to 
flex  the  terminal  phalanges  of  the  thumb;  and  (3) 
inability  to  flex  the  index  finger. 

Combined  lesions  of  the  ulnar  and  median  nerves 
produce  the  ape-like  hand. 

One  of  the  interesting  observations  in  lesions  of 
the  brachial  plexus  is  the  coincidence  of  a  lesion  of 
the  spinal  cord  with  these  injuries.  Emphasis  is 
placed  upon  the  necessity  for  careful  observation 
of  the  patients  before  and  after  operation,  in  regard 
to  both  the  motor  and  the  sensory  function. 

E.   C.   ROBITSHEK. 

Lewis,  D. :  Peripheral  Nerve  Surgery.  Surg.  Clin. 
Chicago,  1919,  iii,  769. 

The  author  presents  five  cases  of  nerve  injury 
treated  at  his  clinic,  giving  in  each  instance  the 
history  and  the  findings  at  the  time  of  the  operation. 
In  the  first  case,  the  musculospiral  nerve  was  found 
to  be  compressed  by  a  very  delicate  piece  of  connec- 
tive tissue  which  reduced  its  diameter  almost  one 
half.  In  the  second  case,  a  distinct  neuroma  was 
discovered  at  the  distal  end  of  the  proximal  segment 
of  the  external  popliteal  nerve.  In  the  third  case, 
the  ulnar  and  median  nerves  were  bound  down  in 
scar  tissue.  The  median  nerve  he  injected  with  60 
per  cent  alcohol.  In  the  fourth  case,  spindle-like 
enlargements  of  both  median  and  ulnar  nerves  were 
found  as  well  as  scar  tissue  at  the  site  of  injury.  In 
the  fifth  case,  there  was  a  distinct  neuroma  of  the 
external  popliteal  nerve.  After  the  scar  tissue  was 
resected  in  this  instance,  a  long  defect  remained  and 
as  it  was  impossible  to  unite  the  ends  of  the  nerves 
nerve  transplantation  was  attempted.- 

In  all  nerve  surgery,  pinching  of  the  nerve  or  any 


undue  roughness  should  be  avoided.  If  a  diagnosis 
of  complete  anatomical  or  physiological  interruption 
is  made,  an  operation  should  be  performed.  When 
there  is  anatomical  interruption  end-to-end  suture 
is  the  only  operation  which  gives  any  assurance  of 
a  high  percentage  of  recoveries.  Nerve  grafting 
should  be  performed  when  end-to-end  suture  cannot 
be  done.  Neurolysis  is  an  operation  which  the 
author  believes  should  be  performed  often.  Muscle 
neurolysis  is  preferable  to  any  other  type.  Emphasis 
is  placed  upon  the  necessity  for  careful  and  diligent 
after-treatment  in  these  cases.       E.  C.  Robitshek. 

Adson,  A.  W. :  A  Clinical  Study  of  Nerve  Anastomo- 
sis.  Ann.  Surg.,  1919,  Ixx,  157. 

A  brief  review  of  the  history  of  nerve  anastomosis 
details  of  the  etiology  of  the  conditions  requiring 
such  treatment,  the  histology  of  nerve  regeneration, 
the  different  operations  and  their  results  are  given 
with  the  end-results  of  41  cases  of  nerve  anastomosis 
having  a  postoperative  record  of  sixteen  months  or 
more. 

In  discussing  the  operative  procedures  the  author 
emphasizes  three  distinct  conditions  which  may  be 
found  and  their  treatment: 

1.  Neuromata  on  both  ends  of  a  severed  nerve, 
the  larger  being  on  the  proximal  end.  These  must 
be  resected  before  anastomosis  is  attempted. 

2.  Trauma  to  the  nerve  with  the  development  of 
interstitial  neuritis  and  pseudoneuromata.  This 
condition  suggests  neurolysis  if  the  function  is  50 
per  cent  or  more;  otherwise,  resection  and  end-to- 
end  anastomosis  should  be  done. 

3.  Constriction  of  the  nerve. in  scar  tissue  or 
callus  which,  with  regard  to  resection,  is  treated  as 
are  cases  of  trauma. 

The  operation  of  choice  is  end-to-end  anastomosis 
effected  without  tension  and  with  fine  sutures  of 
silk.  If  the  operator  is  compelled  to  leave  a  gap 
between  the  sutured  ends,  it  should  be  less  than  3 
centimeters  and  may  be  bridged  with  autogenous 
transplants  of  sensory  fibers  or  by  fascial  tubuli- 
zation.  If  the  gap  measures  more  than  5  centi- 
meters, tendon  transplantation  or  arthrodesis  is 
advised. 

It  is  emphasized  that  regeneration  occurs  quite 
successfully  during  the  first  year,  but  that  the 
amount  of  regeneration  diminishes  as  time  elapses  . 
between  the  date  of  the  injury  and  that  of  the  repair, 
the  results  being  only  fair  after  the  second  year  and 
very  rarely  successful  after  the  fifth. 

The  average  amount  of  return  of  function  in  the 
41  cases  reported  is  62  per  cent.  Seventy-three  per 
cent  of  the  patients  operated  upon  showed  improve- 
ment. In  17  per  cent  of  the  cases  the  operation  was 
a  total  failure  and  in  10  per  cent  gave  indefinite  re- 
sults. 

Coriat,  I.  H.:  A  New  Sign  of  Nerve  Regeneration. 

Boston  M.  &"  S.  J.,  1919,  ckxxi,T63. 

The  author  directs  attention  to  a  new  and  im- 
portant sign  of  nerve  regeneration,  namely,  formica- 
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tion  and  tingling  produced  by  pressure.  He  believes 
that  formication  occurs  usually  at  about  the  fourth 
or  sixth  week  and  indicates  the  presence  of  young 
axis-cylinders  in  the  process  of  active  regeneration. 
Coriat  quotes  Tinel's  description  of  this  test.  He 
believes  that  it  is  very  easily  applied,  but  should 
be  carefully  done  in  each  case  as  the  tingling  produced 
by  neuroma  formation  may  lead  to  error. 

In  neuroma  formation  or  in  the  early  stages  of 
regeneration  without  neuroma  formation,  the 
formication  is  limited  to  the  level  of  the  lesion.  In 
neuroma  forrnation  also,  when  the  regenerating 
axis-cylinders  are  blocked  and  may  consequently 
lose  themselves  in  the  surrounding  tissues,  the 
formication  remains  fixed  at  the  level  of  the  lesion. 
In  actual  regeneration  of  the  nerve  the  formication 
progresses  over  the  zone  of  the  growth  of  the  axis- 


cylinders  and  may  be  detected  finally  along  a  part 
or  all  of  the  cutaneous  distribution  of  the  nerve. 
However,  while  for  a  time  it  may  involve  the  entire 
cutaneous  distribution,  it  may  be  detected  finally 
only  in  the  extreme  periphery  as  regeneration  be- 
comes complete. 

The  exact  cause  of  this  formication  is  difficult  to 
state,  but  since  it  can  be  produced  by  a  far  lighter 
pressure  than  formication  in  an  uninjured  nerve, 
it  is  probably  due  to  an  increased  sensitiveness  of  the 
young  axis-cylinders.  However,  it  is  best  not  to 
rely  upon  the  formication  sign  alone.  The  test 
should  be  carefully  correlated  with  the  findings  of 
other  investigations  of  the  nerve  lesion,  such  as 
those  to  determine  the  protopathic  and  epicritic 
sensibility,  regeneration  pain  points,  and  electrical 
reactions.  E.  C.  Robitshek. 
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Gorachan  Garcia  and  Gallart  Mones:  A  Study  of 
the  Coagulation  of  the  Blood  as  a  Factor  in 
Surgical  Prognosis  (El  estudio  de  la  coagulaci6n 
sangufnea  como  dato  pron6stico  en  cirugia).  Med. 
Ibera,  1919,  Ndmero  extraordinario,  i  Cong.  nac. 
de  med.  y  cirug.,  52. 

The  authors  use  Bloch's  method  of  determin- 
ing the  coefficient  of  coagulation  of  the  blood. 

Under  the  conditions  of  their  test  the  citrated 
blood  is  very  similar  to  the  fluid  blood  in  the  blood 
vessels. 

In  blood  which  coagulates  normally,  coagulation 
begins  in  the  tube  when  the  ratio  of  sodium  citrate 
to  calcium  chloride  is  as  i  is  to  2.  When  the  ratio 
is  as  I  is  to  I  the  clot  is  complete. 

Calcium  chloride  greatly  increases  the  coagulation 
index. 

The  appearance  of  postoperative  haematomata  in 
patients  with  a  coagulation  index  below  normal  is  an 
observed  fact. 

A  low  coagulation  index  may  be  brought  up  to 
normal  before  operation  by  treatment  with  calcium 
chloride  and  gelatine. 

Patients  with  venous  thrombosis  have  a  normal 
coagulation  index.  Thrombosis  does  not  depend  up- 
on a  high  coagulation  index  alone  but  also  upon  oth- 
er concurrent  cases,  one  of  which  usually  is  infection. 

M.  M.  Matthies. 

Lundsgaard,  C:  Studies  of  Oxygen  in  the  Venous 
Blood.  V.  Determinations  on  Patients  with 
Ansemia.  /.  Exper.  M.,  1919,  xxx,  147. 

In  the  first  four  articles  of  this  series  facts  were 
discussed  which  indicate  that  the  oxygen  content 
of  the  venous  blood  depends  on  a  number  of  fac- 
tors: (i)  the  total  oxygen-combining  power  or  the 
haemoglobin  content  of  the  blood;  (2)  the  degree  of 
oxygen  saturation  of  the  blood  in  the  lungs;  (3) 
variations  in  the  metabolism  of  the  tissues  drained 


by  the  vein  tapped  as  compared  with  the  metabol- 
ism of  the  rest  of  the  body;  (4)  variations  in  the 
rate  of  blood  flow  through  the  tissues  drained  com- 
pared with  the  rest  of  the  body;  and  (5)  variations 
in  the  minute  volume  of  the  heart. 

In  order  to  find  the  effect  of  one  of  these  factors 
on  the  oxygen  content  of  the  venous  blood,  it  is 
necessary  to  control  the  other  factors  or  keep  them 
constant. 

This  paper  deals  with  a  study  of  the  venous  oxy- 
gen content  and  unsaturation  in  a  series  of  patients 
in  whom  the  haemoglobin  varied  over  a  wide  range. 

Nine  patients  with  anaemia  and  one  patient  with 
polycythaemia  were  selected  for  this  purpose.  The 
haemoglobin  in  these  cases  varied  from  181  to  27 
per  cent.  The  oxygen-combining  power  of  the 
blood  varied  consequently  from  33.40  to  .s.oo  vol- 
umes per  cent.  The  lungs,  which  were  examined  be- 
fore each  determination,  did  not  show  any  pathologic 
changes  which  might  influence  the  saturation  of  the 
blood.  The  blood  samples  were  drawn  at  least  two 
hours  after  a  meal  and  after  ten  minutes  of  rest. 
Apart  from  a  slight  increase  in  the  pulse  rate  in  some 
of  the  patients  there  was  no  sign  to  indicate  any  ab- 
normality in  the  circulation.  The  diuresis  and  the 
blood  pressure  were  normal. 

The  technique  in  drawing  the  blood  samples  was 
exactly  the  same  as  that  described  in  the  first 
article  of  this  series.  In  determining  the  oxygen  of 
the  venous  blood  Van  Slyke's  method  was  used. 
The  total  oxygen-combining  power  of  the  blood  was 
either  determined  directly — \'an  Slyke's  method — 
or  calculated  from  the  haemoglobin  determined  by 
Haldane's  method. 

The  results  of  these  experiments  are  summarized 
as  follows: 

I.  Determinations  of  the  oxygen  content  and  the 
oxygen  unsaturation  of  the  venous  blood  were  made 
in  the  cases  of  patients  who  had  varying  amounts  of 
haemoglobin. 
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2.  The  oxygen  unsaturation  of  the  venous  blood 
is  independent  of  the  oxygen  capacity  unless  the 
latter  is  reduced  below  the  normal  value  for  oxygen 
unsaturation  (about  s  volumes  per  cent).  In  a 
polycytha^mic  patient  with  33.4  volumes  per  cent 
oxygen  capacity  (181  per  cent  haimoglobin) ,  for 
example,  the  venous  oxygen  content  was  28  volumes 
per  cent,  giving  an  unsaturation  of  5.4  volumes  per 
cent.  Similarly,  in  an  anxmic  patient  with  only 
6.7  volumes  per  cent  oxygen  capacity  (36  per  cent 
haemoglobin),  the  venous  oxygen  was  1.5,  giving  an 
unsaturation  of  5.2  volumes  per  cent.  This  means 
that  the  tissues  extract  from  the  blood  all  the  oxygen 
they  need  with  apparently  equal  readiness,  regard- 
less of  whether  the  extraction  leaves  a  great  oxygen 
reserve  in  the  blood  as  in  polycythaemia,  or  practical- 
ly no  reserve  as  in  anaemia. 

3.  The  results  seem  to  show  that  the  resting 
organism  does  not  increase  its  circulation  until  all 
the  reserve  oxygen  is  used.  This  means  that  the 
resting  anaemic  organism  does  not  need  or  use  any 
compensation  for  its  anaemia  until  the  haemoglobin 
has  sunk  below  30  per  cent.  Below  that  value  the 
organism  increases  the  blood  flow  in  order  to  secure 
for  the  tissues  the  normal  amount  of  oxygen. 

G.  E.  Beilby. 

BLOOD  AND  LYMPH  VESSELS 

Anderson,  W.:    Contusion  of  the  Arteries.    Brit. 
J.  Surg.,  1919,  vii,  95. 

As  a  probable  cause  of  secondary  haemorrhage  or 
aneurism  contusion  of  the  arteries  is  of  considerable 
importance.  Anderson  reports  10  cases  treated  by 
himself  at  casualty  clearing  stations,  all  of  which  were 
seen  within  twelve  hours  after  the  patients  had  been 
hit. 

Not  until  191 7  did  he  suspect  a  primary,  although 
not  obvious,  injury  to  the  artery  in  cases  in  which  at 
operation  the  vein  was  found  to  be  divided  and  the 
artery  intact  and  which  later  developed  severe  second- 
ary haemorrhage.  Later  in  such  cases  he  discovered 
that  the  wall  of  the  artery  was  bruised,  and  the  pulsa- 
tion distal  to  thiswas  a  transmitted  pulsation.  Sus- 
pecting an  embolus,  he  opened  the  artery  and  foimd  a 
rupture  of  the  internal  and  middle  coats  of  the  vessel 
for  about  two-thirds  of  its  circumference  and  only  the 
smallest  amount  of  clot  at  the  edges  of  the  ciu-led-up 
coats. 

The  possible  causes  as  suggested  by  Sencert  are:  (i) 
direct  shock;  (2)  indirect  shock;  and  (3)  overstretching 
of  the  vessel.  In  two  of  Anderson's  cases  the  outer 
sheath  covering  the  artery  and  vein  was  not  penetrated 
but  showed  slight  bruising.  He  calls  attention  to  the 
following  points  of  interest: 

1.  The  velocity  of  the  missile.  In  all  of  the  cases 
except  one  there  were  entrance  and  exit  wounds. 

2.  In  all  instances  the  artery  lay  between  the  track 
of  the  missile  and  a  bone. 

3.  The  injury  of  the  vessel  was  always  on  the  side 
nearest  the  track. 

According  to  Sencert  there  are  three  degrees  to  the 


condition:  (i)  when  the  internal  coat  only  is  affected, 
showing  fine  striated  lines;  (2)  when  these  lines  pene- 
trate into  the  middle  coat;  and  (3)  when  the  internal 
and  middle  coats  are  ruptured  in  a  circular  direction 
around  the  entire  circumference  of  the  vessel.  All  of 
Anderson's  cases  were  of  the  second  group.  The 
external  appearance  showed  a  characteristic  bruising 
of  the  vessel  wall  and  a  slight  bulging  toward  the  track 
of  the  missile.  In  three  cases  in  which  there  was 
distinct  but  diminished  pulsation  below  the  site  of 
injury  he  opened  the  artery  at  the  primary  operation 
and  found  only  shreds  of  blood  clot  in  the  vicinity  of 
the  torn  coat.  In  others  opened  five  to  eight  days 
after  injury  a  firm  clot  was  discovered  occluding  the 
vessel.  After  washing  off  the  clot  the  appearance  of  the 
artery  was  the  same  as  in  the  first  three  cases,  viz.,  a 
rough,  thinned-out,  irregular  area  on  the  side  nearest 
the  wound  track  made  up  of  tunica  adventitia  only  and 
bounded  by  the  ciu-led-up  edges  of  the  timicae  media 
and  intima. 

In  the  diagnosis  the  site  of  the  wound,  the  diminution 
or  absence  of  a  distal  pulse,  and  the  appearance  of 
bruising  of  the  wall  or  sheath  of  the  vessel  should  arouse 
suspicion  of  contusion. 

At  first  the  author  opened  the  artery  with  the  idea 
of  removing  the  clot  and  re-establishing  the  circulation, 
but  later  gave  up  this  procedure  for  the  following 
reasons:  (i)  there  is  no  clot  at  this  state;  (2)  it  is 
impossible  to  suture  or  to  trim  the  edges  of  the  torn 
tunicae  satisfactorily ;  (3)  suture  of  the  tunica  adventitia 
alone  is  difficult  and  imsatisfactory;  (4)  the  lumen  of 
the  vessel  is  narrowed  and  the  chances  of  rapid  clotting 
are  increased  rather  than'decreased. 

If  there  is  the  faintest  pulsation  below  the  injury  it 
is  better  to  leave  well  enough  alone  and  tie  the  vessel 
above  and  below  the  injury  on  the  fourth,  fifth,  or  sixth 
day.  In  the  larger  vessels  Tuffier  tubes  or  venous 
grafts  are  recommended.  In  the  smaller  vessels  ligation 
above  and  below  the  injury  foiu*  to  six  days  later  is 
advocated.  This  delay  lessens  the  risk  of  gangrene, 
and  before  this  date  secondary  haemorrhage  is  not  apt 
to  occur.  The  author  emphasizes  the  importance  of 
recognizing  and  treating  the  type  of  injury  described 
in  order  to  prevent  secondary  haemorrhage. 

J.  DE  J   Pemberton. 

Walker,  C,  and  Walker,  L.:  Sudden  Detachment 
of  the  Aortic  Intima  (So-Called  Dissecting 
Aneurism).  Brit.  M.  J.,  1919,  ii,  200. 

The  author  reports  an  unusual  case  of  sudden  de- 
tachment of  the  aorta  in  a  man  65  years  of  age.  The 
patient,  who  was  apparently  in  good  health,  suddenly 
fell  and  temporarily  lost  consciousness.  On  reviving 
he  complained  of  severe  substernal  pain  and  paresis 
of  the  left  leg.  Physically  his  appearance  indicated 
severe  haemorrhage.  General  examination  revealed 
little  of  diagnostic  import.  There  was  some  paresis 
of  the  left  leg,  but  the  reflexes  and  knee-jerks  were 
normal.  The  cardiac  impulse  could  not  be  felt.  The 
heart  sounds  were  faint,  but  otherwise  normal.  The 
pulse  was  rapid,  small,  and  very  weak.  Some  im- 
provement in  the  paresis  of  the  leg  and  the  character 
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of  the  heart  beat  followed  the  administration  of 
nitrites  but  death  ensued  suddenly  in  thirty-eight 
hours. 

The  postmortem  examination  revealed  extensive 
atheromatous  changes  in  the  aorta  and  the  greater 
part  of  the  aortic  intima  lying  free  in  the  lumen.  The 
ascending  aorta  showed  a  pouch-like  dilatation.  In 
the  thoracic  aorta  the  intima  in  part  retained  its 
lumen,  but  in  the  abdominal  aorta  and  iliac  arteries 
it  was  completely  detached.  There  were  extensive 
sclerotic  changes  also  in  other  organs  and  vessels. 

In  discussing  the  mechanism  of  the  production  of 
dissecting  aneurism  the  authors  comment  on  the 
extreme  rarity  of  the  condition.  They  state  that  the 
necessary  precursors  of  such  an  aneurism  are  (i)  pro- 
found atheromatous  change,  and  (2)  a  break  in  the 
intima.  The  break  in  the  intima  may  be  produced 
in  three  ways :  ( i )  an  atheromatous  patch  may  dest  roy 
the  wall  of  a  vas  vasorum ;  (2)  it  may  break  down  and 
form  an  atheromatous  ulcer;  and  (3)  the  intima  may 
split.  These  splits  are  usually  found  in  the  ascending 
aorta  or  arch  and  probably  occur  as  a  result  of 
stretching  of  the  aorta  when  the  intima  has  become 
relatively  brittle  as  a  result  of  atheromatous  change. 
The  splits  of  themselves  are  an  insufficient  explan- 
ation of  stripping  because  breaks  in  the  aortic  intima 
are  far  more  frequent  than  aortic  dissecting  aneurism. 
In  the  opinion  of  the  authors  the  motion  of  the  blood 
stream  rather  than  the  blood  pressure  is  an  impor- 
tant factor  in  the  production  of  dissecting  aneurism. 
While  the  total  kinetic  energy  of  the  blood  cur- 
rent is  not  great  at  any  given  point,  nevertheless 
in  the  presence  of  a  break  in  the  intima  the  con- 
stant recurrence  of  2  centimeter-grams  four  thou- 
.  sand  times  per  hour  is  capable  of  producing  in  time 
appreciable  mechanical  results.  A  flap  of  the  de- 
tached intima  may  be  thrown  across  the  lumen, 
forming  a  dam,  so  that  all  of  the  kinetic  energy  is  di- 
rected to  stripping  the  intima.  The  blood  pressure 
within  the  intima  would  fall  to  zero  while  the  pres- 
sure outside  the  stripped  portion  would  rapidly 
rise  toward  ventricular  systolic  pressure. 

W.  J.  Tucker, 

SURGICAL  DIAGNOSIS,  PATHOLOGY,  AND 
THERAPEUTICS 

MacCarty,  W.  C,  and  Broders,  A.  C:  The  Role  of 
the  Pathologist  in  the  Practice  of  Medicine. 

/.  Lab.  &*  Clin.  Med.,  1919,  iv,  687. 

As  pathology  is  a  comparatively  new  science,  it 
is  only  beginning  to  be  thought  of  as  more  than  an 
interesting  luxury,  a  confirmer  of  diagnosis  after 
the  patient  is  dead. 

In  the  early  history  of  medicine,  clinicians  knew 
all  that  was  known  of  pathologic  conditions  and 
processes  simply  because  so  little  was  known  about 
them.  Today  both  the  pathologist  and  clinician 
have  more  than  they  can  do.  Scientific  efiiciency 
can  be  obtained  only  by  the  development  of  co- 
operative specialism  by  these  two  important  mem- 
bers of  the  medical  profession. 


The  authors  submit  the  statistics  compiled  in  the      j 
examination  of  49,083   patients.     In  all,   157,848      | 
laboratory  reports  were  made.    Such  reports  are  of 
value  for  the  following  reasons: 

1.  They  confirm  the  diagnosis  which  may  be  only 
suspected  clinically.  For  example,  microscopic  ex- 
amination may  confirm  the  suspicion  of  malignancy 
of  an  ulcer  of  the  stomach 

2.  They  actually  make  the  diagnosis  when  there 
are  no  clinical  diagnostic  symptoms.  The  clinician 
obtains  a  history  of  a  gastric  lesion  which  appears 
on  exploration  to  be  an  extensive  carcinoma.  The 
microscopic  examination  shows  that  the  gastric 
lymphatic  glands  are  inflamed. 

3.  They  recognize  accessory  pathologic  con- 
ditions. The  clinical  diagnosis  of  myomata  of  the 
uterus  may  be  followed  by  hysterectomy  with  the 
findings  of  a  cornual  carcinoma. 

4.  They  correct  the  clinical  diagnosis.  An  ulcer 
of  the  lip  removed  for  epithelioma  may  be  found  to 
be  syphilitic. 

5.  They  confirm  the  positive  clinical  diagnosis. 
The  clinician  makes  a  diagnosis  of  endocarditis  and 
streptococci  are  found  floating  in  the  blood.  A 
diagnosis  of  uterine  malignancy  is  made  and  the 
scrapings  reveal  a  carcinomatous  polyp. 

6.  They  determine  the  degree  of  the  process  of 
the  disease.  A  patient  has  a  pathologic  kidney  and 
the  degree  of  function  is  determined  by  the  phenol- 
phthalein  and  blood-urea  tests. 

7.  They  determine  the  patient's  physical  status 
preparatory  to  possible  operation.  In  hyperthy- 
roidism the  determination  of  the  metaboUc  rate 
indicates  whether  the  patient  is  a  good  surgical 
risk. 

8.  They  help  to  determine  the  extent  of  the 
operation.  The  method  of  removing  a  breast  nodule 
depends  entirely  on  the  findings  of  the  microscopic 
examination. 

9.  They  give  data  for  the  pre-operative,  opera- 
tive, and  postoperative  prognosis.  A  patient  has  a 
slowly  developing  enlargement  of  the  tibia  with  an 
enlarged  inguinal  gland.  If  the  Wassermann  is 
negative,  the   inguinal   gland   must   be   sectioned. 

10.  They  determine  the  cause  of  death.  Autopsy 
frequently  clears  up  an  obscure  cause  of  death. 

11.  They  determine  the  causes  of  death  due  to 
false  operative  judgment.  Patients  are  sometimes 
advised  to  submit  to  operations  and  die  because  of 
the  presence  of  other  pathologic  conditions  which  are 
recognized  only  at  autopsy. 

12.  They  determine  the  causes  of  death  due  to 
faulty  operative  technique,  such  as  the  uninten- 
tional ligation  of  ureters  or  important  intestinal 
blood  vessels. 

13.  They  assist  in  determining  the  causes  and 
methods  of  surgical  infection.  Routine  bacterio- 
logical examinations  of  operative  wounds,  operative 
materials,  etc.,  lead  to  better  control  over  possible 
infection. 

14.  They  assist  in  clinical,  surgical,  and  labor- 
atory research.  C.  D.  Holmes. 
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Kettle,  E.  H. :  On  Polymorphistn  of  the  Malignant 
Epithelial  Cell.  Proc.  Roy.  Soc.  Med.,  Lond.,  1919, 
xii,  Sect.  Path.,  i. 

The  adoption  of  modern  experimental  methods 
has  so  revolutionized  the  study  of  malignant  disease 
that  it  is  now  possible  to  carry  out  extensive  investi- 
gations without  paying  more  than  the  most  super- 
ficial attention  to  the  microscopic  structure  of 
tumors.  Nevertheless  all  cancer  research  must 
ultimately  rest  on  a  histological  basis.  In  the  clini- 
cal laboratory,  where  the  available  material  cannot 
be  submitted  to  experimental  conditions,  the  funda- 
mental importance   of  histology  is   unchallenged. 

The  pathologist  must  depend  mainly  upon  the 
microscope  to  distinguish  between  benign  and  malig- 
nant growths,  and  should  he  desire  to  pursue  broader 
aims  than  those  that  are  purely  utilitarian,  his  work  is 
still  practically  restricted  to  histology.  This  line 
of  research,  however,  is  far  from  being  exhausted. 
In  classification  alone  much  remains  to  be  done  in 
the  way  of  separating  the  true  neoplasms  from  those 
blastomatoid  conditions  which  so  much  resemble 
them  and  give  rise  to  so  much  confusion  in  our  con- 
ceptions of  tumor  formation.  Moreover,  by  a  care- 
ful consideration  of  their  microscopic  structure,  it 
is  possible  to  discover  a  great  deal  about  the  biolog- 
ical properties  of  tumors  and  the  influences  they  ex- 
ercise upon  the  healthy  tissues  in  which  they  grow. 
Finally,  it  is  of  the  greatest  importance  to  correlate 
the  results  of  experimental  research  with  human 
pathology  and  for  fruitful  results  along  these  lines, 
it  is  essential  that  the  work  should  rest  upon  a 
sure  foundation  of  wide  and  accurate  histological 
knowledge. 

Of  more  interest  are  those  instances  of  multiple 
tumors  occurring  in  the  same  organ  when  the 
growths  are  in  actual  contact  with  one  another. 
In  such  cases  there  is  always  the  possibility  that  the 
presence  of  one  of  them  may  have  been  the  factor 
determining  the  genesis  of  the  others. 

On  reading  some  of  the  reports  of  multiple  and 
mixed  tumors  it  appears  that  a  suspiciously  high 
proportion  of  such  tumors  have  occurred  in  the 
thyroid  gland  and  the  uterus  in  which  organs  they 
are  notoriously  prone  to  present  unusual  features. 
Many  of  the  writers  appear  to  have  a  limited  con- 
ception of  the  morphology  of  the  malignant  cell  and 
though  they  have  hastened  to  accept  and  apply  to 
their  own  material  the  research  on  sarcoma  produc- 
tion of  the  experimental  laboratories,  they  have  paid 
little  attention  to  other  observations  which  have 
demonstrated  the  extreme  powers  of  polymorphic 
growth  possessed  by  the  malignant  epithelial  cell. 
When  it  is  possible  to  study  the  growth  of  such 
tumors  experimentally,  doubtful  points  may  be 
cleared  up  and  satisfactory  conclusions  arrived  at, 
but  with  human  material  this  is,  as  yet,  not  practi- 
cable. The  tumor  is  seen  in  only  one  phase  of  its 
growth,  and  interpretation  of  what  is  seen  may  be 
impossible. 

Under  these  circumstances  it  must  be  realized  that 
conclusions  drawn  from  the  study  of  tumors  in  man 


should  be  much  more  critically  examined  before 
they  are  accepted  than  those  arrived  at  from  the 
study  of  experimental  tumors  which  can  be  ob- 
served under  conditions  enormously  more  favorable. 

In  the  last  twelve  years  a  large  number  of  tumors 
have  passed  through  the  author's  hands,  including 
many  possessing  quite  unusual  features.  From  the 
complexity  of  their  structure,  some  of  these  would 
usually  be  regarded  as  mixed  tumors.  There  is, 
however,  another  and  more  reasonable  possibility 
that  they  were  instances  of  extreme  polymorphic 
growth  of  carcinomata.  Absolute  proof  is,  of 
course,  impossible  to  obtain  in  the  absence  of  any 
method  which  would  make  it  possible  to  study  their 
behavior  on  prolonged  transplantation,  but  there  is 
no  doubt  that  this  interpretation  is  correct.  In  any 
case  it  is  most  important  to  make  allowance  for  the 
morphological  elasticity  of  the  epithelial  cell  in 
interpreting  any  anomalous  growth.  Failure  to  do 
this  leads  only  to  erroneous  conclusions,  and  if  the 
study  of  cancer  in  man  is  to  help  at  all  in  the  solution 
of  the  problem  as  a  whole,  the  facts  uoon  which  our 
theories  are  based  must  be  beyond  criticism. 

The  tumors  selected  to  illustrate  these  points  lend 
themselves  to  analysis  fairly  well,  and  though  it  is 
impossible  to  convey  the  impression  formed  from 
the  study  of  many  series  of  sections  by  a  few  figures, 
the  salient  points  are  clearly  possible. 

G.  E.  Beilby. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Adamson,  R.  S.:  Cultural  Characters  of  Certain 
Anaerobic  Bacteria  Isolated  from  War  Wounds. 

/.  Path.  6*  Bacterial.,  1919,  xxii,  345. 

Of  the  strictly  anaerobic  organisms  baciUus  tetani 
is  not  discussed  in  detail  in  this  article.  As  this 
organism  presents  many  features  of  interest  and 
requires  special  technique  for  its  isolation,  it  will 
be  reported  separately.  A  summary  of  its  cultural 
characters,  however,  is  given  in  the  general  table  at 
the  end  of  the  article. 

The  article  is  based  upon  a  study  of  51  cases  treat- 
ed in  detail  and  about  10  others  which  were  examined 
for  special  purposes.  AU  the  patients  were  soldiers 
in  the  second  Western  General  Hospital  in  Man- 
chester. The  organisms  described  are  those  actually 
isolated  from  such  cases,  though  to  render  the 
report  more  complete  a  number  of  bacteria  isolated 
from  other  sources  have  also  been  included. 

Beside  the  examination  of  wound  material,  a 
preliminary  study  of  other  substances  was  under- 
taken with  the  object  of  discovering  the  sources  of 
infection.  For  this  purpose  samples  of  garden  and 
pasture  soil  were  examined;  also  a  number  of  speci- 
mens of  human  faeces  and  one  specimen  of  horse 
faeces.  In  addition,  a  preliminary  study  was  made 
of  putrefying  meat  from  which  a  number  of  pro- 
teolytic anaerobes  were  isolated. 

As  the  nomenclature  of  the  anaerobic  group  of 
bacteria  is  somewhat  confused,  the  identification  of 
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organisms  by  the  published  descriptions  was  fre- 
quently  difficult. 

The  practice  adopted  was  to  utilize  a  well-estab- 
lished name  when  identification  was  possible,  even 
at  the  sacrifice  of  the  strict  rules  of  priority.  How- 
ever, in  a  group  in  which  the  boundary  lines  con- 
stituting a  species  are  so  uncertain,  the  strict  rule 
applied  to  other  groups  need  not,  perhaps,  be 
insisted  upon.  Several  of  the  organisms  described 
were  left  without  specific  names,  but  designated 
simply  by  a  symbol,  thus  following  the  practice  of 
Mcintosh  and  others  which  seemed  to  the  author 
preferable  to  coining  further  names  in  discussing  a 
subject  already  overloaded  with  synonyms  and  ill- 
defined  and  uncertain  species. 

A  good  deal  of  the  confusion  regarding  these 
organisms  seems  to  have  arisen  from  the  tendency 
to  lay  too  much  stress  on  a  limited  number  of 
features.  The  form  of  colony  produced  on  agar  has 
generally  been  regarded  as  a  chief  factor  of  diagno- 
sis, but  in  many  cases  this  has  been  found  exceed- 
ingly variable  for  one  and  the  same  species.  Cer- 
tain species  undoubtedly  do  form  very  distinct 
types  of  colony,  but  in  many  others  this  feature 
will  not  help  identification.  Again,  the  microscopic 
appearance  has  been  relied  upon  very  largely,  but 
especially  among  the  proteolytic  group  of  anaerobes 
the  various  organisms  are  so  unfamiliar  that  it  is 
exceedingly  diflScult  to  distinguish  them  in  a  mixed 
film.  Also  the  size  and  spore-production  diflfer  very 
considerably  according  to  the  medium  employed. 

The  experience  gained  has  led  the  author  to  the 
view  that  for  diagnosis  a  considerable  range  of 
cultural  characters  is  necessary,  and  that  the 
fermentation,  both  of  carbohydrates  and  proteins, 
must  be  considered. 

The  author  summarizes  his  article  as  follows : 

Fifteen  organisms  were  studied  and  their  cultural 
characters  described.  Of  these,  13  were  spore- 
producing  bacilli,  I  a  non-sporing  bacillus,  and  i,  a 
diplococcus.  The  spore-producing  bacilli  fall  into 
groups  based  on  their  cultural  reactions.  The 
first  group,  consisting  of  bacillus  oedematis  maligni, 
the  central  spore  bacillus,  bacillus  bifermentans 
sporogenes,  and  bacillus  tetanoides,  may  be  des- 
ignated the  "  proteolytic  group."  All  the  organisms 
digest  egg  and  liquefy  gelatin  and  serum  more  or 
less  completely.  They  also  digest  milk  without  the 
production  of  acid  and  show  a  greater  or  less  power 
to  digest  meat.  Their  action  upon  carbohydrates, 
however,  is  very  slight.  Bacillus  tetani  is  classed 
in  this  group  though  its  proteolytic  action  is  not 
vigorous. 

A  second  or  saccharolytic  group  comprises  bacil- 
lus aerogenes  capsulatus,  bacillus  butyricus,  bacillus 
septique,  bacillus  von  Hibler  IX,  and  Bacillus  E. 
This  group  exhibit  a  marked  power  of  fermenting 
sugars.  They  render  milk  acid  and  are  all  gas  pro- 
ducers. They  have  little  or  no  action  upon  egg  or 
serum.  Bacillus  septique  alone  liquefies  gelatin. 
The  members  of  this  group  render  meat  and  brain 
medium  more  or  less  acid. 


A  third  group,  which  contains  tetanoides,  Bacillus 
L,  Bacillus  S,  and  Mcintosh's  bacillus  Type  III,  is 
characterized  by  negative  rather  than  positive 
characteristics.  The  organisms  composing  it  possess 
neither  proteolytic  nor  saccharolytic  powers.  Bacil- 
lus L  approaches  the  proteolytic  group  in  its  action 
upon  milk  and  liquefaction  of  gelatin.  In  its  cul- 
tural reactions  Mcintosh's  bacillus  Type  III  also 
approaches  the  first  group  in  the  absence  of  any 
power  to  ferment  carbohydrates,  in  its  reaction  upon 
milk,  and  in  its  slight  action  upon  egg.  On  the 
other  hand,  it  appears  morphologically  to  be  so 
much  allied  to  bacillus  von  Hibler  IX  that  at  present 
it  is  placed  in  the  intermediate  position. 

G.  E.  Beilby. 

Wolf,  C.  G.  L.:  The  Biochemistry  of  Pathogenic 
Anaerobes.  VI.  The  Proteolytic  Action  of 
Bacillus  Sporogenes  (Metchnikofif)  and  Bacillus 
Welchii.  /.  Path.  &r  Bacterial.,  1919,  xxii,  270. 

The  investigation  reported  was  to  determine  the 
variation  which  might  take  place  in  the  fermentation 
of  cooked  meats,  using  well-defined  strains  of  bacil- 
lus welchii  and  bacillus  sporogenes.  The  con- 
centrations of  protein  were  varied.  Some  of  the 
experiments  were  made  with  rapid  sampling  and 
therefore  were  of  short  duration.  In  the  short 
experiments  the  object  was  to  obtain  information 
regarding  the  initial  stages  of  the  fermentation.  In 
all  of  the  experiments  the  medium  used  was  cooked 
meat. 

The  conclusions  reached  from  these  experiments 
were  as  follows: 

In  a  medium  consisting  solely  of  sterilized  muscle 
and  water,  both  bacillus  sporogenes  and  bacillus 
welchii  grow  with  great  rapidity.  Both  form  large 
quantities  of  gas  consisting  of  carbon  dioxide  and 
hydrogen.  The  amount  of  gas  formed  per  liter  of 
medium  is  apparently  about  equal  with  both  organ- 
isms. With  bacillus  sporogenes  about  70  to  75  per 
cent  of  the  gas  consists  of  carbon  dioxide. 

Analyses  of  the  gas  from  fermentations  with 
bacillus  welchii  show  a  much  smaller  percentage 
of  carbon  dioxide,  roughly  about  38  per  cent.  The 
proteolytic  power  of  bacUlus  sporogenes  is  very 
great,  as  much  as  477  milligrams  of  ammonia- 
nitrogen  having  been  found  in  the  filtrate  from  a 
fermentation  while  in  the  same  liquid  there  were 
237  milligrams  of  amino-acid  nitrogen. 

With  the  large  amount  of  gas  formed  by  bacillus 
welchii  there  is  relatively  little  proteolysis.  The 
chemical  results  thus  confirm  what  is  observed  in 
.  cultures  of  bacillus  welchii.  namely,  that  the  par- 
ticles of  meat  do  not  tend  to  lose  their  original 
contour. 

A  fact  of  great  interest  in  a  comparison  of  the 
two  organisms  is  the  difference  in  their  volatile-acid 
production.  Bacillus  welchii  which  produces  large 
quantities  of  volatile  acids  in  carbohydrate-con- 
taining media,  such  as  milk  or  glucose  peptone, 
does  not  form  any  considerable  quantity  of  acid 
with  muscle  tissue.    On  the  other  hand  bacillus 
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sporogenes  is  capable  of  forming  acids  in  quantity 
in  any  medium,  whether  it  contains  carbohydrates 
or  not.  G.  E.  Beilby. 

Dandy,    W.    E.:     Experimental    Hydrocephalus. 

Ann.  Surg.,  1919,  Ixx,  129. 

The  production  of  all  types  of  hydrocephalus  by 
precise  experimental  methods  finally  lifts  the  idio- 
pathic veil  and  reveals  hydrocephalus  as  a  disease 
with  a  clearly  defined  etiology  and  pathology.  The 
first  evidence  that  hydrocephalus  could  be  produced 
experimentally  was  incorporated  in  an  article  written 
with  Blackfan  in  1913.  It  was  demonstrated  that 
when  a  tiny  obstructing  body  was  introduced  into 
the  aqueduct  of  Sylvius  of  a  dog,  all  the  cerebral 
ventricles  proximal  to  the  occlusion  became  dilated; 
distally,  the  size  of  the  fourth  ventricle  was  not 
changed. 

The  following  year  Thomas  published  additional 
experimental  evidence  showing  that  hydrocephalus 
is  caused  by  obstruction.  Following  the  injection 
of  aleuronat  granules  into  the  lateral  ventricles, 
the  iter  became  plugged;  organization  of  the  gran- 
ules resulted  in  total  occlusion  of  the  opening  and 
resultant  hydrocephalus. 

The  experiments  reported  in  this  article  were  con- 
ducted on  dogs  under  ether  anaesthesia.  The  mid- 
portion  of  the  squamous  occipital  bone,  including 
the  posterior  margin  of  the  foramen  magnum,  was 
removed  with  rongeurs  and  the  dura  opened  in 
stellate  fashion.  Gently  elevating  the  cerebellum, 
the  roof  of  the  fourth  ventricle  was  exposed  and 
perforated,  and  a  small  piece  of  cotton  cautiously 
pushed  forward  on  the  point  of  a  fine,  graduated 
carrier.  It  was  passed  over  the  medulla  and  pons 
until  it  glided  into  the  aqueduct  of  Sylvius,  where 
it  was  deposited  by  withdrawing  the  carrier.  An 
improved  technique  for  this  procedure  consists  in 
enclosing  the  cotton  in  an  oiled  gelatin  capsule 
which    soon   dissolves   in   the   cerebrospinal   fluid. 

The  aqueduct  of  Sylvius  can  be  recognized  fairly 
easily  by  the  sense  of  touch  in  the  finger  which  is 
directing  the  entry  of  the  obstruction,  its  entrance 
being  denoted  by  the  constriction  at  the  terminus 
of  the  funnel-like  approach  from  the  wide  fourth 
ventricle.  Moreover,  the  iter  is  at  a  constant  meas- 
ured distance  from  the  posterior  border  of  the  cere- 
bellum. If  the  head  is  not  held  in  a  strictly  median 
position,  however,  it  is  easily  possible  to  make  a 
false  passage  into  the  contiguous  soft  brain  tissue 
with  permanent  injury  to  the  pyramidal  tract  and 
the  nuclei  of  the  cranial  nerves. 

By  producing  hydrocephalus  with  a  tiny  obstruc- 
tion in  the  aqueduct  of  Sylvius,  the  etiological  role 
of  an  occlusion  is  absolutely  established.  Being  a 
single  precise  process  and  involving  no  neighboring 
structures,  other  possible  explanations  of  the  re- 
sultant hydrocephalus  are  precluded.  When  an 
obstruction  is  present  in  any  part  of  the  ventricular 
system,  the  ventricles  always  dilate  anterior  to  the 
occlusion.  Following  occlusion  of  the  aqueduct  of 
Sylvius,   therefore,   the   third   ventricle   and   both 


lateral  ventricles  become  distended.  The  size  of 
the  fourth  ventricle  remains  unchanged. 

Sections  of  the  brain  of  a  dog  one  month  after  the 
obstruction  was  introduced  showed  that  doubt- 
less for  some  time  after  the  cotton  was  placed  in  the 
iter  there  was  only  a  partial  occlusion  which  became 
complete  with  organization  of  the  foreign  body. 
In  these  experiments  the  animals  became  lethargic 
and  there  was  intermittent  vomiting.  Ventricular 
dilation  was  accompanied  by  a  corresponding  degree 
of  cerebral  destruction.  The  experiments  were  all 
performed  on  dogs  after  union  of  the  sutures  of  the 
skull  so  that  enlargement  of  the  head  could  not 
occur.  In  animals  operated  upon  at  birth  or  soon 
thereafter  the  characteristic  hydrocephalic  enlarge- 
ment of  the  head  v/ill  necessarily  be  an  outstanding 
feature  which  cannot  be  duplicated  when  the  animal 
is  older. 

From  this  series  of  experiments  there  is  absolute 
evidence  that:  (i)  cerebrospinal  fluid  forms  in  the 
cerebral  ventricles;  (2)  the  absorption  of  fluid  in  the 
ventricles  is  at  least  less  than  the  production;  (3) 
the  aqueduct  of  Sylvius  is  a  necessary  outlet  from 
the  third  and  both  lateral  ventricles;  and  (4)  there 
are  no  collateral  channels  which  assume  the  function 
of  the  iter  when  it  is  occluded. 

The  conclusions  drawn  from  the  experiments  re- 
ported are: 

1.  Hydrocephalus  has  been  produced  by  placing 
an  obstruction  in  the  aqueduct  of  Sylvius.  Dila- 
tion of  the  third  and  both  lateral  ventricles  re- 
sults. 

2.  One  foramen  of  Monro  was  occluded;  this 
was   followed   by   a   unilateral   hydrocephalus. 

3.  If  the  choroid  plexus  of  one  lateral  ventricle 
is  completely  removed  at  the  time  the  foramen  of 
Monro  is  occluded,  dilation  does  not  occur  and  the 
entire  lateral  ventricle  collapses. 

4.  This  is  the  only  absolute  proof  that  the  cere- 
brospinal fluid  is  formed  from  the  choroid  plexus. 
At  the  same  time  it  proves  that  the  ependyma  does 
not  secrete  cerebrospinal  fluid. 

5.  If  the  choroid  plexus  of  both  lateral  ventricles 
is  removed  and  an  obstruction  is  placed  in  the  aque- 
duct of  Sylvius,  hydrocephalus  still  results  in  the 
third  and  both  lateral  ventricles,  but  at  a  reduced 
rate.  The  fluid  forms  from  the  choroid  plexus  of 
the  third  ventricle  but  cannot  escape  into  the  sub- 
arachnoid space. 

6.  Cerebrospinal  fluid  forms  in  all  the  cerebral 
ventricles  and  is  absorbed  almost  entirely  in  the 
subarachnoid  space.  The  sole  communication 
between  the  ventricular  system  and  the  subarach- 
noid space  is  through  the  foramina  of  Luschka  and 
the  median  foramen  of  Magendie. 

7.  The  phenolsulphonephthalein  test  will  prove 
conclusively  whether  the  foramina  of  Luschka  and 
Magendie  are  open  or  closed.  Closure  of  these 
foramina  invariably  causes  hydrocephalus. 

8.  Hydrocephalus  follows  ligation  of  the  vena 
magna  Galeni  if  the  ligature  is  placed  at  the  origin  of 
this  vein.    Ligatures  beyond  or  in  the  sinus  rectus 
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have  no  effect  because  there  is  sufficient  collateral 
venous  circulation. 

9.  The  communicating  type  of  hydrocephalus 
has  been  produced  in  dogs  by  a  perimesencephalic 
band  of  gauze  saturated  in  an  irritant  which  induces 
adhesions.  This  obstruction  prevents  cerebro- 
spinal fluid  from  reaching  the  cerebral  subarachnoid 
space  where  most  of  the  cerebrospinal  fluid  is  ab- 
sorbed. The  resultant  diminished  absorption  of 
fluid  results  from  hydrocephalus. 

10.  Hydrocephalus  follows  ligation  of  the  great 
vein  of  Galen  because  of  an  overproduction  of  cere- 
brospinal fluid.  In  other  types  of  hydrocephalus, 
both  obstructive  and  communicating,  the  accumu- 
lation of  fluid  is  due  to  a  diminished  absorption  of 
cerebrospinal  fluid.  G.  E.  Beilby. 

Weed,  L.  H.,  and  Wegeforth,  P.:    Experimental 
Irrigation    of    the    Subarachnoid    Space.     /. 

Pharmacol.  b'Exper.  Therap.,  1919,  xiii,  317. 

The  extremely  high  mortality  attending  pyogenic 
infections  of  the  meninges  by  organisms  other  than 
the  diplococcus  intracellularis  and  the  prospects 
of  a  marked  incidence  of  meningitis  among  the  cas- 
ualties of  war,  suggested  that  investigations  be 
directed  toward  the  treatment  of  such  infections. 

In  addition  to  the  extreme  virulence  of  these  pyo- 
genic organisms  within  the  meninges  of  man  the 
difficulties  in  the  treatment  of  meningitis  have  been 
due  to  the  lack  of  specific  sera  and  the  technical 
obstacles  to  be  overcome  in  reaching  the  organs  in- 
volved. So  far,  therapeutic  measures  have  been 
applied  along  two  main  lines.  The  first  of  these  is 
credited  to  Leonard  Hill  who  wrote:  "Finally  it 
is  suggested  that  in  such  a  pathologic  condition  as 
meningitis,  irrigation  of  the  meninges  might  be  em- 
ployed. The  operation  could  be  as  easily  and  safely 
carried  out  as  that  of  irrigation  of  the  peritoneum. " 
The  other  therapeutic  procedure,  advocated  by 
Franca,  Wolff,  and  others,  involves  freeing  the  canal 
of  as  much  pus  as  possible  by  lavage,  followed  by 
injections  of  bactericidal  chemicals  into  the  sub- 
arachnoid space.  As  yet  neither  of  these  methods 
has  been  attended  by  great  success,  but  until  more 
specific  therapy  is  available,  it  appears  that  treat- 
ment must  depend  upon  the  improvement  and 
modification  of  these  general  measures. 

The  animals  used  in  the  experiments  reported 
were  adult  cats.  These  were  anaesthetized  with 
ether,  either  by  the  intratracheal  method  or  by  cone, 
and  the  usual  precautions  were  taken  to  prevent 
operative  infection.  In  the  earlier  experiments  the 
irrigation  was  limited  to  the  spinal  canal.  For  this, 
the  first  puncture  needle  was  inserted  into  the  sub- 
arachnoid space  through  the  occipito-atlantoid 
ligament,  and  the  second  in  the  lumbar  region, 
either  through  the  lumbosacral  ligament  or  between 
the  fourth  and  fifth  lumbar  vertebrae.  Between  the 
needles  it  was  possible  to  pass  fluid  through  the 
spinal  subarachnoid  space  in  either  direction,  though 
as  a  rule  the  descending  route  (from  cervical  to 
lumbar)  was  selected.     Later,  in  order  to  include 


the  cerebral  meninges  in  the  irrigation,  needles  were 
introduced  into  the  subarachnoid  space  in  the  vertex 
area;  from  there  the  flow  could  be  conducted  either 
to  a  needle  inserted  through  the  occipito-atlantoid 
ligament  (resulting  in  a  cerebral  irrigation)  or  to  a 
lumbar  needle  (washing  out  the  entire  subarachnoid 
space). 

The  conclusions  based  upon  the  results  of  these 
experiments  were  as  follows: 

1.  Irrigations  of  the  spinal  and  cerebral  sub- 
arachnoid spaces  are  well  tolerated  by  cats  if  the 
irrigating  fluid  is  composed  of  sodium  chloride, 
potassium  chloride,  and  calcium  chloride  in  proper 
proportions  (modified  Ringer's  solution).  If,  how- 
ever, the  irrigation  is  done  with  isotonic  solutions  of 
sodium  chloride  alone,  various  toxic  effects  become 
apparent.  Many  of  these  animals  die  during  or 
immediately  after  the  irrigation.  If  this  immediate 
toxicity  is  survived,  convulsive  seizures  and  acute 
mania  are  almost  invariable.  Recovery  from  such 
attacks  is  frequent. 

2.  Single  irrigation  of  infected  meningeal  spaces 
with  modified  Ringer  s  solution  prolonged  the  life 
of  the  animals  as  compared  with  controls.  The 
period  of  survival  in  many  cases  was  doubled  as  a 
result  of  this  washing-out  of  the  infected  meninges. 

G.  E.  Beilby. 

Slye,  M.,  Holmes,  H.  F.,  and  Wells,  H.  G. :  Primary 
Spontaneous  Tumors  of  the  Testicle  and  Sem- 
inal Vesicle  in  Mice  and  Other  Animals.  XII. 
Studies  in  the  Incidence  and  Inheritability  of 
Spontaneous  Tumors  in  Mice.  /.  Cancer  Re- 
search, 1919,  iv,  207. 

Tumors  of  the  testicle  would  seem  to  be  uncom- 
mon in  mice  for  it  has  been  difficult  to  find  even  a 
single  case  reported  in  the  hterature  although  they 
have  been  described  in  other  species  of  lower  animals. 
Thus,  among  103  primary  tumors  observed  by 
McCoy  among  100,000  rats  killed  in  plague  work, 
there  was  only  one  described  as  an  "angiosarcoma" 
of  the  testicle  and  no  further  detail  was  given. 

Carcinomata  of  the  testicles,  which  are  common 
in  horses  and  dogs,  form  sometimes  soft  and  some- 
times hard  tumors  in  which  not  rarely  single  por- 
tions are  differently  formed.  Through  mucoid  and 
colloid  degeneration  of  the  cell-nests,  cysts  with 
gelatinous  contents  may  result. 

Infiltration  along  the  spermatic  cord  and  lymph- 
node  metastases  are  observed  frequently.  Horses 
especially  appear  to  develop  testiciilar  tumors,  par- 
ticularly if  we  consider  the  relatively  small  number 
of  old  animals  that  have  not  been  castrated.  In 
Japan  where  this  operation  is  performed  less 
often  than  in  Europe,  equine  testicular  tumors  are 
most  abundant.  Thus  Kimura  records  the  finding 
of  49  such  growths  among  142  tumors  observed  in 
77,224  horses  that  were  slaughtered.  This  may  be 
compared  with  the  figures  in  the  census  statistics 
on  the  mortality  from  cancer  in  the  registration 
area  of  the  United  States  which  show  that  of 
52,420  cases  of  malignant  tumor  only  121   were 
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recorded  as  arising  in  the  testicles  (2.3  per  thou- 
sand). As  21,282  of  the  cancer  cases  were  those  of 
males,  the  portion  of  testicle  tumors  is  5.8  per 
thousand  of  all  tumors  in  males.  Kimura  studied  in 
detail  12  specimens  of  equine  "orchidoblastomata" 
varying  in  weight  up  to  7,500  grams.  All  were 
unilateral  and  in  at  least  5  cases  there  were  metas- 
tases in  the  spermatic  cord  and  the  inguinal  and 
lumbar  lymph-nodes. 

The  authors  summarize  their  work  as  follows: 

Among  i(),ooo  mice  which  died  natural  deaths 
and  about  one-half  of  which  were  males,  there  were 
28  primary  tumors  of  the  testicle.  Most  of  these 
resembled  in  all  essential  features  the  tumors  that 
arise  in  the  testicle  of  man  and  other  animals,  con- 
sisting of  cells  very  similar  to  the  epithelium  of  the 
seminiferous  tubules  arranged  in  an  alveolar  struc- 
ture. Despite  great  vascularity  and  a  markedly 
atypical  structure,  no  remote  metastasis  was  ob- 
served, although  in  one  case  a  series  of  six  con- 
tiguous independent  nodules  was  formed,  and  one 
had  bilateral  testicular  tumors.  Two  of  the  growths, 
one  of  which  arose  at  the  site  of  a  wound,  seemed  to 
be  true  spindle-cell  sarcomata.  Three  of  the  typical 
"orchidoblastomata"  also  followed  trauma.  No 
evidence  could  be  obtained  that  any  of  these  tumors 
had  arisen  in  a  teratomatous  growth  and  no  cases 
of  teratoma  were  observed. 

One  case  of  polymorphous-cell  sarcoma  of  the 
seminal  vesicles  of  a  mouse  is  described,  apparently 
the  second  case  of  a  tumor  of  this  organ  in  a  lower 
animal  that  has  been  reported. 

Two  cases  of  primary  spontaneous  tumor  of  the 
testicle  in  dogs  are  also  described. 

With  the  exception  of  one  sarcoma,  all  of  the  28 
neoplasms  of  the  mouse  testis  occurred  in  the  mem- 
bers of  a  single  strain  of  mice  and  its  hybrid  de- 
rivatives, thus  substantiating  the  statement  that 
heredity  influences  the  incidence  of  tumor  develop- 
ment in  different  organs  or  tissues.  This  fact  prob- 
ably explains  also  the  lack  of  any  recorded  cases  of 
tumor  of  the  testis  in  mice  from  other  laboratories. 

G.  E.  Beilby. 

Hintnan,  F.:  Experimental  Hydronephrosis  — 
Repair  Following  Ureterocystoneostomy  in 
White  Rats  with  Complete  Ureteral  Obstruc- 
tion. /.  Urol.,  1919,  ill,  147. 

White  rats  are  particularly  adaptable  to  experi- 
mental work  on  hydronephrosis.  Hydro-uretero- 
cystoneostomy  may  be  done  successfully  on  these 
animals  and  permits  the  study  of  the  anatomical  and 
functional  repair  following  the  removal  of  a  complete 
ureteral  obstruction. 

The  anatomical  changes  that  follow  complete 
ureteral  obstruction  are  characterized  by  intra-  and 
extrapelvic  dilatation  with  an  associated  pressure- 
atrophy  of  the  parenchyma.  Tubular  changes  are 
characterized  by  dilatation,  collapse,  and  atrophy, 
which,  given  in  the  order  of  severity,  involve  first 
the  lateral,  then  the  polar,  and  finally  the  median 
sagittal  portions. 


The  collecting  tubules  show  the  earliest  and  most 
marked  dilatation,  while  the  convoluted  tubules 
dilate  least,  but  undergo  collapse  and  atrophy  the 
earliest.  The  glomeruli  are  surprisingly  resistant 
to  the  compression.  Intra vitam  stain  demonstrates 
functional  insufficiency  of  the  lateral  portions  of  the 
kidney  as  early  as  seven  days,  and  this  is  quite 
noticeable  in  two  weeks.  In  hydronephrosis  which 
has  continued  for  forty-five  days  or  longer  intravitam 
staining  is  not  possible. 

Infection  hastens  hydronephrotic  atrophy.  The 
effect  of  relieving  the  back  pressure  in  hydronephrosis 
which  has  continued  from  twenty-one  to  sixty  days 
is  a  decrease  in  size  with  preservation  of  the  shape 
of  the  kidney  and  the  grouping  of  all  tubular  rem- 
nants in  one  relatively  large  median  sagittal  lobule. 
The  tubular  and  glomerular  elements  show  definite 
hypertrophic  changes.  In  hydronephrosis  which  has 
continued  for  ninety-five  days  or  longer  no  such 
central  lobule  is  observed.  The  central  lobule 
developed  after  relief  of  obstruction  in  hydronephro- 
sis which  has  continued  up  to  sixty  days  shows  many 
hypertrophic  convoluted  tubules  which  stain  in- 
tensely by  the  intravitam  method.       Max  Kahn, 

Stewart,  G.  N.,  and  Rogoff,  J.  M,:  The  Action  of 
Drugs  on  the  Output  of  Epinephrin  from  the 
Adrenals.  II.  Concentrated  Salt  Solutions 
(Sodium  Carbonate)  Inject^  into  the  Circu- 
lation. /.  Pharmacol.  &'  Exper.  Therap.,  1919,  xiii, 
167. 

The  authors'  attention  was  accidentally  drawn 
to  the  action  upon  the  epinephrin  output  of  small 
quantities  of  concentrated  salt  solutions  introduced 
directly  into  the  circulation  of  cats.  Sodium  carbon- 
ate solution  (half  to  three-quarters  saturated)  was 
used  in  the  tube  connecting  the  carotid  with  the 
mercurial  manometer.  Determinations  were  being 
made  of  the  epinephrin  output  under  conditions  in 
which  a  considerable  fall  of  blood  pressure  was  apt 
to  occur  some  time  after  the  collection  of  the  speci- 
mens of  the  adrenal  blood  on  which  the  normal  or 
initial  epinephrin  output  was  estimated.  As  in  occa- 
sional experiments  the  authors  were  puzzled  to  find 
that  one  or  more  of  the  subsequent  adrenal  specimens 
had  epinephrin  concentrations  so  much  out  of  line 
with  the  usual  rule  that  the  concentration  is  inversely 
proportional  to  the  blood  flow,  it  was  necessary 
to  assume  that  the  rate  of  epinephrin  liberation  had 
undergone  an  abrupt  and  decided  change.  T  his  had 
not  occurred  in  a  long  series  of  experiments  made 
under  other  conditions  in  which  blood-pressure 
tracings  were  not  necessary.  On  looking  into  the 
matter  it  was  observed  that  when  anomalous  be- 
havior of  the  epinephrin  output  occurred  the  fall  of 
blood  pressure  was  speedily  followed  by  an  abrupt 
rise  associated  with  evidence  of  excitation  of  the 
central  motor  mechanisms  (increased  reflex  excita- 
bility and  convulsions  and  changes  in  the  respira- 
tion). It  is  known  that  the  intravenous  injection 
of  concentrated  salt  solutions  lead  to  such  symptoms. 
Therefore  it  seemed  fairly  clear  that  small  quantities 
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of  the  carbonate  solution  parsing  back  from  the 
manometer  connection  into  the  artery  must  have 
been  responsible  not  only  for  the  motor  and  vaso- 
motor excitation,  but  also  for  the  changes  in  the 
epinephrin  output,  presumably  through  an  action 
on  the  central  nervous  mechanism  which  governs  it. 

While  it  is  not  possible  from  this  experiment  to 
determine  whether  an  increased  liberation  of  epine- 
phrin from  the  one  adrenal  remaining  took  any 
sensible  share  in  the  great  rise  of  blood  pressure,  it 
was  shown  clearly  by  injecting  carbonate  after  re- 
moval of  the  second  adrenal  that  a  good  rise  of  pres- 
sure was  obtained  in  the  absence  of  epinephrin 
liberation.  Naturally  the  absolute  amount  of  the 
rise  was  less  than  after  the  previous  injection  as  the 
condition  of  the  animal,  of  course,  had  deteriorated. 
Experiments  on  strychnine  indicate  that  even  the 
greater  and  much  more  sustained  increase  in  epine- 
phrin output  produced  by  that  drug  can  play  but  a 
minor  role  in  the  increase  of  arterial  pressure. 

The  authors  summarize  their  conclusions  as 
follows: 

1.  Intravascular  injection  of  small  volumes  of 
concentrated  salt  solutions  (sodium  carbonate) 
causes  a  temporary  increase  in  the  rate  of  liberation 
of  epinephrin  from  the  adrenals. 

2.  This  increase  is  presumably  due  to  stimulation 
of  the  nervous  mechanism  which  governs  the  epine- 
phrin output  since  it  is  accompanied  by  symptoms  of 
a  general  excitation  of  the  bulbospinal  centers  and 
is  not  obtained,  or  obtained  only  in  a  minor  degree, 
when  even  larger  quantities  of  the  carbonate  are 
injected  in  more  dilute  form. 

3.  In  experiments  upon  the  epinephrin  output 
it  is  not  advisable  to  use  concentrated  solutions  of 
of  salts  in  tubes  connecting  an  artery  with  a  mer- 
curial manometer.  G.  E.  Beilby. 

Stewart,  G.  N.,  and  Rogoff,  J.  M.:  The  Action  of 
Drugs  on  the  Output  of  Epinephrin  from  the 
Adrenals.  III.  Nicotine.  J.  Pharmacol.  6*  Exper. 
Therap.,  1919,  xiii,  183. 

Of  the  few  statements  in  the  literature  as  to  the 
action  of  nicotine  upon  the  output  of  epinephrin, 
none,  so  far  as  the  authors  are  aware,  contains  any 
quantitative  data.  Nor  are  any  of  them  based  upon 
a  method  capable  of  yielding  direct  and  unequivocal 
qualitative  evidence.  The  best  investigation  was 
that  of  Dale  and  Laidlaw  but  in  this  it  was  observed 
merely  that  certain  reactions  which  are  elicited  by 
nicotine  on  the  non-pregnant  uterus  of  the  cat  and 
in  the  eye  after  removal  of  the  superior  cervical 
ganglion  are  modified  when  the  experiment  is  made 
under  such  conditions  that  epinephrin  can  no 
longer  reach  these  structures  from  the  adrenals.  The 
difference  is  explained  by  the  hypothesis  that  the 
nicotine  action  is  due  in  part  to  a  stimulation  of  the 
adrenals  resulting  in  an  increased  liberation  of 
epinephrin. 

The  authors  believe  that,  as  has  been  set  forth  in 
another  paper  on  the  action  of  strychnine  upon  the 
epinephrin  output,  indirect  evidence  of  this  kind 


is  valuable  when  it  corroborates  the  results  of  more 
direct  methods,  but  that,'  standing  alone,  it  must  be 
interpreted  with  great  rare.  For  example,  it  would 
not  be  possible  in  these  experiments  to  know  whether 
as  a  consequence  of  the  action  of  the  drug  on  the 
circulation  a  larger  amount  of  epinephrin  per  minute 
or  a  greater  concentration  of  it  might  not  be  sup- 
plied to  the.  uterus  or  the  eye  without  any  previous 
change  whatever  in  the  rate  of  discharge.  It  is 
Fcarcely  necessary  to  add  that  even  if  such  obser- 
vations indicate  a  stimulating  effect  of  nicotine 
upon  the  epinephrin  output,  they  do  not  afford  the 
means  of  measuring  the  amount  of  increase. 

These  remarks  are  not  intended  as  a  criticism  of 
such  interesting  and  suggestive  experiments,  but 
merely  to  point  out  the  limitations  of  such  indirect 
methods. 

The  writers  summarize  their  observations  as 
follows: 

1 .  The  predominant  and  by  far  the  most  durable 
action  of  nicotine  upon  the  epinephrin  output, 
whether  it  is  administered  intravenously  or  hypoder- 
mically,  is  a  depressant  or  paralyzing  action.  The 
maximum  diminution  of  the  epinephrin  output  is 
reached  rather  rapidly  and  is  followed  by  more 
gradual  recovery  which,  when  the  dose  is  not  too 
large,  proceeds  until  approximately  the  original 
output  is  attained.  At  the  time  of  maximum  de- 
pression no  epinephrin  at  all  may  be  detected  in  the 
blood  of  the  adrenal  vein  by  the  test  objects  chiefly 
employed  (rabbit  intestine  and  uterus  segments). 

2.  The  depressant  action  is  preceded  by  a  trans- 
ient stage  of  excitation  which  in  the  experiments 
reported  lasted  as  a  rule  not  longer  than  from  half 
a  minute  or  less  to  a  minute.  In  this  s«^ate  the  rate 
of  epinephrin  output  is  markedly  increased  (from  two 
or  three  to  ten  or  fifteen  times  the  original  output 
or  even  more,  under  the  experimental  conditions 
reported) . 

3.  The  latent  period  of  the  transient  excitation 
with  intravenous  injection  of  the  drug  is  very 
short.  In  some  of  the  experiments  there  was  evi- 
dence that  it  could  not  have  exceeded  a  few  seconds. 

4.  The  brief  stage  of  excitation  passes  rather 
abruptly  into  the  much  more  lasting  stage  of  depres- 
sion. The  maximum  increase  in  the  rate  of  epine- 
phrin output  is  followed  at  a  relatively  short  interval 
by  the  maximum  depression  of  the  rate.  After  the 
latter,  gradual  recovery  begins. 

5.  The  changes  in  the  rate  of  epinephrin  output 
are  roughly  parallel  to  the  changes  in  the  blood  pres- 
sure caused  by  nicotine.  This  fact  indicates  that 
when  the  sympathetic  ganglion  cells  on  the  efferent 
vasomotor  path  are  being  stimulated  or  depressed, 
a  corresponding  stimulation  or  depression  is  being 
exerted   on   the   efferent    adrenal   secretory   path. 

6.  It  may  be  pointed  out  that  the  effect  of  nico- 
tine upon  the  epinephrin  output  is,  generally  speak- 
ing, the  converse  of  the  effect  of  strychnine.  The 
predominant  action  of  strychnine  is  a  marked  and 
long-lasting  augmentation  of  the  epinephrin  output. 
There  are  indications  that  the  strychnine  stimula- 
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tion  of  the  output  may  be  preceded  by  a  brief  de- 
pression. The  nicotine  action  develops  more 
suddenly  than  that  of  strychnine,  as  might  be 
expected  from  the  fact  that  the  point  of  attack  of 
nicotine  is  the  efferent  path  while  that  of  strychnine 
is  the  central  mechanism. 

7.  The  transient  augmentation  of  the  epinephrin 
output  by  nicotine  may  be  associated  with  an  in- 
crease in  the  concentration  of  epinephrin  in  the 
blood  of  the  adrenal  vein  much  beyond  the  maximum 
observed  with  the  lowest  blood  flows  in  animals 
simply  anaesthetized  (with  ether,  morphine,  or 
urethane).  The  strychnine  augmentation  of  the 
output  has  not  been  found  to  be  associated  with  any 
increase  in  the  normal  maximum  concentration 
(something  like  i :  500,000  in  the  serum  of  adrenal 
blood  assayed  with  rabbit  segments) . 

8.  Confirmatory  evidence  of  the  conclusions 
deducted  from  assays  of  the  adrenal  blood  on  rabbit 
intestine  and  uterus  segments  has  been  obtained  by 
a  method  of  auto-assay  (the  collection  of  adrenal 
blood  for  a  given  time  in  a  cava  pocket  and  the 
study  of  the  blood  pressure  reactions  elicited  when 
the  blood  is  released  from  the  pocket  into  the  circu- 
lation) and  by  other  methods. 

9.  In  the  one  experiment  the  epinephrin  store  of 
the  adrenals  was  not  found  to  be  altered  by  nicotine. 

G.  E.  Beilby. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Bastos  Ansart  and  Aspeitia  Esteban :  Roentgenog- 
raphy of  Bone  Atrophy  and  Its  Diagnostic  and 
Prognostic  Significance  (La  radiograffa  de  las 
atrofias  6seas  y  su  significaci6n  diagn6stica  y  pro- 
n6stica).  Med.  Ibera,  1919,  Numero  extraordinario, 
I  Cong.  nac.  de  mad.  y  cirug.,  112. 

In  some  affections  of  the  bones  and  joints  the 
presence,  appearance,  and  course,  or  the  absence 
of  bone  atrophy  constitutes  a  diagnostic  and  prog- 
nostic sign  of  the  greatest  importance. 

On  the  basis  of  the  appearance,  form,  and  char- 
acter of  this  atrophy  the  authors  believe  two  types 
may  be  distinguished :  one,  in  which  the  rarefaction 
affects  the  body  of  the  bone  or  articulation  uni- 
formly; and  the  other,  in  which  the  lack  of  opacity 
appears  to  be  unequal,  irregular;  and  in  patches. 
In  many  affections,  however,  these  types  are  not 
well  marked. 

In  the  roentgenogram  tuberculosis  of  the  joint  is 
revealed  from  its  very  beginning  by  a  greater  or 
less  degree  of  bone  atrophy,  usually  of  the  diffuse 
type.  The  presence  of  this  atrophy  is  so  constant 
that  its  absence  suffices  to  exclude  the  diagnosis 
of  joint  tuberculosis. 

Tuberculosis  of  the  body  of  the  bone  also  gives 
rise  to  atrophy  but  less  constantly  and  not  so  early. 
When  a  synovial  membrane  is  affected  by  the 
tuberculous  process,  however,  even  though  it  be 
at  a  distance,  the  atrophy  will  appear  wide  spread 
through  all  the  bones  that  form  the  joint. 

During  long  periods  of  tuberculous  osteo-arthritis 


atrophy  may  be  the  only  disturbance  demonstrable 
by  roentgenography.  In  the  further  evolution  of 
the  disease  there  may  be  added  to  the  atrophy  the 
roentgenograph ic  signs  of  various  bone  lesions. 
In  such  case,  the  atrophy  changes  its  diagnostic 
import  to  a  prognostic  import  in  the  sense  that 
when  it  persists  or  increases  along  with  the  focal 
lesions  the  prognosis  remains  grave,  but  if  it  recedes 
in  spite  of  these  lesions,  the  prognosis  may  be  con- 
sidered favorable. 

The  disappearance  of  the  atrophy  is  the  first 
roentgenographic  sign  of  the  cure  of  the  process. 
As  long  as  atrophy  can  be  demonstrated  in  the 
affected  articulation  by  comparison  with  the  nor- 
mal side,  tuberculous  osteo-arthritis  cannot  be  con- 
sidered cured  even  though  clinically  it  appears  to  be 
cured. 

In  some  forms  of  articular  tuberculosis,  particu- 
larly those  that  are  severe,  the  rapidly  progressive 
atrophy  is  revealed  by  an  intense  trabecular  resorp- 
tion respecting  apparently  certain  bundles  of 
transverse  trabeculae  which  appear  in  the  roent- 
genogram as  parallel  rays.  In  the  authors'  opinion 
therefore,  the  presence  of  these  rays  should  be 
interpreted  as  indicating  a  poor  prognosis. 

The  treatment  of  articular  tuberculosis  by  im- 
mobilization and  drainage  exaggerates  the  atrophy, 
adding  the  effects  of  the  inactivity  to  those  of  the 
tuberculous  process  itself,  but  this  is  so  variable  and 
inconstant  that  it  does  not  require  consideration 
when  the  diagnosis  or  prognosis  is  made  on  the 
basis  of  the  atrophy  demonstrable  by  roentgenog- 
raphy. 

Although  it  may  not  give  rise  to  appreciable 
lesions,  traumatism  of  the  joints  is  always  ac- 
companied by  atrophy  of  bone,  generally  of  the 
irregular  and  patchy  type.  This  atrophy  sometimes 
lasts  a  long  time  and  appears  to  be  the  only  cause 
of  the  state  of  post-traumatic  arthropathy  which 
usually  is  presented  in  these  cases.  Its  differential 
diagnosis  from  other  atrophic  processes  can  be 
made  best  from  the  clinical  development. 

Osteomyelitis  does  not  produce  atrophy  while 
its  foci  are  not  limited,  but  when  soft  parts  or  a 
joint  are  invaded  atrophy,  which  is  usually  of  the 
irregular  type,  sets  in.  Syphilitic  osteo-arthro- 
pathies  do  not  cause  atrophy,  but  gonorrhoea! 
arthritis  gives  rise  early  to  very  diffuse  atrophy. 
Malignant  tumors  of  the  bones  are  accompanied 
early  by  an  intense  atrophy  beneath  the  growth. 

M.  M.  Matthies. 

Barker,  W.  C:  Roentgen -Ray  Therapy  in  Hyper- 
thyroidism.   Hahueman.  Monthly,  1919,  liv,  502. 

A  short  introductory  description  of  the  physiology 
of  the  thyroid  gland,  symptoms  of  various  forms  of 
hyperthyroidism,  and  interrelationship  of  the  various 
endocrine  glands  prefaces  the  article  on  therapy 
proper.  As  contra-indications  to  the  use  of  the 
roentgen  ray  are  mentioned  simple  enlargements 
of  the  thyroid  without  hyperthyroidism,  mild  types 
occurring  in  young  people,  temporary  forms  follow- 
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ing  acute  infections,  and  very  acute  cases  in  which 
the  patient  is  prostrated  to  the  verge  of  collapse. 
In  the  last,  however,  it  may  be  used  advantageously 
after  a  preliminary  period  of  rest,  diet,  and  medical 
treatment. 

Regarding  the  technique  used,  the  author  divides 
the  neck  region  into  four  areas  for  crossfire  purposes, 
including  the  location  of  the  thymus.  He  uses  a 
very  penetrating  ray,  backing  up  not  less  than  a 
9_j4-inch  spark  produced  by  a  Coolidge  tube,  and 
gives  not  more  than  an  epilation  dose  filtered 
through  3  millimeters  of  aluminum.  The  treatment 
is  repeated  every  four  weeks  until  the  patient  feels 
better,  when  the  intervals  are  lengthened.  Ameliora- 
tion of  the  tachycardia  is  one  of  the  best  indicators 
for  regulating  the  treatments.  In  conclusion,  the 
important  facts  are  restated  as  follows: 

To  determine  the  areas  to  be  treated,  a  fluoros- 
copic examination  should  be  made. 

It  is  necessary  to  include  the  thymus,  not  only 
when  a  hyperplasia  is  demonstrated,  but  also  when 
the  Crotti  syndrome  is  present. 

Use  the  Coolidge-tube  technique,  giving  the  full 
dosage  and  high  penetration  to  inhibit  cell  function. 

As  the  patient  improves,  lengthen  the  intervals 
and  thereby  prevent  hypothyroidism. 

Always  keep  in  mind  that  the  reduction  of  the 
size  of  the  thyroid  for  cosmetic  purposes,  for  relief 
from  pressure,  or  for  removal  of  tumors,  whether 
benign  or  malignant,  is  a  problem  for  the  surgeon, 
and  should  never  be  attempted  by  roentgen  therapy. 

The  use  of  the  roentgen  ray  in  the  treatment  of 
the  thyroid  is  only  to  inhibit  cell  action  in  hyper- 
thyroidism. It  will  here  take  the  place  of  surgery, 
with  results  which  are  as  good  and  without  the  scar 
and  danger  attending  an  operation. 

Adolph  Hartung. 

Aime,  P.,  and  Solomon,  J.:  The  Radiological  Diag- 
nosis of  Transdiaphragmatic  Hernia  of  the 
Stomach  Resulting  from  War  Wounds.   Am.  J. 

Roentgenol.,  1919,  vi,  376. 

The  advent  of  the  war  with  its  large  number  of 
injuries  to  the  diaphragm  and  the  extensive  use  of 
radiological  examinations  in  gastro-intestinal  dis- 
turbances has  led  to  a  comparatively  frequent  dis- 
covery of  transdiaphragmatic  hernias  of  the  stomach, 
a  condition  which  was  formerly  considered  to  be  rare. 
Most  of  the  cases  heretofore  reported  were  found  at 
autopsy. 

An  autopsy  record,  cited  in  detail,  shows,  first,  that 
wounds  of  the  diaphragm  do  not  have  any  tendency 
toward  spontaneous  healing;  second,  that  the  usual 
clinical  methods  of  investigation  are  not  capable  of 
revealing  a  diaphragmatic  hernia  definitely;  and 
third,  that  it  is  of  the  utmost  importance,  if  the 
patient's  condition  permits,  always  to  employ  the 
radiological  examination  in  every  case  of  a  wound  of 
the  thorax  accompanied  by  digestive  disturbances. 
Unfortunately  immediate  surgical  intervention  is 
sometimes  necessary  as  was  the  case  in  several  in- 
stances recorded. 


In  the  authors'  three  cases  of  transdiaphragmatic 
hernia  of  traumatic  origin,  which  are  minutely  des- 
cribed, the  radiologic  examination  furnished  the  real 
evidence  of  the  condition.  In  all  there  were  indefin- 
ite dyspeptic  symptoms  and  the  examinations  reveal- 
ed part  of  the  stomach  above  the  diaphragm  with  a 
constricted  portion  where  it  passed  through. 

These  traumatic  herniae  do  not  tend  to  reduce 
themselves  spontaneously  but  form  adhesions,  dif- 
fering in  this  respect  from  hernias  of  congenital  origin. 
A  case  of  the  latter  type  is  described  in  which  part  of 
the  stomach  was  seen  extending  through  a  hernial 
opening  in  the  diaphragm.  Subsequently  this 
hernia  reduced  itself  spontaneously  but  later  formed 
again.  Another  case  is  mentioned  in  which  the 
stomach  occupied  an  unusually  high  position,  due 
probably  to  an  anomalous  congenital  formation  of 
the  diaphragm.  Adolph  Hartung. 

HOSPITAL,  MEDICOLEGAL,  AND  MEDICAL 
EDUCATION 

Compensation  for  Both  Injuries  and  Malpractice. 

Smith  vs.  Baltjes  Fuel  &"  Building  Material  Co.  et  al. 
(Mich.),  i6g  N.  W.  R.,  p.  943. 

This  case  was  a  matter  in  which  the  plaintifif 
was  injured  by  having  his  arm  broken  when  in  the 
employ  of  the  defendant  Company.  While  receiving 
compensation  from  the  State  Accident  Fund  Smith 
sued  the  attending  physician  for  alleged  malprac- 
tice in  connection  with  this  injury  and  received 
$2,000.00  in  settlement  thereof. 

The  present  case  is  predicated  upon  a  petition 
by  the  defendant  Company  for  an  order  to  cease 
further  payments  under  this  compensation  because 
of  the  money  received  from  the  alleged  malpractice 
claim.  The  declaration  of  the  suit  against  the 
doctor  alleges  that  the  plaintiflE's  condition  was  the 
result  of  malpractice  on  the  part  of  the  physician 
and  not  the  result  of  the  original  injury. 

The  Industrial  Accident  Board  found  that 
Smith's  condition,  which  was  one  of  total  disability, 
was  due  to  the  original  accident  and  not  to  any  mal- 
practice ;  that  his  receipt  of  money  from  the  physician 
did  not  constitute  an  election  within  the  meaning 
of  the  Workmen's  Compensation  Act;  and  that  the 
allegations  in  his  declaration  in  his  suit  against 
the  physician  were  not  binding  upon  him  but 
might  be  taken  as  evidence  only. 

The  Board  does  not  think  that  the  fact  that 
Smith  started  suit  against  the  physician  precluded 
him  from  asserting  his  rights  under  the  Compensation 
Act.  The  Reviewing  Court  holds  that  the  opinion 
of  the  Board  is  correct  and  that  the  State  Accident 
Fund  should  not  have  credit  for  the  $2,000.00 
which  was  received  by  Smith  from  the  physician  in 
addition  to  the  amount  due  from  it  to  him  under 
the  terms  of  the  statute.  The  Michigan  Law  makes 
no  provision  for  such  reduction  of  claim.  The 
Court  stated  that  the  application  is  a  matter,  not 
for  judicial  interpretation,  but  for  legislative  action. 

J.  A.  Castagnino. 
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Contract  for  Future  Treatment — Patient's  Inabili- 
ty to  Receive  Treatment.  Med.  Rec,  1919,  xcvi, 
23- 

A  patient  had  contracted  with  a  physician  for 
treatment  to  be  administered  to  him  by  the  physician 
at  the  latter's  office  for  a  period  of  one  month  from 
a  specified  date,  the  treatments  to  be  paid  for  in 
advance.  The  patient  became  too  ill  to  attend 
the  physician's  office  to  receive  the  treatments 
and  brought  action  to  recover  the  moneys  paid 
the  physician. 

There  was  no  evidence  in  the  case  that  this  sum 
was  paid  to  the  physician  as  a  retainer  and 
the  service  to  be  rendered  and  received  depended 
upon  the  ability  of  the  patient  to  receive  and  the 
attending  physician  to  perform.  Therefore  the 
rule  that  in  the  event  of  illness  to  either  party 
which  prevents  him  from  performing  his  portion 
of  the  contract  the  money  paid  should  be  returned 
is  equally  applicable  to  both  parties  to  the  contract. 
Had  the  physician  become  ill  instead  of  the  patient 
and  rendered  unable  to  give  the  services  contracted 
and  paid  for,  he  would  doubtless  be  required  to  pay 
back  the  consideration  for  the  services. 

The  Court  applied  the  rule  and  quoted  from  the 
case  of  Fisher  vs.  Monroe,  12  N.  Y.  S.,  p.  273. 

"The  obligation  of  the  party  who  was  to  receive 
the  services  to  pay  is  conditional  upon  the  obligation 
of  the  party  who  was  to  render  the  services  to  perform 
and  vice  versa.  If  the  contract  of  employment 
is  to  continue  operative  and  binding  those  inter- 
dependent obligations  must  continue  to  exist, 
and  if  one  party  is  excused  from  the  performance 
of  his  obligation,  the  obligations  of  the  other  party 
must  likewise  come  to  an  end."     J.  A.  Castagnino. 

Evidence  in  Action  for  Services  Opposed  by  Claim 
of  Malpractice.  McCoy  vs.  Gage  (Calif.),  177  Pac. 
R.,  p.  296. 

In  a  suit  by  a  physician  for  pay  for  professional 
services  a  defense  was  interposed  of  unskillful 
treatment  in  an  attempt  to  defeat  the  action  by  the 
doctor  and  to  recover  damages. 

The  testimony  as  brought  out  at  the  trial  showed 
that  the  plaintiff  had  been  called  to  attend  the 
defendant  who  was  suffering  from  a  fracture  of  the 
neck  of  the  femur.  At  a  first  visit  by  the  plaintifif 
the  fracture  was  reduced  and  a  splint  applied  to  the 
limb.  A  trained  nurse  was  called  to  assist  in  the 
case  and  the  plaintiff  continued  his  treatment  for 
several  months  during  which  time  he  made  eighty- 
five  visits.  In  addition  to  treating  the  defendant 
for  the  broken  limb,  he  was  called  to  prescribe  also 
for  pneumonia  and  rheumatism. 

From  all  the  testimony,  even  that  produced  by  the 
defendant,  it  appeared  that  so  far  as  the  fracture 
was  concerned,  the  results  obtained  were  better  than 
the  average.  A  medical  witness,  after  having 
testified  under  direct  examination  in  response  to  a 
hypothetical  question  detailing  the  services,  stated 
his  opinion  as  to  their  value.  On  cross  examination 
he  was  asked  whether  his  opinion  would  be  altered 


as  to  the  value  of  the  services  when  the  question 
assumed  other  matters  not  shown  by  the  evidence. 
Objection  to  this  question  was  sustained:  The 
Reviewing  Court  held  that  this  was  not  an  error. 

The  same  witness  was  asked  on  cross  examination 
if  in  cases  of  this  character  it  was  not  customary  to 
take  a  roentgenogram.  The  objection  to  this  ques- 
tion was  also  sustained,  the  Reviewing  Court  hold- 
ing that  it  could  not  see  how  any  prejudice  resulted 
to  the  defendant  by  reason  thereto  because  it  was 
stated  that  the  taking  of  the  roentgenogram  would 
be  valuable  for  the  purpose  of  diagnosis  only  and 
that  it  seemed  very  clear  from  the  evidence  that  the 
diagnosis  made  by  the  plaintiff  in  the  first  instance 
with  its  aid  was  correct.  In  addition  to  this  the 
value  of  the  roentgenogram  was  gone  into  quite 
thoroughly  in  the  case  by  other  witnesses.  The 
defendant  was  allowed  to  cross-examine  this  witness 
on  all  matters  contained  in  the  direct  examination 
and  it  was  discretionary  with  the  Court  to  refuse  to 
allow  the  witness  to  be  cross-examined  and  led  into  a 
discussion  outlining  a  course  of  treatment  not 
included  in  the  facts. 

The  defendant  also  alleged  error  in  the  sustaining 
of  objections  to  questions  asked  the  trained 
nurse  who  attended  the  defendant  under  plain- 
tiff's direction.  The  Court  does  not  believe  that  the 
testimony  of  a  trained  nurse  is  proper  or  competent 
evidence  to  show  whether  the  treatment  administered 
by  the  plaintiff  was  either  proper  or  improper. 
As  to  what  the  witness  has  seen  other  physicians 
do  in  like  cases  and  what  she  considers  good  or 
unskillful  treatment  is  not  the  proper  way  to  either 
prove  or  disprove  malpractice. 

The  last-mentioned  point  is  not  a  new  one  for  it 
has  been  decided  by  practically  every  court  in  the 
United  States  that  the  only  proper  way  to  prove 
malpractice"  is  by  the  testimony  of  skilled  practi- 
tioners. J.  A.  Castagnino. 

PajTnent  for  Hospital  Service.  Elliot  Hospital  vs. 
TurcoUe,  New  Hampshire  Supreme  Court.  105 
Atlantic,  p.  361. 

In  the  case  reported  of  the  Elliot  Hospital  vs. 
Turcotte,  the  Reviewing  Court  had  under  consider- 
ation an  action  by  the  hospital  against  a  former 
patient  for  services.  It  seems  that  the  defendant 
was  injured  while  in  the  employ  of  a  Company 
and  was  taken  to  this  hospital  by  the  doctor  who 
rendered  first  aid.  The  officers  of  the  hospital  did 
not  know  that  the  defendant  was  brought  to  the 
hospital  by  F.  &  Son  and  the  account  was  therefore 
opened  in  the  name  of  the  defendant.  When  on 
his  discharge  from  the  hospital  the  defendant  was 
asked  by  the  plaintiff  who  was  to  pay  the  account 
he  replied,  "F.  &  Son,"  and  a  memorandum  to  this 
effect  was  entered  on  the  ledger  account.  No  demand 
was  made  upon  the  defendant  for  this  account 
until  after  his  claim  against  F.  &  Son  had  been 
settled,  when  suit  was  brought  against  him. 

The  defense  was  predicated  on  the  theory  that 
the   hospital   had   no   claim   against   the   injured 
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man.  The  Trial  Court  entered  judgment  for  the 
plaintiff,  its  action  being  based  upon  a  breach  of 
the  defendant's  promise  to  pay.  To  authorize  a 
verdict  against  the  defendant  this  promise  must 
be  found  as  a  fact.  The  promise  may  be  either  an 
expressed  promise  or  drawn  from  attending  facts 
and  circumstances  from  which  a  mutual  under- 
standing would  arise  that  payment  was  to  be  made. 
Again,  the  circumstances  may  be  such  that  it  would 
be  inequitable  to  permit  the  defendant  to  deny  the 
promise. 

There  was  no  evidence  of  an  expressed  promise 
to  pay.  Neither  did  it  appear  that  the  service  was 
to  be  gratuitous.  The  fact  that  the  defendant 
understood  that  the  hospital  was  to  be  paid  by 
F.  &  Son  is  not  consistent  with  a  promise  on  his 
part  to  pay  if  they  did  not.  If  the  defendant 
accepted  the  service  with  the  understanding  that 
in  no  event  was  he  liable  therefore,  his  concealment 
of  such  understanding  from  the  plaintiff  was  evi- 
dence upon  which  the  Company  found  that  he 
was  estopped  to  deny  his  promise  to  pay.  Under 
the  circumstances  this  would  ordinarily  be  inferred 
from  his  acceptance  without  any  objection  of  valua- 
ble services  rendered  with  the  expectation  of  pay- 
ment. 

Whether  the  defendant  promised  to  pay  or  was 
estopped  to  deny  such  promise  and  whether  the 
plaintiff  was  estopped  now  to  assert  such  promise, 
were  held  questions  of  fact  to  be  found  from  the 
evidence  and  the  verdict  would  be  found  as  these 
facts  should  be  determined.        J.  A.  Castagnino. 

MILITARY  SURGERY 

Lockwood,  CD.:  A  Review  of  Five  Hundred  Opera- 
tions for  Battle  Casualties.  California  State  J. 
Med.,  1919,  xvii,  182. 

Non-penetrating  wounds  of  the  chest  may  cause 
haemothorax,  infarction,  etc.  Lung  infection  is 
rare.  In  severe  injuries  the  lung  collapses.  Closure 
of  a  sacking  wound  with  pneumothorax  gives  in- 
stant relief. 

In  regard  to  injuries  of  the  main  blood  vessels  the 
following  conclusions  are  drawn: 

I .    In  most  instances  suturing  is  inadvisable. 


2.  In  cases  of  blood-vessel  injury  associated  with 
extensive  injury  to  bone,  it  is  best  to  amputate. 

3.  In  operating,  a  temporary  ligature  should  be 
applied  above  the  injury. 

In  the  case  of  joint  injuries  war  surgery  has  shown 
that  the  synovial  membranes  are  very  resistant  to 
infection.  Joints  may  be  opened  and  closed  if 
ordinary  methods  of  obtaining  asepsis  are  employed. 
Most  infections  are  due  to  the  pressure  of  drainage 
tubes  and  the  irritation  of  antiseptic  irrigations. 

The  500  cases  reported  included  162  fractures, 
most  of  which  involved  the  long  bones.  The 
deaths  of  men  so  injured  were  due  to  gangrene  and 
shock.  In  all  cases  of  fracture  the  treatment  con- 
sisted of  the  application  of  extension  by  means  of 
various  modifications  of  the  Thomas  splint. 

Twenty-nine  amputations  were  done.  Experience 
has  shown  that  in  many  instances  the  treatment 
was  too  conservative.  The  best  results  were  ob- 
tained from  guillotine  operations  or  the  use  of 
reflected  flaps  with  wide  stumps.  In  amputations 
of  the  legs  the  best  stumps  are  obtained  at  the 
juncture  of  the  middle  and  upper  third.  The  author 
believes  that  it  is  better  to  amputate  above  the  knee 
rather  than  less  than  2  inches  below  it. 

In  cases  of  head  injuries  the  mortality  early  in 
the  war  was  60  per  cent.  During  the  last  few  months 
this  was  reduced  to  20  per  cent  as  a  result  of  stand- 
ardization of  the  technique  of  treatment  and  the 
application  of  the  principles  of  debridement. 
All  manipulations  were  done  with  instruments. 
When  the  dura  was  injured  foreign  bodies  and 
lacerated  tissues  were  removed  by  irrigation  with 
hot  saline  solution  and  suction  with  a  soft  rubber 
catheter.     If  possible,  the  dura  was  then  closed. 

Shock  occurred  very  frequently.  In  the  prognosis 
the  blood  pressure  is  of  great  importance.  The 
critical  level  is  80  millimeters  of  mercury.  In 
such  cases  there  were  often  2,500,000  more  corpus- 
cles per  cubic  centimeter  in  the  blood  in  the  capil- 
laries than  in  that  in  the  veins,  a  fact  which  indicated 
that  the  blood  was  stagnated  in  the  former.  An 
important  factor  in  producing  shock  is  exposure  to 
cold.  The  most  effective  method  of  increasing  the 
blood  pressure  is  the  transfusion  of  citrated  blood. 

H.  J.  Van  den  Berg. 
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Strong,  L.  W. :  The  Physiology  and  Pathology  of  the 
Endometrium.   Am.  J.  Obst.,  1919,  Ixxx,  139. 

The  specific  function  of  the  uterine  mucosa  is  to 
prepare  for  the  nidation  of  the  ovum  and  this  func- 
tion is  exercised  periodically.  The  physiological 
secretions  of  the  uterine  glands  must  have  a  rela- 
tion  to   nidation  or   to   menstruation. 

Frankl  and  Aschner  and  Halban  Frankl  state  that 
they  have  demonstrated  a  tryptic  ferment  in  the 
secreting  stage  of  the  mucosa  but  it  does  not  appear 
from  the  descriptions  that  this  work  was  carried 
on  under  bacteria-free  conditions.  The  author  has 
extracted  and  digested  nine  specimens  of  mucosa 
in  the  secreting  stage  in  the  same  way,  but  although 
tyrosin  crystals  were  sometimes  demonstrable,  this 
does  not  appear  to  be  sufficient  proof  of  the  pres- 
ence of  trypsin.  Frankl  explains  the  desquamation 
of  the  mucosa  during  menstruation  as  the  result 
of  autolysis  due  to  the  tryptic  ferment.  He  states 
also  that  the  incoagulabiUty  of  the  menstrual  blood 
is  due  to  this  ferment.  Why  the  tryptic  ferment 
does  not  act  during  pregnancy  is  not  explained  by 
Frankl's  theory. 

It  has  been  held  generally  that  the  corpus  luteum 
controls  the  early  stages  of  pregnancy  and  its 
removal  during  the  first  month  would  inevitably 
result  in  abortion.  That  this  is  not  necessarily  true 
has  been  proved  in  three  cases  at  the  Woman's 
Hospital  where  the  removal  of  a  corpus  luteum 
verum  during  the  second  month  did  not  interrupt 
the  pregnancy. 

The  relationship  between  the  sexual  gland 
hormones  and  the  other  accessory  glands  of  internal 
secretion  are  too  complex  for  any  simple  explana- 
tion of  the  menstrual  function. 

One  of  the  most  significant  observations  made 
in  recent  years  on  the  physiology  of  the  endome- 
trium is  that  of  Schroeder  and  others  who  state 
that  at  menstruation  there  is  normally  a  complete 
destruction  of  the  functional  layer. 

The  significance  of  the  finding  lies  in  the  bearing 
it  has  upon  pathologic  processes  occurring  in  the 
mucosa.  If  there  is  complete  destruction  down  to 
the  basal  layer  every  twenty-eight  days,  it  is  plain 
that  the  mucosa  can  exhibit  none  of  the  character- 
istic alterations  that  denote  chronic  inflammation. 
Thus  it  cannot  show  cicatrization  due  to  fibroblastic 
deposition  of  connective-tissue  fibrils  and  elastic 
fibrils. 

The  mucosa  continually  seen  in  patients  who  have 
been  menstruating  from  one  to  several  days  gives 
no  evidence  of  such  complete  destruction.  The 
common  finding  is  a  persistence  of  the  functional 
layer  in  the  secretory  stage.   The  superficial  epithe- 


lium is  often  still  demonstrable  and  there  is  no 
evidence  of  autolysis.  Many  mucosas  also  give 
evidence  of  fibroblastic  change  in  the  stroma  and 
slight  but  demonstrable  cicatrization,  showing 
that  a  chronic  reaction  is  possible. 

The  signs  of  inflammation  in  the  mucosa  uteri  are 
masked  in  this  regard,  namely,  that  exudates  of 
leucocytes,  round  and  plasma  cells  are  all  to  a  cer- 
tain extent  physiological.  In  the  last  days  of  the 
secretory  period  there  is  an  outpouring  of  poly- 
nuclear  cells  which  probably  hastens  the  destruction 
and  absorption  of  the  mucosa  at  menstruation. 
Lymphoid  cells  are  diffusely  scattered  in  the  nor- 
mal stroma  and  form  small  lymphoid  aggregations 
at  all  stages  of  the  menstrual  cycle. 

The  physiological  data  concern  the  secretions, 
the  histological  are  the  cycle  changes,  and  the 
pathological  are  endometritis  and  hyperplasia. 

The  secretions  and  cycle  changes  are  definitely 
related  to  each  other,  the  secretions  being  the 
product  of  the  mucosal  development.  There  is 
practically '  no  secretion  during  the  proliferative 
phase,  and  the  premenstrual  stage  may  well  be 
termed  the  secretory.  Therefore  secretory  and 
cyclic  changes  may  be  considered  together  with 
reference  to  pathologic  change. 

The  general  conclusion  from  examination  of 
many  curettings  obtained  at  the  Woman's  Hos- 
pital in  the  past  six  years  from  all  types  of  conditions 
received  indiscriminately  is  that  the  uterine  mucosa 
is  very  resistent  to  pathologic  change. 

In  no  case  did  the  endometritis  produce  altera- 
tions in  the  glands  or  the  stroma  such  as  to  make  the 
cycle  phase  unrecognizable.  There  were  no  altera- 
tions in  the  number  or  the  size  of  the  glands  or  their 
outlines  which  were  traceable  to  the  inflammatory 
exudate.  The  stroma  indeed  was  sometimes  fibro- 
blastic, but  that  also  occurs  without  the  presence 
of  inflammation. 

Out  of  the  total  of  fifty  cases  of  salpingitis  in 
which  the  uterine  mucosa  was  also  available  for 
examination,  sixteen  (about  30  per  cent)  showed  an 
endometritis  of  greater  or  less  degree.  From  a 
practical  standpoint  the  conclusion  may  be  drawn 
that  the  cause  of  irregularities  and  haemorrhage  is 
much  more  frequently  adnexal  disease  than  endo- 
metritis. Atypical  menstruations  are  to  be  referred 
to  changes  in  the  endocrine  system  rather  than  in 
the  endometrium.  Hyperplasia  also  has  little  effect 
upon  the  histology  of  the  normal  menstrual  cycle. 

Edward  L.  Cornell. 

Schwarz,  O.  and  Kohlbury,  C.  O.:  Chronic  Endo- 
metritis. J.  Missouri  M.  Ass.,  19 19,  xvi,  209, 

The  authors  of  this  article  state  that  the  con- 
dition known  as   chronic   endometritis   (the   term 
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being  used  in  the  restricted  sense  to  designate  lesions 
of  the  endometrium  which  are  of  true  inflammatory 
nature)  is  quite  common.  They  studied  in  detail 
305  specimens,  225  of  which  were  obtained  by  curet- 
tage and  80  by  hysterectomy  or  at  necropsy.  Of 
these,  70  showed  chronic  interstitial  endometritis. 
In  the  diagnosis  of  these  cases  no  particular  import- 
ance was  placed  upon  the  amount  of  small-cell  infil- 
tration if  definite  plasma  cells  were  found. 

Usually,  however,  these  cells  were  present  in 
large  numbers.  When  small  round  cells  appear 
alone  they  are  found  in  considerable  quantities, 
penetrate  the  upper  half  of  the  endometrium,  and 
are  grouped  around  the  glands.  A  search  was  made 
also  for  polynuclear  leucocytes. 

The  authors  divided  the  specimens  into  classes 
according  to  the  phase  of  the  menstrual  cycle  to 
which  they  belonged.  They  found  16  in  the  pre- 
menstrual, I  in  the  menstrual,  15  in  the  post-men- 
strual, and  37  in  the  interval  phase.  The  glands 
were  pathologic  in  12  cases  (gland  hypertrophy,  5;. 
gland  hyperplasia,  7).  In  2  cases  there  was  tuber- 
culosis and  in  i  the  specimen  was  a  senile  endome- 
trium. 

The  article  includes  a  discussion  of  the  clinical 
histories  and  a  full  account  of  the  method  used  to 
obtain  scrapings  free  from  blood  and  prepare  them 
in  the  laboratory  for  study. 

In  the  authors'  opinion  an  even  larger  proportion 
of  cases  of  chronic  interstitial  endometritis  probably 
fail  to  come  to  light  due  to  the  fact  that  in  hospital 
and  dispensary  service  it  is  customary  to  treat 
chronic  salpingitis  and  pelvic  cellulitis  by  palliative 
methods.  C.  M.  Gruber. 

McLorian,  M.:    Studies  on  Cases  of  Uterine  Ab- 
normality.   Med.  J.  Australia,  1919,  ii,  5. 

McLorian  reports  two  cases  of  double  uterus 
seen  by  him  within  a  few  weeks.  The  first  was  that 
of  a  multipara  who  had  two  children.  The  symp- 
toms and  examination  suggested  an  ordinary  normal 
retroverted  uterus  with  relaxed  vaginal  outlet. 
Operation  revealed  a  bicornate  structure,  each 
uterus  possessing  its  own  tube  and  ovary  and 
merging  below  into  a  common  cervix.  The  whole 
organ  lay  in  the  pouch  of  Douglas  and  was  quite 
movable.  No  correction  of  the  abnormality  was 
attempted,  but  suspension  by  intra-abdominal 
shortening  of  the  ligaments  was  done. 

The  second  case  was  that  of  an  unmarried  woman 
who  had  suffered  for  five  years  from  various  "nerv- 
ous "  troubles.  Menstruation  did  not  begin  until  she 
was  17,  but  was  regular  and  painless.  The  patient 
had  become  a  drug  fiend  and  neurasthenic.  She 
looked  ill  and  complained  of  severe  pain  in  the  left 
side  which  developed  gradually  and  then  became 
constant.  The  abdomen  was  very  tender  and  an 
irregular  swelling  could  be  felt  which  had  its  origin 
in  the  pelvis.  The  hymen  was  intact  and  the  uterus, 
which  was  small  and  anteflexed,  was  pushed  over 
to  the  right  side.  The  left  fornix  was  filled  with  a 
large,  irregular  mass  which  was  tender  to  the  touch 


but  seemingly  separate  from  the  uterus.  Operation 
revealed  a  double  uterus.  The  right  was  normal 
but  the  left  uterus  and  tube  contained  blood  and 
the  cervical  canal  was  obstructed.  The  whole 
mass  on  the  left  was  removed,  the  right  with  its 
adnexa  being  left  intact.  The  patient  made  a  good 
recovery  and  has  been  free  from  all  symptoms  for 
the  four  months  since  the  operation. 

In  discussing  this  condition  the  author  bases  his 
observations  on  studies  of  the  comparative  anatomy 
of  lower  animals.  An  illustration  of  the  distribution 
of  the  vagus  nerve  in  the  Tasmanian  devil  shows  a 
direct  branch  from  the  main  nerve  to  the  broad 
ligament  where  a  plexus  is  formed  for  distribution 
to  the  tube,  the  uterus,  and  the  ovary.  A  direct 
connection  between  the  female  generative  organs 
and  the  brain  may  account  for  various  reflex 
symptoms  accompanying  generative  disorders. 
The  author  is  of  the  opinion  also  that  a  regulating 
region  for  the  functions  of  the  uterus  is  situated 
probably  at  the  fundus  at  the  orifice  of  the  fallopian 
tube.  The  article  contains  six  illustrations  of 
the  generative  systems  of  lower  animals. 

L.  R.  Goldsmith. 

Soler  Julia:  Abdominal  Hysteropexy  in  the  Treat- 
ment of  Uterine  Prolapse  (La  histeropexia 
abdominal  en  el  tratamiento  de  los  prolapses  del 
utero).   Rev.  espan.  de  drug.,  1919,  i,  316. 

Uterine  prolapse  is  dependent  upon  a  change  in 
the  position  of  the  uterus  with  regard  to  the  vaginal 
axis. 

In  operating  upon  a  case  of  prolapse  of  the  uterus 
its  causes  must  be  corrected.  These  may  be  hy- 
pertrophy of  the  cervix,  lack  of  perineal  tone, 
relaxation  of  the  ligaments,  etc. 

The  uterus  must  be  placed  in  a  position  as  near 
to  normal  anteversion  as  possible  so  that  abdominal 
pressure  acts  upon  its  posterior  wall. 

In  the  abdominal  hysteropexy  in  which  the 
anterior  wall  of  the  uterus  is  fixed  to  the  parietal 
peritoneum  the  position  is  not  physiological. 

If  the  adherence  is  permanent  the  prolapse  is 
corrected,  but  experience  has  show-n  that  sometimes 
the  weight  of  the  uterus  drags  on  the  peritoneum, 
forming  a  sort  of  cord  so  that  it  is  again  placed  in 
an  unphysiological  position  and  prolapse  recurs. 
This  may  be  the  case  even  if  vaginal  plastics  be 
done,  though  in  such  instances  the  prolapse  is  de- 
ferred. 

Abdominal  hysteropexy  ought  therefore  to  be 
discarded  as  a  method  of  treating  uterine  prolapse. 

Prolapse  in  young  women  should  be  treated  by 
extra-abdominal  shortening  of  the  round  ligaments 
and  reconstruction  of  the  vaginal  walls  and  peri- 
neum. If  the  extra-abdominal  shortening  of  the 
ligaments  is  difficult  or  adnexal  complications  de- 
mand a  laparotomy,  intra-abdominal  shortening 
should  be  done. 

In  women  at  the  menopause  the  treatment  of 
choice  when  there  are  adnexal  complications  is 
vaginal  hysteropexy  and  plastic  vaginal  operations. 
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As  a  palliative  measure  when  the  general  state 
or  age  of  the  patient  does  not  permit  these  methods 
the  method  of  Garcia  de  la  Serrana  may  be  em- 
ployed, viz.,  closure  of  the  vagina  with  a  silver  plate. 

W.  A.  Brennan. 

Boyd,  G.  M.:  Some  Remarks  on  Inversion  of  the 
Uterus  with  the  Report  of  a  Case  of  Sixteen 
Months'  Standing.   Am.  J.  Obst.,  1919,  Ixxx,  161. 

This  rare  accident  occurs  probably  about  once 
in  128,000  labors  as  shown  in  statistics  collected  by 
Jones.  While  inversion  of  the  uterus  usually  follows 
injudicious  treatment  of  the  placental  stage  of 
labor,  it  is  sometimes  unavoidable,  the  result  of 
uterine  relaxation.  If  the  accident  is  acute,  manual 
reposition  can  be  carried  out  successfully.  Taxis 
should  be  started  near  the  cervical  ring,  not  at 
the  fundus,  and  it  is  important  to  make  pressure 
upon  the  protruding  mass  in  the  axis  of  the  pelvic 
canal.  This  treatment,  however,  will  not  always 
suffice  as  demonstrated  by  the  author's  first  opera- 
tive case, 

A  para-iii  was  delivered  by  forceps  of  a  9-pound 
girl.  Free  bleeding  followed  the  delivery.  When 
the  uterus  was  compressed  after  the  usual  method 
of  treating  the  third  stage  of  labor  the  fundus  left 
the  operator's  hand  suddenly  and  spontaneously, 
the  uterus  and  vagina  turning  completely  inside 
out.  The  whole  mass  was  prolapsed  and  hung  be- 
tween the  patient's  thighs.  To  it  was  attached  a 
firmly  adherent  placenta.  The  haemorrhage  then 
became  alarming  and  continued  until  the  placenta 
was  detached.  An  attempt  was  made  to  replace  the 
uterus  but  was  without  success.  Seven  hours  after 
delivery,  the  patient  was  anaesthetized  and  an  at- 
tempt made  to  replace  the  uterus  by  taxis.  Although 
persisted  in  for  some  time,  this  method  also  was 
unsuccessful. 

An  abdominal  section  was  then  performed  for  the 
purpose  of  making  a  manual  dilatation  of  the  con- 
stricted cervix  by  inserting  the  fingers  into  the 
crater-like  excavation.  This  was  easily  accom- 
plished, and  as  the  assistant  continued  pressure  from 
within,  the  uterus  was  finally  replaced  by  taxis. 
A  uterine  douche  was  then  given  and  the  organ 
firmly  tamponed  with  sterile  gauze.  The  patient 
gradually  gained  in  strength  and  was  discharged  in 
the  third  week  of  the  puerperium  fully  recovered. 

The  second  case,  a  chronic  inversion,  was  operated 
upon  successfully  by  the  Spinelli  method.  The 
patient,  a  primipara,  was  delivered  Nov.  6,  1917, 
after  a  prolonged  and  painful  but  not  instrumental 
labor.  The  placenta  was  adherent,  and  when 
traction  was  made  for  its  removal,  inversion  oc- 
curred. The  patient  stated  that  she  bled  profusely 
and  that  a  mass  protruded  through  the  vagina. 
Her  attending  physician  apparently  did  not  appre- 
ciate the  gravity  of  the  accident  and  made  no 
attempt  to  replace  the  uterus,  telling  her  that  it 
was  a  tumor  which  should  be  removed  in  forty  days. 
She  bled  freely  throughout  the  puerperium  but  with 
this  exception  was  normal.   She  did  not  suffer  pain 


nor  were  there  symptoms  of  infection.  She  nursed  her 
infant  until  its  death  at  the  age  of  eleven  months  old. 
Seven  months  later  she  had  a  serious  haemorrhage 
which  forced  her  to  remain  in  bed  for  one  week. 
She  was  then  told  by  her  physician  that  the  uterus 
was  out  of  place. 

The  true  nature  of  the  trouble  was  not  discovered 
until  February,  191Q.  The  uterus  was  then  com- 
pletely inverted  and  well  involuted.  It  filled  the 
cavity  of  the  vagina  and  bled  freely  when  touched. 
On  March  5, 1919,  after  the  vagina  and  uterus  had 
been  sterilized,  a  metal  catheter  was  introduced 
into  the  bladder  to  locate  its  base.  The  perineum 
was  then  depressed  with  a  weighted  speculum  in 
order  to  bring  the  uterus  well  into  view.  The  latter 
was  then  drawn  down  with  a  double  tenaculum 
inserted  in  the  fundus.  First,  a  transverse  anterior 
vaginal  incision  5  centimeters  in  length  was  made 
just  above  the  cervix.  The  bladder  was  separated 
but  the  cul-de-sac  was  not  opened.  Second,  a 
median  longitudinal  incision  was  made  through  the 
anterior  lip  of  the  cervix,  extending  2  centimeters 
toward  the  fundus.  With  the  cervical  constriction 
removed,  an  attempt  was  made  to  replace  the 
uterus  but  was  unsuccessful.  The  anterior  cul-de-sac 
was  then  opened  and  a  longitudinal  incision  in  the 
anterior  uterine  wall  made  to  sever  the  uterus  com- 
pletely. This  was  carried  up  to  within  i  centimeter 
of  the  fundus.  When  the  cavity  of  the  uterus  was 
opened,  the  invaginated  oviducts  were  found  to  be 
normal  and  there  was  no  evidence  of  adhesions. 
The  uterus  was  re-inverted  by  making  traction 
upon  the  divided  lips  of  the  cervix  and  forcing  the 
fundus  upward  with  the  thumbs.  There  was  then 
found  a  decided  outward  bulging  of  the  anterior 
uterine  wall  so  that  in  order  to  suture  the  muscle 
and  its  perineal  covering  accurately,  it  was  neces- 
sary to  remove  the  wedge-shaped  piece  from  each 
cut  edge.  The  incision  in  the  uterus  was  closed 
with  deep  and  superficial  interrupted  catgut  sutures 
and  the  vagina  replaced  in  the  pelvic  cavity.  The 
vaginal  incision  was  then  closed  after  the  perito- 
neum had  been  sutured  to  the  uterus.  A  small  gauze 
drain  was  introduced  into  the  vaginal  wound  be- 
tween the  uterus  and  bladder  and  a  second  drain 
placed  in  the  uterine  cavity. 

The  patient  made  an  uneventful  recovery  except 
for  a  slight  elevation  of  temperature  during  the 
first  week,  attributed  to  a  mild  saprophytic  infec- 
tion. She  left  the  hospital  two  weeks  after  operation, 

Edward  L.  Cornell. 

Kreutzmann,  H.  J.:  Is  It  Possible  Through  Co- 
operation of  Surgery  and  Roentgenization  in 
the  Treatment  of  Fibromyomata  Uteri  to  Fur- 
ther Improve  the  Results  Obtained  by  Surgery? 

Am.  J.  Obst.,  1919,  Ixxx,  179. 

The  author  quotes  from  Broun's  article  in  the 
same  journal,  March,  1919,  in  which  the  value  of 
the  X-ray  and  radium  is  questioned. 

Surgery  and  roentgenization  are  not  antagonistic 
to  each  other;  they  must  work  hand  in  hand.    The 
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question  should  be:  Can  the  co-operation  of  surgery 
and  the  X-ray  still  further  improve  the  results  as 
reported  by  Broun?  The  answer  must  be:  Un- 
doubtedly, it  can! 

Most  of  the  cases  not  complicated  by  degenerative 
changes  or  adnexal  affections  are  amenable  to  X-ray 
treatment.  Among  those  so  complicated  are  quite 
a  number  that  offer  no  contra-indication  to  the  use 
of  the  X-ray.  Such  cases  are  the  oedematous  type  of 
myoma,  calcareous  degeneration,  serous  cysts  of 
the  ovary,  and  ha;matosalpinx. 

A  segregation  of  25  per  cent  of  all  cases  for  opera- 
tion appears  a  reasonable  estimate.  This  per- 
centage corresponds  to  the  author's  personal  ex- 
perience in  private  and  hospital  work.  The  vast 
majority  of  fibromyomata  uteri  seen  were  uncom- 
plicated. The  immaterial  changes  in  the  adnexa 
that  were  observed  in  many  women  operated  upon  do 
not  exclude  the  use  of  the  X-ray.  This  latter  state- 
ment is  based  on  five  years'  work  with  the  roentgen 
rays  in  gynecology. 

Cure  is  obtained  without  loss  of  life,  without  any 
morbidity  or  injury  during  treatment,  without  any 
evil  after-effects.  None  of  the  200  women  will 
suffer  from  such  things  as  severe  colon  bacilli  in- 
fection of  the  kidneys,  vesicovaginal  fistula,  re- 
opening of  incisions,  and  mural  abscess  in  the 
abdominal  wound.  None  of  these  200  women  will 
return  with  symptoms  directly  referable  to  the  end- 
results  of  the  operation. 

To  sum  up,  co-operative  treatment  of  fibromyoma 
uteri — surgery  and  the  X-ray  combined — 'will 
reduce  mortality  to  nil  or  almost  to  nil  and  avoid 
morbidity,  injury,  and  the  after-effects  of  treatment 
in  great  measure.  Edward  L.  Cornell. 

Recasens,  S. :  The  Choice  of  Dosage  in  the  Radio- 
Active  Treatment  of  Carcinoma  of  the  Uterine 
Cervix  (La  elecci6n  de  dosis  en  el  tratamiento  radio- 
active del  carcinoma  cervical  uterine).  Med.  Ibera, 
1919,  Ndmero  extraordinario,  i  Cong.  nac.  de  med. 
y  drug.,  66. 

According  to  Recasens,  the  treatment  of  choice 
for  carcinoma  of  the  uterine  cervix  is  radio-active 
treatment  but  this  should  not  exclude  operative 
treatment  when  the  condition  is  so  limited  that  all 
of  the  neoplastic  elements  can  be  removed  by  sur- 
gical methods. 

The  dose  which  should  be  employed  in  radio- 
active treatment  depends  upon  the  form  and  the 
size  of  thte  neoplasm,  the  patient's  general  condition, 
and  the  condition  of  the  blood.  Very  pronounced 
leucopaenia  is  an  absolute  contra-indication  to  the 
use  of  massive  doses.  In  general,  moderate  doses 
frequently  repeated  are  tolerated  better  than  larger 
doses  given  at  longer  intervals.  Usually  applications 
lasting  for  more  than  twenty-four  hours  are  not 
well  borne. 

Continued  high  temperature  requires  the  tem- 
porary suspension  of  the  radio-active  treatment. 
When  each  application  is  followed  by  a  pronounced 
reaction,  the  duration  of  the  application  should  be 


decreased  and  the  interval  between  appUcations 
increased. 

In  cases  of  the  fungous  type  of  carcinoma  the 
filters  used  should  not  be  very  thick,  but  for  the 
infiltrating  forms  and,  in  general,  all  the  scirrhous 
forms,  it  is  best  to  use  very  thick  filters  (2  millimeters 
of  brass  or  6  millimeters  of  aluminum). 

In  certain  ulcerative  types  of  carcinoma  of  the 
uterine  cervix  of  rapid  growth  which  lead  in  a  short 
time  to  copious  haemorrhages  due  to  destruction  of 
the  walls  of  the  great  vessels,  massive  doses  should 
be  applied  once  or  twice.  If  these  do  not  stop  the 
progress  of  the  growth,  the  condition  must  be 
considered  outside  the  range  of  this  method. 

M.  M.  Matthies. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Becerro  de  Bongoa,  R.:  The  Surgical  Treatment 
of  Suppurating  Adnexal  Lesions  Ruptured 
into  the  Intestine  (Tratamiento  quirtirgico  de 
las  lesiones  anexiales  supuradas  abiertas  en  el  in- 
testine). Med.  Ibera,  1919,  Nfimero  extraordinario, 
I  Cong.  nac.  de  med.  y  drug.,  63. 

One  of  the  occurrences  which  greatly  complicate 
the  treatment  of  suppurative  salpingitis,  ovarian 
abscess,  and  peri-  or  para-uterine  collections  of 
pus,  is  rupture  into  the  intestines. 

The  condition  may  go  on  to  spontaneous  cure, 
but  this  happens  most  frequently  when  the  peri- 
or  para-uterine  accumulations  drain  spontaneously. 

Pyosalpinx  opened  into  the  intestine  is  nearly 
always,  if  not  always,  a  condition  which  is  difficult 
to  cure  by  surgical  procedures  but  by  other  means 
is  incurable.  The  lesions  are  progressively  com- 
plicated by  a  series  of  crises  of  the  septic  process, 
each  more  acute  than  the  last  and  accompanied  by 
defense  reactions  which  are  prejudicial  in  that  they 
result  in  adhesions  to  neighboring  organs  which 
are  the  cause  of  pain. 

The  process  leads,  by  suppuration  and  suffering, 
as  also  by  the  concomitant  menorrhagia  due  to 
venous  lesions  and  the  profound  fungous  modifica- 
tion of  the  uterine  mucosa,  to  a  general  state  of 
weakness  in  which  the  patient  usually  becomes 
tuberculous. 

As  there  is  no  other  definitely  curative  procedure 
the  author  believes  that  intervention  by  laparotomy 
is  indicated  in  every  case,  in  spite  of  the  communica- 
tion with  the  intestine,  but  he  does  not  minimize 
the  danger  of  such  an  operation. 

The  gynecologist  ought  always  to  take  into 
consideration  the  possibility  of  a  salpingo-intestinal 
communication  before  operating. 

The  period  of  greatest  virulence  of  the  bacteria 
having  passed  (which  can  be  determined  from 
the  temperature  and  a  study  of  the  leucocyte  count — 
Arneth's  formula),  the  author  believes  that  the  only 
remedy  is  extirpation  of  the  pyosalpinx  even  though 
a  faecal  fistula  may  result. 

Evacuation  of  the  purulent  content  through  the 
vagina  he   considers  insufficient   as  the   crises  of 
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re-infection  recur  after  the  colpotomy  just  as  they 
did  before  it  was  performed. 

Efficacious  treatment  consists  in  the  extirpation 
of  the  upper  genital  tract  en  bloc,  from  the  uterine 
isthmus  upward,  either  by  the  American  operation, 
from  the  area  least  involved  to  that  of  the  greatest 
adhesions,  or  by  hemisection.  In  grave  cases  with 
very  firm  salpingo-intestinal  adhesions,  the  author 
extirpates  the  tubes,  first  sectioning  them  to  let 
out  the  pus.  He  then  resects  the  tube  or  ovary, 
leaving  the  adherent  portion  which  contains  the 
perforation  attached  to  the  intestine. 

The  parietal  portion  of  the  abscess  which  is  left 
attached  to  the  intestine  he  cuts  down  as  much  as 
possible,  leaving  only  the  portion  that  is  very  in- 
timately adherent.  He  then  attempts  to  cover  the 
portion  left  on  the  intestine  by  means  of  a  seroserous 
suture  of  the  nearest  intestinal  coverings.  If  this  is 
not  possible,  he  sews  the  borders  of  the  patch 
together  approximately  concentrically. 

The  operation  is  then  completed  by  the  placing  of 
an  intra-abdominal  dressing  made  of  strips  of 
cloth,  not  gauze,  which  is  fitted  about  the  suture. 
Above  this  dressing  the  cloth  is  used  to  wall  off  the 
rest  of  the  peritoneal  cavity  from  the  pelvis.  These 
strips,  misnamed  drains,  have  the  advantage  that 
they  may  be  withdrawn  very  easily  when  the  time 
comes  to  remove  them.  They  wall  off  the  pelvic 
cavity  and  convert  it  into  an  antrum  in  commilnica- 
tion  with  the  exterior  through  the  lower  part  of  the 
laparotomy  wound.  This  antrum  becomes  a  sup- 
purating cavity  with  a  tendency  to  cure  with 
postoperative  care  and  it  is  here  that  the  intestine 
may  open,  forming  a  faecal  fistula. 

The  faecal  fistula  can  be  cured  if  it  is  cared  for 
skillfully.  The  strips  of  drainage  material  come  out 
almost  spontaneously  and  following  them  the 
purulent  and  faecal  exudate.  The  author  then  inserts 
several  large  rubber  tubes  like  those  used  in  pros- 
tatectomy and  gradually  decreases  their  size  with 
the  advance  of  the  cicatricial   granulation. 

The  care  of  the  intestine  also  requires  special 
attention.  The  portion  below  the  fistula  must  be 
emptied  daily  by  means  of  an  enema.  Occasionally 
the  patient  should  be  constipated  in  order  that  the 
evacuation  by  the  fistula  may  be  temporarily 
suppressed  so  that  the  cicatrization  of  the  fistulous 
antrum  may  progress. 

Thus  the  cure  of  the  fistula  will  follow  when  the 
laceration  is  not  too  extensive  and  when  the  con- 
dition is  not  tuberculous.  Direct  primary  suture  of 
the  laceration  or  perforation  is  unsuccessful. 

M.  M.  Matthies. 

Guilera  Molas,  L.G.:  A  Review  of  the  Embryology 
of  the  Graafian  Follicle  and  the  Histogenesis 
of  the  Corpus  Luteum.  (Revisi6n  embriol6gica 
del  follculo  de  Graaf  e  histogenesis  del  cuerpo 
luteo).  Med.  Ibera,  1919,  Numero  extraordinario, 
I  Cong.  nac.  de  med.  y  drug.,  68. 

The  theories  regarding  the  histogenesis  of  the 
graafian  follicle  are  diverse.    The  great  majority  of 


embryologists  and  histologists,  however,  hold  that 
the  ovule  and  the  granulosa  are  derived  from  the 
coclomic  epithelium  and  that  the  theca  and  stroma 
have  their  origin  in  the  wolffian  connective  tissue. 
A  few  investigators,  and  of  these  chiefly  Koelliker, 
believe  that  the  origin  of  the  ovule  and  granulosa 
is  distinct  and  admit  only  that  this  process  proceeds 
from  the  germinal  epithelium. 

A  short  study  of  the  embryology  served  to 
convince  the  author  that  the  difference  of  opinion  in 
regard  to  the  histogenesis  of  the  follicle  was^due 
largely  to  the  technical  difficulties  of  discerning  in 
young  embryos  the  epithelial  (coelomic)  or  con- 
nective-tissue (wolffian)  nature  of  the  elements 
which  constitute  the  so-called  "cords  of  Pflueger. " 
He  therefore  studied  human  embryoms  and  the 
embryoms  of  cattle  by  the  method  of  Achticarro 
del  Rfo  which  he  believes  is  much  more  accurate 
than  others. 

This  technique  enabled  him  to  make  out  the 
exact  nature  of  any  given  element  at  any  period  and 
wherever  situated  and  by  this  means  he  has 
followed  in  detail  the  embryologic  evolution  of  the 
ovary  in  these  species  and  arrived  at  the  following 
conclusions : 

1.  In  the  epithelium  of  the  coeloma  there  is  more 
than  one  type  of  cell.  Certain  cells  with  nuclei  of 
chromatic  rods  (similar  to  those  seen  by  Waldeyer 
and  considered  by  him  to  be  buds  of  the  granulosa) 
are  nothing  but  connective-tissue  cells  which  have 
intruded  among  the  epithelial  cells. 

2.  In  the  cords  of  Pflueger  there  are  only  two 
cellular  types — elements  proceeding  from  the  coeloma 
and  connective-tissue  elements  which  are  given  ofif 
from  the  stroma  and  penetrate  among  the  epithelial 
cells.   These  are  intimately  mixed. 

3.  These  cells  are  isolated  one  by  one  by  the 
connective-tissue  cells  in  such  a  way  that  the  primary 
follicle  is  nothing  more  than  a  single  coelomic 
epithelial  cell  surrounded  by  the  connective-tissue 
elements  of  the  stroma. 

As  these  conclusions,  however,  did  not  definitely 
clear  up  the  histogenesis  of  the  corpus  luteum, 
the  author  studied  this  subject  also  for  a  number  of 
years.  He  admits  the  thecal  origin  of  the  corpus 
luteum,  basing  his  opinion  principally  on  the  thecal 
hypertrophy  in  the  follicles  at  the  point  of  bursting, 
and,  above  all,  on  the  constant  addition,  during 
the  first  stages  of  the  corpus  luteum,  of  new  thecal 
cells  and  even  of  stroma  cells  to  those  already 
transformed  into  lutein  cells.  While  admitting  the 
thecal  participation  and  the  diversified  histogenetic 
character  of  the  theca  and  granulosa,  however,  he 
does  not  admit  the  intervention  of  the  two  membranes 
in  the  constitution  of  the  corpus  luteum  as  do 
Van  Stricht  and  others. 

In  order  to  answer  this  question,  the  author 
therefore  made  embryologic  studies  as  the  result 
of  which  he  found  that  there  is  no  histogenic  dissimi- 
larity between  the  granulosa  and  the  theca  as  both  of 
them  are  of  the  nature  of  connective  tissue.  Further- 
more, among  a  great  number  of  ovaries  he  collected 
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in  the  Gynecological  Clinic  at  Madrid  he  found  two 
with  recently  broken  follicles  and  in  these  he  was 
able  to  verify  the  persistence  of  the  parietal  granu- 
losa and  its  perfect  vitality  after  the  rupture.  He 
therefore  concludes  as  follows: 

1.  The  granulosa  persists  after  the  rupture  of  the 
follicle. 

2.  It  participates  jointly  with  the  theca  in  the 
constitution  of  the  corpus  luteum. 

3.  The  theca  as  well  as  the  granulosa  being  con- 
nective-tissue coverings,  the  corpus  luteum  which 
proceeds  from  them  is  exclusively  a  connective- 
tissue  formation.  M.  M.  Matthies. 

EXTERNAL  GENITALU 

Chaffin,  R.  C. :  Cystocele,  with  or  without  Descent 
of  the  Uterus,  with  Especial  Reference  to  the 
Technique   of    the    Interposition    Operation. 

Am.  J.  Surg.,  1919,  xxxiii,  183. 

The  development  of  cystocele  takes  place  usually 
in  one  of  two  ways.  One  type  no  doubt  is  due  to  the 
backward  displacement  of  the  uterus  which  is 
dependent  upon  stretching  or  laceration  of  the 
pelvic  floor  by  child-birth,  whereby  strain  is 
brought  on  the  hammock  structure  in  the  pelvis 
made  up  of  the  broad  ligament,  the  uterosacral 
ligament,  and  the  round  ligaments.  With  the 
destruction  of  the  pelvic  floor,  the  uterus  usually 
starts  downward,  carrying  the  bladder,  tubes, 
ovaries,  and  rectum  with  it.  The  other  type  of 
cystocele  development  is  generally  brought  about 
by  infection  by  streptococci,  gonococci,  or  other 
organisms.  Eventually  the  uterus  is  fixed  posteriorly 
in  the  pelvis  with  the  adnexa.  This  position  results 
in  an  increase  in  the  antero-uterine  space,  and  if  this 
is  not  closed  by  adhesions  a  great  increase  in  intra- 
abdominal pressure  is  brought  to  bear  on  the  bladder 
and  the  anterior  wall  of  the  vagina.  In  this  type  of 
case  a  protruding  bladder  and  a  fixed  uterus  are 
found. 

Usually  the  diagnosis  is  easy  but  in  the  less 
evident  cases  the  patient  can  be  put  in  the  squatting 
position  and  told  to  bear  down.  If  examined  in  this 
position  a  cystocele  may  be  demonstrated  which  is 
not  apparent  in  the  lithotomy  position. 

The  lack  of  uniform  success  with  the  various 
corrective  measures  for  cystocele  led  to  the  develop- 
ment of  the  so-called  vaginal  suspension,  interposi- 
tion or  transposition  of  the  uterus.  A  fixed  uterus 
requiring  laparotomy  is  not  a  contra-indication,  and 
interposition  can  be  easily  effected  after  salpingec- 
tomy or  oophorectomy.  In  selecting  cases  several 
points  should  be  kept  in  mind.  The  patient  cannot 
have  children  after  this  treatment  and  therefore  she 
must  either  be  sterilized  or  operated  upon  after 
menstrual  function  ceases.  The  technique  foimd 
easiest  and  quickest  is  as  follows: 

I.  Grasp  the  uterus  with  the  tenaculum  and  pull 
centrally.  Curette  if  necessary  and,  also  if  necessary, 
repair  the  cervix. 


2.  Make  an  inverted  T  incision  and  dissect  the 
vaginal  wall  from  the  cervix  and  bladder  up  to  ^ 
inch  from  the  meatus. 

3.  Apply  a  curved  forceps  carefully  to  the  free 
edges  of  the  flaps. 

4.  Dissect  the  bladder  from  the  uterus  clear  up 
to  its  peritoneal  reflection  and  open  the  peritoneum. 

5.  Deliver  the  uterus  by  successively  grasping  the 
fundus  with  two  single  tenacula. 

6.  Inspect  the  tubes  and  ovaries  and  note  also  the 
size  of  the  uterus,  cutting  away  the  necessary  amount 
from  the  body  of  the  uterus.  At  this  stage  the  tubes 
should  be  severed. 

7.  Insert  suspension  sutures  of  Number  2  or  3 
chromic  catgut.  Replace  the  uterus  in  the  abdomen, 
rethread  the  needles,  and  bring  the  ends  of  the  sutures 
through  the  flap  from  within  outward. 

8.  Cut  away  redundant  vaginal  flaps  and  insert 
the  remaining  sutures. 

9.  Reconstruct  the  pelvic  floor.        I.  W.  Bach. 

MISCELLANEOUS 

Litzenberg,  J.  C:  The  Use  of  Benzyl  Benzoate  in 
Dysmenorrhoea.  /.  Am.  M.  Ass.,  1919,  Ixxiii,  601. 

Of  43  patients  there  were  35  (81.3  per  cent)  who 
were  relieved  of  pain  with  the  use  of  benzyl  benzoate. 
In  27  cases  (62.7  per  cent)  the  pain  was  completely 
stopped,  and  in  8  cases  (18.5  per  cent)  the  suffering 
was  greatly  relieved  but  not  entirely  eliminated. 
In  2  cases  (4.6  per  cent)  the  pain  was  somewhat  re- 
lieved, but  not  to  any  great  extent.  In  6  cases 
(13.9  per  cent)  there  was  no  benefit  whatever. 

Fifteen  patients  were  completely  relieved  from 
pain  after  one  dose  (2  teaspoonfuls  of  20  per  cent 
emulsion) ;  12,  after  two  doses  at  two-hour  intervals; 
I  required  three  doses;  i,four  doses;  and  i,five  doses. 
Those  who  obtained  no  relief  took  from  two  to  six 
doses. 

Other  symptoms,  headache,  backache,  etc.,  were 
not  uniformly  benefited. 

The  cause  of  dysmenorrhoea  is  stUl  unsettled.  Anti- 
spasmodics are  logically  indicated,  for  in  spite  of 
doubtful  etiology  the  painful  spasm  of  the  uterine 
muscle  is  incontrovertible.  Benzyl  benzoate  has  an 
antispasmodic  action  and  is  practically  non-toxic, 
which  gives  it  preference  over  atropin. 

Edward  L.  Cornell. 

Gullen,  T.  S. :  The  Distribution  of  Adenomyomata 
Containing  Uterine  Mucosa.  Am.  J.  Obst.,  1919, 
Ixxx,  130. 

Adenomyomata  consisting  of  a  matrix  of  non- 
striped  muscle  and  fibrous  tissue  with  typical 
uterine  mucosa  scattered  throughout  are  to  be  found 
in  the  uterus,  round  ligaments,  utero-ovarian  liga- 
ments, uterosacral  ligaments,  rectovaginal  septum, 
and  umbilicus. 

Occasionally  large  quantities  of  normal  uterine 
mucosa  are  found  in  the  ovary. 

Edward  L.  Cornell. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Ouigley,  J.  K.:  Corpus  Luteutn  Extract  in  the 
Vomiting  of  Pregnancy,  with  Report  of  Cases. 

Am.  J.  ObsL,  1919,  Ixxx,  183. 

Seventeen  patients  were  treated,  of  whom  twelve 
were  benefited  permanently  and  four  only  tempor- 
arily. The  latter  suffered  a  relapse  because  the 
quantity  of  corpus  luteum  given  was  not  sufficient. 
There  was  one  complete  failure.  In  this  case  thera- 
peutic abortion  was  done.  The  average  number  of 
doses  was  seven  ampules  containing  o .  2  grams  of 
corpus  luteum.  E.  L.  Cornell. 

Bernaldez,  P.:  Prolapse  of  the  Uterus  and  Preg- 
nancy (Prolapse  uterine  y  embaraze).  Med.  Ibera, 
19 19,  Numero  extraordinarie,  i  Cong.  nac.  de  mad. 
y  drug.,  70. 

Bern§,ldez  reports  the  case  of  a  multipara  who  in 
her  first  parturition  suffered  a  complete  tear  of  the 
perineum  but  was  not  operated  upon.  Subsequently 
she  was  delivered  twice.  She  consulted  the  author 
in  her  fourth  pregnancy  at  which  time  she  had  a 
complete  uterine  prolapse.  The  entire  uterus  had 
prolapsed  through  the  enormous  rent,  but  the 
symptom  of  which  most  complaint  was  made  was 
retention  of  urine.  The  bladder  was  emptied  by 
catheterization  but  the  lack  of  ligamentous  and 
perineal  support  was  so  great  that  reduction  of  the 
uterus  was  impossible.  As  a  result  the  cervix  was 
ulcerated,  bleeding,  and  purple. 

The  question  of  treatment  was  perplexing.  To 
maintain  the  uterus  in  aseptic  reduction  by  tampon- 
ade and  permit  the  pregnancy  to  continue  was 
impossible.  To  provoke  an  abortion  might  result 
in  puerperal  bacteraemia  with  all  its  dangers.  To 
perform  a  hysterectomy  as  for  uterine  myoma, 
ignoring  the  pregnancy,  it  would  be  necessary  to 
use  the  abdominal  route  and  this  might  be  the 
cause  of  fatal  peritonitis. 

The  patient  aborted  spontaneously,  however,  the 
day  after  having  made  a  trip  to  a  neighboring  town 
and  the  author  did  not  see  her  again.  If  she  had 
returned  he  would  have  done  a  Wertheim-Schauta 
operation  after  the  abortion  which,  according  to 
Recasens,  is  the  operation  of  choice  for  prolapsed 
uteri  of  great  size.  This  he  would  have  followed 
with  a  colpoperineorrhaphy.         M.  M.  Matthies. 

Cameron,  M.  H.  V.:    Glycosuria  in  Pregnancy. 

Canadian  M.  Ass.  J.,  1919,  ix,  723. 

The  writer  reports  finding  a  reducing  sugar  in 
small  amounts  in  the  case  of  a  patient  in  the  fifth 
month  of  pregnancy.  This  disappeared  entirely, 
however,  after  the  sixth  month  and  it  was  there- 
fore decided  that  the  condition  was  a  transient 
lactosuria,  a  very  ordinary  concomitant  of  preg- 


nancy which  need  give  no  further  cause  for  anxiety. 
The  confinement  was  tedious  and  nearly  2  ounces 
of  chloroform  were  used.  The  puerperium  was  un- 
eventful. Within  a  week  from  this  time  the  patient 
developed  an  insatiable  appetite  and  three  weeks 
later  died  of  diabetic  coma  in  spite  of  vigorous  treat- 
ment. 

Since  the  case  reported  the  author  has  had  468 
obstetrical  cases  in  4  of  which  there  was  glycosuria. 
Undoubtedly  both  lactose  and  glucose  may  appear 
in  the  urine  with  no  more  significance  than  that 
there  is  normal  stimulation  of  the  mammary  glands 
as  they  are  being  prepared  for  their  function  after 
the  birth  of  the  child  and  will  disappear  from  the 
urine  after  lactation  is  established.  However, 
while  this  simple  explanation  suffices  in  many  cases, 
in  many  more  it  is  inadequate.  The  excretion  of 
sugar  in  any  form  or  amount  is  a  matter  of  derange- 
ment in  metabolism  that  is  complex,  and  when  the 
further  derangement  of  pregnancy  is  added,  the  com- 
plexity is  vastly  increased. 

In  469  cases  of  pregnancy  5  cases  of  glycosuria 
have  been  found.  In  4  cases  the  sugar  was  definitely 
identified  as  glucose  by  either  fermentation  or  osazone 
tests.  The  other  patient  died  of  diabetes.  The  in- 
ference is  obvious.  The  finding  of  a  reducing  sugar 
in  the  urine  of  a  pregnant  woman  is  a  serious  matter. 
Lactosuria  may  be  a  trivial  affair,  but  before  a 
patient  whose  urine  reduces  copper  hydroxide  in  a 
test  solution  is  dismissed  as  not  being  in  a  serious 
condition,  the  fullest  tests  should  be  made  to  deter- 
mine whether  lactosuria  is  the  real  condition  or  not. 
When  there  is  glycosuria  true  diabetes  may  be 
about  to  manifest  itself  or  may  be  already  present. 
Those  cases  in  which  sugar  appears  in  the  urine 
during  pregnancy  and  disappears  from  the  urine  when 
the  pregnancy  is  ended  require  merely  careful 
management.  A  more  or  less  strict  regulation  of 
diet  will  keep  the  symptom  in  abeyance.  A  careful 
selection  of  the  anaesthetic  to  be  used  and  any  means 
to  lessen  the  shock  of  delivery  will  perhaps  prevent 
the  onset  of  such  changes  in  the  endocrine  system 
as  are  indicated  by  the  glycosuria  and  might  result 
in   diabetes 

The  diagnosis  of  true  diabetes  is  of  supreme  im- 
portance should  the  glycosuria  be  controllable  by 
regulation  of  the  diet.  The  frequent  examination  of 
the  urine  may  suffice  to  protect  the  patient  during 
gestation  but  the  only  means  of  arriving  at  definite 
conclusions  is  by  estimating  the  sugar  in  the  blood. 
The  method  is  simple  with  a  proper  colorimeter. 
Whenever  suger  appears  in  the  urine  the  presence 
or  absence  of  a  hyperglycemia  should  be  deter- 
mined. Ingestion  tests  of  the  carbohydrate  toler- 
ance are  difficult  to  carry  out  and  may  be  most  dis- 
agreeable to  the  patient.  H.  K.  Gibson. 
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INTERNATIONAL  ABSTRACT  OF  SURGERY 


Martinez  de  la  Riva,  A.:  Statistics  of  Caesarean 
Operations  by  Kroenig's  Method  (Mi  cxtadfstica 
dc  opcracioncs  cesdreas  por  el  proceder  de  Kroenig). 
Med.  Ibcra,  191Q,  Numcro  cxtraordinario,  i  Cong, 
nac.  de  mcd.  y  cirug.,  70. 

On  ihc  basis  of  his  statistics  the  author  draws  the 
following  conclusions: 

1.  The  classical  cesarean  operation  should  be 
replaced  by  the  cervical  caesarean  section.  The 
latter  is  no  more  difficult  and  its  advantages  are 
much  greater. 

2.  The  latter  may  be  performed  safely  also  in  the 
majority  of  cases  of  suspected  infection. 

3.  In  cases  which  are  clearly  infected,  total 
hysterectomy  should  be  done  by  the  method  advised 
by  Recasens,  if  the  indication  is  absolute.  If  the 
indication  is  relative,  craniotomy  should  be  con- 
sidered. 

4.  Caesarean  section  is  very  seldom  contra- 
indicated  even  when  the  indication  is  not  absolute. 

5.  In  favorable  circumstances  the  indications  for 
caesarean  section  should  be  judged  very  liberally. 

6.  It  is  only  in  the  exceptional  case  that  the 
patient  does  not  consent  to  the  operation  and 
obstetricians  should  popularize  its  advantages. 

M.  M.  Matthies. 

Candela  Pla,  M.:  Placenta  Praevia  and  Caesarean 
Section  (Placenta  previa  y  cesdrea).  Med.  Ibera, 
1919,  Numero  extraordinario,  i  Cong.  nac.  de  med. 
y  cirug.,  70. 

Some  years  ago  at  the  last  International  Congress 
of  Medicine  held  at  Madrid  Candela  stated  that 
certain  cases  of  uncontrollable  haemorrhage  from 
placenta  praevia  constitute  definite  indications  for 
transperitoneal  caesarean  section.  This  method 
was  severely  criticized  but  today  is  the  accepted 
procedure  in  some  of  the  schools  of  Spain  and  other 
European  countries  and  in  America. 

As  in  some  cases  the  transperitoneal  route  was 
not  approved  of  by  certain  surgeons,  the  extra- 
peritoneal procedures  were  devised.  These,  however, 
were  difficult  to  execute  and  in  some  instances 
required  considerable  time. 

In  favor  of  his  contention  the  author  cites  fifteen 
cases  in  which  only  one  woman  died  and  the  lives  of 
all  of  the  babies  were  saved.  One  of  these  he  reports 
in  greater  detail.  The  patient  had  been  bleeding  at 
intervals  for  forty-eight  hours  and  at  the  time  of 
operation  was  almost  moribund.  In  two  or  three 
minutes  the  abdominal  incision  was  made,  the 
foetus  delivered  alive,  the  placenta  separated  from 
the  uterus,  and  the  metrorrhagia  stopped.  The 
patient  was  discharged  from  the  hospital  with  her 
child  ten  days  later,  M.  M.  Matthies. 

MISCELLANEOUS 
I>avis,  E.  P.:  Obstetrical   Surgery.     Am.   J.   Obsl., 

I9I9,  IXXX,   122. 

In  his  efforts  to  save  life  and  preserve  health,  the 
obstetrician  is  contending  against  some  of  the  most 


important  enemies  which  confront  the  surgeon. 
Haemorrhage,  shock,  and  infection  threaten  the 
surgeon  and  obstetrician  equally.  Parturition  causes 
wounds  so  frequently  that  repair  of  such  injuries 
introduces  an  element  of  surgical  closure.  It 
therefore  follows  that  much  of  obstetrics  is  obste- 
trical surgery. 

The  most  frequent  of  obstetrical  operations  is 
delivery  by  forceps.  The  introduction  of  any 
foreign  body  within  the  uterus,  though  it  pass  no 
further  than  the  cervix  or  only  into  the  vagina, 
exposes  the  patient  to  the  risk  of  infection,  while 
anaesthesia  and  manipulation  give  rise  to  the  danger 
of  relaxation  of  the  uterus  and  haemorrhage. 

The  indications  for  delivery  by  abdominal  and 
vaginal  section  have  been  so  greatly  extended  in 
recent  years  that  a  new  field  in  experience  and 
observation  is  being  opened  up. 

In  accidental  separation  of  the  normally  im- 
planted placenta,  a  condition  analogous  to  that  of 
ruptured  tubal  gestation  is  present.  Here  abdominal 
delivery  afTords  the  only  prompt  and  secure  method 
of  rescuing  the  mother  from  insidious  danger. 
While  there  is  a  diflference  of  opinion  concerning  the 
treatment  of  placenta  praevia,  the  majority  of 
obstetricians  agree  that  accidental  separation  of  the 
normally  implanted  placenta  in  the  later  months 
of  pregnancy  is  best  treated  by  section. 

Shall  eclampsia  be  treated  by  section,  abdominal 
or  vaginal?  The  author  has  long  since  abandoned 
abdominal  section  for  toxic  patients  suffering  from 
convulsions  except  when  the  patient  is  a  vigorous 
primipara  with  unshortened  and  undilated  cervix 
who  has  had  few  convulsions  and  does  not  respond 
to  eliminative  treatment.  In  such  cases  prompt 
delivery  by  abdominal  section  may  save  the  life  of 
both  the  mother  and  the  child.  There  is,  however, 
a  distinct  field  for  elective  abdominal  section  in  the 
toxaemia  of  pregnancy.  When  hygienic  measures 
fail  in  the  later  months  of  gestation,  toxaemia 
steadily  increases,  there  is  no  sign  of  labor,  and 
active  treatment  of  toxaemia  fails  to  check  its  pro- 
gress although  the  patient  does  not  have  anj'^  con- 
vulsions prompt   delivery  by  section  is  indicated. 

Surgery  of  the  digestive  tract  in  pregnancy  is  a 
modern  field  of  great  interest  in  obstetrics.  Appen- 
dicitis complicating  pregnancy  is  not  an  uncommon 
occurrence,  and  a  careful  study  of  considerable 
numbers  of  cases  of  cholecystitis  in  child-bearing 
women  shows  that  this  condition  frequently  arises 
during  pregnancy.  In  a  pregnant  woman  having 
an  infected  appendix  an  appendectomy  should  be 
performed  as  soon  as  the  diagnosis  is  made,  the 
earUer  in  pregnancy  the  better.  Whether  an  in- 
fected gall-bladder  should  be  drained  during  preg- 
nancy or  removed  has  not  yet  been  clearly  estab- 
lished. 

In  the  pyelitis  of  pregnancy  many  cases  are 
successfully  managed  by  medicinal  or  local  treat- 
ment, but  in  some  instances  the  author  has  found 
that  drainage  of  the  kidney  by  incision  is  followed 
by  good"  results.     In  none  of  these  patients  was 
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pregnancy  interrupted,  and  in  all  cases  a  good  re- 
covery followed  the  operation. 

In  rupture  of  the  uterus  and  in  pathologic  con- 
ditions in  the  pelvis  which  render  vaginal  delivery 
impossible  or  unsafe  abdominal  section  is  often 
indicated.  Edward  L.  Cornell. 

Reeves,  E.  A. :  A  Study  of  750  Obstetrical  Cases  in 
Private  Practice.  J .  Kansas  M .  Soc,  1919,  xix, 
177. 

The  writer  presents  statistical  data  obtained  from 
750  cases  occurring  in  private  obstetrical  work. 
Thirty-two  per  cent  of  the  patients  were  primi- 
parae.  The  presentations  as  noted  in  the  first  or 
second  stage  were  as  follows:  occipito-anterior,  691 
(92  per  cent);  occipitoposterior,  19  (2^  per  cent); 
face,  I  (1/6  of  I  per  cent);  transverse,  13  (2  per 
cent);  and  breech,  26  (3K  percent).  Forceps  were 
applied  in  88  cases  (11^  per  cent).  Fifty-eight  of 
the   forceps   deliveries   were   those   of   primiparae. 

Version  was  necessary  in  23  cases  (3  per  cent)  and 
was  always  done  for  occipitoposterior  or  transverse 
presentation  or  eclampsia.  The  author  considers 
version  at  the  proper  time  safer  and  easier  than  the 
use  of  high  forceps.  No  caesarean  sections  were  per- 
formed in  the  series  although  in  the  author's  opinion 
section  would  have  been  preferable  in  3  cases,  in  2  of 
which  version  was  done  and  in  i  of  which  the  forceps 
were  used.  These  3  mothers  survived  but  the  babies 
were  lost.  Five  of  the  patients  in  the  series  had 
eclampsia  which  in  2  cases  was  fatal.  All  of  the 
babies  in  these  cases  survived.  One  patient,  a 
primipara  29  years  of  age,  had  inversion  of  the 
uterus  two  hours  after  forceps  delivery. 

Mammary  abscess  occurred  in  5  cases  and  in  all 
developed  after  the  patients,  who  were  primiparae, 
had  left  the  author's  care.  Puerperal  sepsis  occurred 
in  3  cases.  In  i  the  infection  was  due  to  the  dirty 
hands  of  a  drunken  husband  and  terminated 
fatally.  The  second  case  was  attributed  to  unclean 
pads,  and  the  third  followed  version  for  an  impacted 
breech  presentation. 

Fibroids  complicated  labor  in  2  cases.  In  i  they 
resulted  in  the  forceps  delivery  of  a  macerated 
foetus  and  subsequent  hysterectomy,  and  in  the 
second  were  the  cause  of  severe  postpartum  haemor- 
rhage from  inability  of  the  uterus  to  contract.  Pre- 
mature detachment  of  the  placenta  occurred  in  2 
cases  and  both  babies  were  lost.  Two  young  primi- 
parae died  soon  after  delivery,  i  two  hours  after  an 
easy  forceps  delivery  without  severe  haemorrhage. 
A  postmortem  examination  did  not  reveal  the  cause 
of  death. 

Postpartum  haemorrhage  occurred  in  4  cases  of 
the  series — i  case  of  uterine  inertia  in  a  primipara 
following  the  birth  of  twins,  i  case  of  uterine  fibroids, 
I  case  of  retained  adherent  placenta,  and  i  case  of 
inertia  after  forceps  delivery  of  a  primipara. 

There  were  11  pairs  of  twins  and  i  set  of  triplets 
in  the  series.  Only  8  {}4  per  cent)  of  the  mothers 
were  unable  to  nurse  their  babies. 

The  author  used  pituitrin  in  78  cases,  in  2  of  which 


there  was  an  hour-glass  contraction  of  the  uterus 
with  retained  placenta.  He  is  convinced  that  in  re- 
duced dosage,  S  to  7  minims,  pituitrin  is  a  safe  and 
efficient  adjunct.  H.  K.  Gibson. 

Avellnn,  E.:  The  Value  of  Bone  Grafts  in  Cases  of 
Contracted  Ptlvis  (I)e  la  utilidad  del  injerto 
6sco  en  las  estenosis  pfilvicas).  Med.  Ibera,  19 19, 
Nimcro  extraordinario,  i  Cong.  nac.  de  med.  y 
cirug.,  64. 

Sufficient  proof  of  the  practicability  of  bone 
grafting  has  already  been  obtained  both  clinically 
and  experimentally. 

The  permanent  widening  of  a  contracted  pelvis 
by  means  of  a  graft  should  be  called  "pelvioplasty." 

Antedating  the  author's  operation  of  pelvioplasty, 
although  unknown  to  him  at  the  time  he  originated 
it,  were  the  tentative  procedures  of  Phenomenof, 
Kotschecoff,  and  Frank.  The  last-named  implanted 
a  symphyseal  graft  successfully. 

Pelvioplasty  is  indicated  in  cases  of  moderate 
contraction  of  the  pelvis  with  a  conjugata  vera  of 
7  or  8  centimeters,  cases  which  hitherto  have  justi- 
fied pelviotomy.  It  should  be  performed  also  when 
the  conjugata  vera  is  less  than  7  but  more  than  6 
centimeters.  Only  future  results  will  tell  whether 
or  not  this  operation  is  desirable  also  when  the  con- 
traction is  more  marked  and  whether  its  benefits 
are  increased  when  it  is  performed  on  both  sides. 

Pelvioplasty  is  simple  and  is  easily  executed  with 
instruments  in  common  use.  The  steps  are  as  fol- 
lows: 

Pubiotomy.  While  an  assistant  watches  the 
delivery  of  the  child  and,  if  necessary,  gives  an  in- 
jection of  pituitrin,  the  surgeon  resects  a  piece  of 
rib  somewhat  larger  than  the  interfragmentary 
separation.  After  the  child  is  born,  this  graft  is  im- 
planted and  the  wound  sutured.  Immobilization  is 
obtained  by  means  of  a  plaster  cast  from  the  umbili- 
cus to  the  malleoli  which  fixes  the  muscles  in  flexion 
with  the  legs  separated  and  rotated  outward. 

M.  M.  Matthies. 

Siemens,  J.  M.:  The  Nutrition  of  the  Foetus.   Am. 

J.  Obst.,  1919,  Ixxx,  194. 

The  equality  of  the  non-protein  nitrogen  in 
maternal  and  foetal  blood  indicates  that  its  various 
constituents,  belonging  in  part  to  the  class  of  foods 
and  in  part  to  the  class  of  waste  products,  pass 
freely  through  the  placental  partition.  There  is 
evidence  of  a  regulatory  mechanism  which  main- 
tains the  same  concentration  of  non-protein  nitrogen 
in  the  two  circulations.  Such  a  similarity  of  con- 
centration is  explained  by  simple  diffusion. 

At  present  there  is  not  the  slightest  excuse  for  as- 
suming that  the  placenta  synthesizes  protein  for 
the  foetus.  This  function  the  foetal  tissues  perform 
for  themselves.  The  requisite  material  is  available 
in  the  foetal  blood,  having  been  acquired  from  the 
blood  of  the  mother. 

An  excess  of  amino  acids  amounting  to  2  milli- 
grams of  nitrogen  appears  uniformly  in  favor  of  the 
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foetal  plasma.  Small  as  it  is,  such  a  diflferencc  in 
concentration  implies  the  addition  of  some  process 
to  that  of  simple  diffusion  in  the  regulatory  mechan- 
ism of  the  placenta.  While  equilibrium  between 
maternal  and  fa-tal  blood  is  obtained  with  only  a 
slight  difference  between  the  concentrations  of 
amino  acids  in  the  two  circulations,  the  results 
indicate  that  the  placenta  absorbs  these  substances 
and  also  prevents  their  departure  from  the  foetal 
circulation. 

The  placenta  takes  no  active  part  in  the  elimina- 
tion of  fa'tal  urea  and  behaves  as  a  semi-permeable 
membrane.  Ammonia  as  well  as  urea  passes  through 
the  placenta  by  diffusion. 

The  mean  glucose  value  for  the  mother  was 
found  to  be  0.132  per  cent,  while  that  for  the 
foetus  was  0.115  per  cent.  Slightly  higher  values 
occurred  in  the  maternal  blood  in  19  out  of  24  cases, 
while  in  5  cases  the  values  were  identical  in  both 
circulations.  These  facts  do  not  support  a  hypothe- 
sis requiring  the  action  of  an  enzyme.  In  a  case  of 
double-ovum  twins,  in  which  each  foetus  had  its  own 
placenta,  the  blood-sugar  of  one  was  0.099  per  cent 
and  that  of  the  other  0.096  per  cent,  while  that  of 
the  mother  was  0.12  per  cent.  Such  findings  are 
inexplicable  except  on  the  basis  of  diffusion  through 
the  placenta.  Slightly  higher  maternal  values  pro- 
mote a  steady  flow  of  glucose  toward  the  foetus. 

Fats  and  lipoids  are  more  abundant  in  the  mater- 
nal blood  and  relatively  large  maternal  values  have 
large  foetal  values  associated  with  them.  In  the 
plasma  the  disparity  is  equally  obvious.     Either 


the  fats  and  lipoids  cross  the  placenta  with  the  aid 
of  an  enzyme  or  they  do  not  cross  at  all.  The  latter 
interpretation  is  correct.  The  fat  in  the  body  of  the 
foetus  is  manufactured  there,  and  almost  certainly 
manufactured  from  carbohydrate. 

Edward.  L.  Coenell. 

Talbot,  F.  B.:  The  Analysis  of  Human  Milk: 
Technique  of  Obtaining  Samples  and  Inter- 
pretation of  Results.  J .  Am.  M.  Ais.,  1919,  Ixxiii, 

662. 

One  source  of  error  is  the  method  of  obtaining 
the  sample  for  examination.  In  order  that  a  sample 
may  represent  the  true  composition  of  the  milk,  it 
must  be  obtained  in  one  of  two  ways.  According 
to  the  first  method,  all  the  milk  is  drawn  or  expressed 
from  one  breast  and  sent  either  in  bulk  or  in  mixed 
sample  to  the  chemist.  According  to  the  second 
method,  which  is  much  more  simple,  it  is  necessary 
only  to  obtain  i  ounce  of  milk  before  nursing  and  i 
ounce  after  nursing.  These  2  ounces  may  then  be 
analyzed  separately  or  mixed  together.  If  analyzed 
separately  they  must  be  averaged  as  the  percentage 
of  fat  is  much  lower  at  the  beginning  than  at  the 
end  of  nursing,  the  difference  occasionally  being  as 
much  as  10  per  cent. 

The  time  of  day  that  the  milk  is  drawn  also 
has  an  influence  on  the  composition  of  the  milk. 

Accurate  methods  of  chemical  analysis  must  be 
used.  Clinical  laboratory  tests  cannot  be  depended 
upon  because  of  their  inaccuracies. 

Edward  L.  Cornell. 
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ADRENAL,  KmNEY,  AND  URETER 

Herman,  L.:  The  Diagnosis  and  Treatment  of  Uni- 
lateral Renal  Tuberculosis.  Ann.  Surg.,  1919, 
Ixx,  203. 

The  term  "primary  renal  tuberculosis"  is  used 
by  the  author  only  with  reference  to  the  site  of  the 
initial  appearance  of  the  tuberculosis  in  the  urogenit- 
al system. 

Tuberculosis  is  primary  in  the  urinary  tract  when 
it  occurs  in  the  kidney.  In  this  location  the  bacilli 
find  favorable  conditions.  From  here  the  infection 
spreads  to  the  tissues  along  the  course  of,  and  connect- 
ed with,  the  ureter.  A  multiplicity  of  infections 
in  the  epididymis  and  the  kidney  make  the  prognosis 
less  favorable. 

The  author  emphasizes  the  point  that  tuberculosis 
of  the  kidney  is  apt  to  remain  localized  in  the  upper 
urinary  tract  for  a  considerable  period  of  time  but 
finally  spreads  to  the  bladder  and  then  involves  the 
other  kidney.  He  quotes  a  series  of  64  cases  compli- 
cated by  involvement  of  the  bladder  in  which  only 
1 9  of  the  patients  remained  well  after  nephrectomy 
as  compared  with  100  per  cent  of  cures  obtained  in  a 
series  of  34  cases  in  which  the  disease  was  limited  to 
the  kidney  which  was  removed.  As  a  rule  the 
ureter  should  not  be  removed  except  under  the 
following  conditions: 

1.  Cases  in  which  the  ureter  is  strictured  below, 
dilated  above,  and  secondarily  infected. 

2.  Cases  in  which  the  ureter  is  dilated,  infected, 
and  in  free  communication  with  the  bladder  cavity. 

3.  Cases  in  which  the  ureter  is  enlarged,  soft,  and 
diffusely  involved  by  subacute  miliary  tuberculosis. 

The  complete  removal  of  ureters  otherwise  in- 
volved pathologically  is,  with  certain  exceptions, 
unnecessary.  Except  under  the  conditions  men- 
tioned, the  ureter  should  either  not  be  disturbed  at 
all,  or  only  such  part  of  it  should  be  removed  as  can 
be  reached  conveniently  through  the  ordinary  ne- 
phrectomy wound.  V.  D.  Lespinasse. 

Lower,  W.  E. :  Ureteral  Transplantation  in  In- 
operable Conditions  of  the  Bladder.  /.  Am.  M. 

Ass.,  1919,  Ixxiii,  328. 

For  inoperable  conditions  of  the  bladder  Lower 
advises  the  transplantation  of  the  ureters  into  the 
large  intestine  rather  than  into  the  loin.  He  claims 
that  the  sphincter  ani  soon  becomes  adapted  to  the 
new  condition  and  effectively  controls  the  urine. 

The  operation  is  preferably  performed  in  two 
stages,  one  ureter  being  transplanted  first  and 
sufficient  time  being  allowed  to  pass  before  the  trans- 
plantation of  the  second  to  be  sure  that  it 
is  functioning  in  its  new  location  and  to  allow  the 
sphincter  ani  to  become  adapted  to  its  new  condi- 


tion. Preferably  the  right  ureter  is  transplanted 
first  for  if  adhesions  follow,  as  they  often  do,  the 
rectum  becomes  more  or  less  fixed  and  cannot  be  so 
readily  drawn  into  the  cut. 

In  certain  cases  the  patient's  comfort  may  be 
still  more  increased  and  his  life  materially  lengthened 
by  removing  the  entire  bladder  at  a  third  operation. 

L  S.  KOLL. 

Eisendrath,  D.  N. :  Indications  for    Operation  in 
Ureteral  Calculi.  Ann.  Surg.,  1919,  Ixx,  192. 

Experience  has  shown  that  there  are  many  other 
causes  for  the  symptoms  formerly  regarded  as  pathog- 
nomonic of  ureteral  calculus.  Moreover,  many 
ureteral  calculi  belong  to  the  latent  group  which  give 
rise  to  symptoms  only  when  infection  of  the  kidney 
supervenes.  In  addition,  there  are  many  extra- 
ureteral  shadows  which  may  deceive  even  the  trained 
eye  as  regards  the  size,  form,  and  po>ition  of  a  true 
intra-ureteral  calculus.  The  author  outlines  the 
sequelae  of  ureteral  calculus  as  follows: 

In  the  ureter:  (i)  uniform  dilatation  above  the 
calculus;  (2)  stricture  at  the  point  of  impaction;  and 
(3)  peri- ureteral  abscess. 

In  the  kidney:  (i)  pyelonephritis;  (2)  infected  or 
non-infected  hydronephrosis;  (3)  perinephritic 
abscess;  (4)  calculous  anuria;  and  (5)  generahzed 
sepsis  (bacteraemia) . 

At  the  present  time  operation  is  not  justified  in  a 
case  of  ureteral  calculus,  especially  if  the  stone  lies 
in  the  pelvic  portion  of  the  ureter,  until  repeated  at- 
tempts have  been  made  to  deliver  it  by  one  of  the 
manipulative  methods  so  familiar  to  urologists. 

If  a  slight  renal  infection  is  present,  one  or  more 
efforts  may  be  made  to  dislodge  and  deliver  the 
calculus.  If  there  is  much  fever,  however,  operation 
is  indicated  at  once.  The  methods  are  enumerated 
as  follows: 

1 .  Injection  of  2  per  cent  papaverin  alone. 

2.  Injection  of  30  cubic  centimeters  of  albolene, 
glycerine,  or  olive  oil. 

3.  Injection  of  i   and  2  combined. 

4.  The  use  of  the  Lespinasse  laminaria  tent. 

5.  If  the  stone  is  lodged  in  the  intraparietal  por- 
tion of  the  ureter  the  use  of  the  Bransford  Lewis  or 
similar  dilaotrs  and  forceps,  even  if  it  is  necessary  to 
incise  the  mucosa  of  the  ureteral  orifice  when  a  cal- 
culus presents  at  the  vesical  end  of  the  ureter. 

The  author  quotes  many  interesting  clinical  cases 
showing  the  different  types  of  infection  due  primarily 
to  retention  of  urine  by  ureteral  stone.  He  empha- 
sizes the  point  that  these  acute  infected  cases  should 
be  treated  by  open  operation  rather  than  by  intra- 
ureteral  methods  except  in  the  occasional  instance 
when  the  abscess  may  be  drained  by  means  of  a 
catheter  through  the  ureter.    Cases  of  anuria  due  to 
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calculus  must  be  treated  by  open  operation  unless 
the  cystoscopic  delivery  of  the  stone  is  immediately 
successful.  As  the  period  of  tolerance  is  from  six  to 
eight  days,  cystoscopic  treatment  may  be  used  for 
from  two  to  three  days.  If  this  is  not  successful, 
immediate  operation  should  be  performed. 

Cases  of  bilateral  ureteral  calculi  should  be  treated 
according  to  the  general  indications.  If  the  urine  is 
passing  the  stones  it  is  justifiable  to  persist  in 
cystoscopic  methods.  If  no  urine  is  passing  the 
stones  or  if  infection  is  present  an  operation  is 
indicated.  V.  D.  Lespinasse. 

BLADDER,   URETHRA,  AND  PENIS 

Kolischer,  G.,  and  Eisenstaedt,  J.  S.:  Tumors  of 
the  Urinary  Bladder.  Surg.  Clin.  Chicago,  1919, 
iii,  531- 

The  authors  present  four  cases  of  tumor  of  the 
bladder  in  one  of  which  the  tumor  was  benign  and 
in  three  malignant.  The  symptoms  are  mentioned 
briefly,  the  course  of  the  disease  is  traced,  and  the 
cystoscopic  appearance  in  each  case  discussed  in 
detail. 

In  the  treatment  of  benign  growths  the  advantages 
of  fulguration  over  a  cutting  operation  are  pointed 
out.  Like  that  of  malignant  disease  of  the  viscera 
in  general,  the  treatment  of  malignant  neoplasms 
of  the  bladder  is  most  unsatisfactory.  The  majority 
of  cases  are  inoperable  when  first  seen.  Radiotherapy 
is  now  more  generally  used.  There  is  no  primary 
mortality  and  a  favorable  percentage  of  clinical 
cures  result.  When  immediate  relief  is  urgent  the 
bladder  should  be  opened  above  the  pubes.  This 
secures  drainage,  allows  control  of  haemorrhage, 
and  relieves  the  intolerable  suffering  so  often  accom- 
panying advanced  malignant  disease.  The  exposed 
growth  may  then  be  attacked  directly  through  the 
suprapubic  opening  by  actual  cautery  or  electric 
coagulation.  H.  A.  Fowler. 

Pfahler,  G.  E. :  The  Injection  of  Air  for  the  Roent- 
gen Diagnosis  of  Tumors  of  the  Bladder.   Am. 

J.  Roentgenol.,  1919,  vi,  371. 

The  injection  of  air  into  the  bladder  for  diagnostic 
purposes,  which  has  been  done  occasionally  for  a  num- 
ber of  years,  the  author  believes  is  a  method  worthy 
of  more  extended  application:  It  may  supplement 
findings  derived  from  cystoscopy,  or  if  the  latter 
is  impractical  because  of  severe  haemorrhage,  pain, 
inability  to  pass  the  cystoscope,  objection  on  the  part 
of  the  patient,  or  the  lack  of  a  skilled  cystoscopist,  it 
may  replace  the  cystoscopic  examination.  The 
technique  used  is  described  and  attention  is  called  to 
its  simplicity  and  harmlessness.  The  field  of  useful- 
ness of  the  method  includes  the  demonstration  of 
new  growths,  enlargement  of  the  prostate,  diverti- 
cula, and  calculi.  A  number  of  cases  are  cited  in  de- 
tail in  which  its  value  was  demonstrated.  In  conclu- 
sion the  author  states: 

I .  Injection  of  the  bladder  with  air  is  practical  and 
with  proper  precaution  is  harmless. 


2.  Tumors  may  be  definitely  outlined,  and  when 
judged  by  their  size,  shape,  and  position,  in  conjunc- . 
tion  with  the  clinical  history,  a  diagnosis  as  to  their 
nature  can  be  made. 

3.  This  method  will  at  times  replace  a  cystoscopic 
examination;  at  other  times  it  can  be  used  to  advan- 
tage in  addition  to  the  cystoscopic  examination. 

4.  Injection  of  air  into  the  bladder  may  be  done 
when    a   cystoscopic    examination   is  impractical, 

5.  The  method  described  is  less  painful  and  gener- 
ally less  objectionable  to  the  patient  than  the 
cystoscopic  examination,  and  can  be  carried  out 
wherever  there  is  an  expert  roentgenologist. 

.Adolph  Haktuxc. 

Jeck,  H.  S. :   Apparent  Cure  of  Carcinoma  of  the 
Bladder  by  Radium.  Internal.  J.Surg.,  1919,  xxxii, 

240. 

The  patient,  a  married  woman,  55  years  of  age, 
complained  chiefly  of  haematuria  which  had  con- 
tinued for  four  months.  There  was  no  marked  fre- 
quency of  urination.  Cystoscopic  examination 
revealed  the  presence  in  the  bladder  of  a  red  papil- 
lary growth,  sloughy  in  parts,  resembling  and  about 
the  size  of  a  raspberry,  and  situated  near  the  left 
ureteral  orifice.  A  section  of  the  growth  removed  by 
means  of  an  operating  cystoscopic  forceps  and  ex- 
amined microscopically  showed  it  to  be  a  squamous- 
celled  epithelioma.  No  induration  could  be  made 
out  by  vaginal  examination. 

On  July  9,  1918,  two  tubes  of  radium  emanations 
of  31  and  37  millicuries  were  introduced  into  the 
bladder  by  way  of  the  urethra  and  left  in  place  for 
seven  hours  (476  millicurie  hours).  The  radium 
was  screened  with  silver  3^  millimeter  in  thickness. 
About  a  week  later  there  was  a  slight  increase  in 
frequency  of  urination  which  probably  was  due  to 
a  radium  burn. 

A  cystoscopic  examination  made  August  6,  1918, 
showed  no  change  in  the  appearance  of  the  growth. 
A  tube  of  40  millicuries  was  then  introduced  into 
the  bladder  with  the  intention  of  leaving  it  in  place 
for  ten  hours  but  it  was  expelled  spontaneously  at 
the  end  of  seven  hours.  Two  weeks  later  the  haema- 
turia stopped.  A  month  later  there  was  scarcely  any 
frequency  of  urination. 

Another  cystoscopic  examination  made  Septem- 
ber 24,  19 18,  revealed  only  a  slightly  raised  area  of 
inflammation  about  the  size  of  a  nickel.  The 
patient's  condition  was  nearly  the  same  except  that 
there  was  a  slight  haematuria.  On  November  19, 
1918,  another  cystoscopic  examination  showed  at 
the  site  of  the  original  tumor  an  elongated,  sloughy 
growth  about  twice  the  size  of  the  index  finger. 
Radium  was  therefore  applied  again — two  tubes  of 
70  millicuries  each  for  five  hours  (700  millicurie 
hours).  Both  tubes  were  placed  in  immediate  con- 
tact with  the  growth  by  the  aid  of  the  cystoscope. 
In  three  or  four  days  the  frequency  increased  to  the 
extent  that  urination  occurred  every  two  hours  by 
day  and  twice  at  night.  The  haematuria,  however, 
ceased  completely  and  has  not  re-appeared. 
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On  January  28,  1919,  cystoscopic  examination 
showed  a  reddish  area  about  the  size  of  a  dime  at 
the  site  of  the  original  tumor.  Frequency  of  urina- 
tion was  almost  normal.  On  March  18,  1919,  the 
bladder  was  found  to  be  entirely  clean,  there  being  no 
sign  of  tumor.  On  April  8,  1919,  the  bladder  was 
still  clean  and  the  patient's  weight  was  109  pounds 
as  compared  with  85  pounds  at  the  beginning  of 
treatment. 

The  last  cystoscopic  examination,  which  was  done 
May  13,  1919,  still  showed  entire  absence  of  the 
tumor  and  an  apparently  normal  bladder  mucosa. 
The  patient  complained  of  slight  burning  on  urina- 
tion but  there  was  no  frequency.  Her  appetite  was 
good  and  she  stated  that  she  was  feeling  very  well. 

Powell,  W.  W.:  The  Treatment  of  Chronic  Ure- 
thritis: With  a  Description  of  a  New  Instru- 
ment for  Cauterizing  the  Lacunae.  British  M. 
J.,  1919,  ii,  161. 

This  article  deals  with  the  treatment  of  the  penile 
portion  of  the  urethra.  The  author  emphasizes  the 
frequency  of  cellular  deposits  from  the  mucous  mem- 
brane in  all  inflammatory  processes  and  their  ten- 
dency to  recent  fibrous-tissue  formation  and  states 
that  in  the  treatment  of  urethritis  the  passage  of 
sounds  is  too  often  neglected. 

The  passage  of  sounds  should  be  undertaken  as  a 
matter  of  routine  when  the  subacute  stage  is  reached. 
If  a  discharge  persists  following  this  procedure, 
Powell  believes  it  due  to  the  persistence  of  the  infec- 
tion in  the  lacunae.  He  therefore  has  devised  a  sheath 
to  fit  into  the  wall  of  an  air  urethroscope  through 
which  a  probe  can  be  passed.  By  means  of  this  in- 
strument the  lacuna  may  be  cauterized  individually, 
either  by  coating  the  probe  with  silver  nitrate  or  by 
means  of  a  fulgurating  wire.  The  thorough  cauter- 
ization of  such  multiple  foci  results  in  the  diminution 
and  suppression  of  the  chronic  discharge,  providing 
the  prostate  has  not  become  involved. 

The  altered  condition  of  the  lacunae  produced  by 
the  cauterization  is  similar  to  the  inflammatory  dila- 
tation seen  in  old  healed  cases  in  which  the  lacunae 
resemble  shallow  pouches. 

In  the  author's  opinion  the  rapidity  and  ease  with 
which  re-infected  gonorrhoeal  cases  are  often  cured  is 
due  to  the  inability  of  the  gonococci  to  become 
lodged  in  the  altered  lacunae.  H.  C.  Bumpus. 

GENITAL  ORGANS 

Ochsner,  A.  J.:  Prostatectomy  Combining  the 
Advantages  of  the  Suprapubic  and  Perineal 
Methods  Usually  Employed.  Stirg.,  Gynec.  6* 
Obst.,  1919,  xxix,  84. 

Ochsner  has  employed  the  following  method  in  a 
large  number  of  cases  and  contends  that  it  has  all 
the  advantages  and  none  of  the  disadvantages  of  the 
two  methods  usually  employed. 

The  patient  is  given  a  hypodermic  of  %  grain 
of  morphine  and  i/ioo  grain  of  atropine  half  an 
hour  before  the  ether  is  administered  by  the  drop 


method.  Everything  is  in  readiness  so  that  no  time 
whatever  is  lost  from  the  beginning  of  the  anaesthesia 
to  the  end  of  the  operation. 

The  bladder  is  irrigated  with  permanganate  of 
potash  solution,  a  sufficient  amount  being  left  in 
it  to  distend  it  moderately  but  not  sufficient  to 
cause  a  rupture.  The  patient  is  then  placed  in  the 
lithotomy  position  and  a  grooved  sound  introduced 
into  the  urethra  down  to  the  perineum.  An  incision 
is  then  made  corresponding  to  the  lateral  incision 
formerly  made  in  the  operation  of  perineal  lithot- 
omy, extending  from  a  point  halfway  between 
the  scrotum  and  anus  to  a  point  halfway  between 
the  left  tuber  ischii  and  the  anus  and  extending  down 
into  the  membranous  urethra  which  is  opened  at 
this  point  sufficiently  to  admit  the  point  of  an  old- 
fashioned  lithotomy  knife.  The  sound,  together 
with  the  lithotomy  knife,  are  then  passed  into  the 
bladder,  care  being  taken  to  carry  the  sound  along 
the  pubic  bone  in  order  to  prevent  the  knife  from 
cutting  into  the  rectum,  thus  splitting  the  membran- 
ous and  prostatic  urethra  posteriorly.  The  knife 
is  then  withdrawn  and  the  operator's  finger  is  carried 
through  the  incision  along  the  sound  into  the  blad- 
der. 

The  finger  is  then  precisely  in  the  same  position 
that  it  would  be  if  a  suprapubic  opening  had  been 
made,  and  in  this  fact  lies  the  important  advantage 
of  the  method  described  over  other  methods  of 
operation  because,  beginning  from  above  and 
entering  the  capsule  of  the  prostate  gland  through 
the  urethra,  the  surgeon  is  in  a  position  to  enucleate 
the  prostate  precisely  as  though  the  bladder  were 
entered  from  above  through  the  usual  suprapubic 
incision  and  the  prostate  gland  were  to  bfi;  ^^- 
cleated  according  to  the  Freyer  method.  ,  ■, 

This  step  of  the  operation  should  be  carried  out 
with  the  utmost  care  in  order  not  to  disturb .  the 
bladder  or  urethra  unduly.  If  bands  of  adhesions 
are  encountered  they  should  be  cut  by  means  of  a 
pair  of  blunt  curved  scissors  carried  along  with  the 
finger.  Presently  the  entire  gland  is  free  from 
its  attachments  to  the  urethra  and  the  capsule 
is  withdrawn  through  the  perineal  incision  by 
means  of  Young's  forceps.  The  area  is  then  care- 
fully explored  with  the  finger.  Occasionally  an 
additional  lobule  of  prostatic  tissue  is  found  which 
must  be  enucleated. 

The  index  finger  of  the  left  hand  is  then  introduced 
into  the  neck  of  the  bladder  and  the  capsule  of  the 
prostate  caught  by  means  of  fine-toothed  forceps, 
one  being  applied  to  the  right  and  one  to  the  left.  A 
drainage  tube  consisting  of  an  inner  tube  i  centi- 
meter in  diameter  and  covered  in  its  middle  portion 
by  a  second  rubber  drainage  tube  just  large  enough 
to  slip  over  the  first  one,  is  then  introduced, 
the  inner  tube  extending  into  the  bladder,  and  the 
outer  tube  into  the  capsule. 

Ferguson's  retractors  are  then  applied  to  each 
side.  The  capsule  is  held  in  position  by  means  of 
the  fine-toothed  forceps,  and  gauze  is  packed  around 
the  rubber  tube  into  the  capsule.    The  double  tube 
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prevents  collapse  and  offers  a  sufficient  amount  of 
resistance  to  make  the  tamponing  effective  for  con- 
trolling the  ha;morrhage. 

The  rubber  tube  is  held  in  place  by  means  of  silk- 
worm gut  sutures  which  pass  through  the  edge  of  the 
wound  and  the  outer  rubber  tube. 

H.  W.  E.  Walther. 

Guiard,  F.  P.:  Puncture  Followed  by  Injections  of 
Van  Swieten's  Fluid  Combined  with  External 
Massage  for  the  Radical  Cure  of  Vaginal 
Hydrocele,  Etc.  (Ponction  suivic  d'injections  de 
liqueur  de  Van  Swieten  combin6es  avec  des  malaxa- 
tions  externes  pour  la  cure  radicale  de  I'hydrocfile 
vaginale,  etc.).  J ■  d'urol.mid.  el  chir.,  1919,  viii,  53. 

Puncture  with  a  trocar  of  sufficient  caliber  fol- 
lowed by  repeated  injections  of  Van  Swieten's  fluid 
and  external  massage  is  an  extremely  simple  method 
of  treatment  within  the  ability  of  all  practitioners, 
even  those  little  experienced  in  surgery,  and  is  of 
remarkable  value  in  various  affections  of  the  uro- 
genital and  other  organs.  It  is  a  method,  also,  which 
is  available  when  surgical  incision  or  radical  opera- 
tions are  contra-indicated. 

In  vaginal  hydrocele  the  classical  method  of 
treatment  with  injections  of  tincture  of  iodine  very 
frequently  provokes  an  inflammatory  reaction 
which  is  often  severe  and  prolonged.  Such  results 
do  not  follow  the  injection  of  Van  Swieten's  fluid. 

The  author  uses  a  No.  9  Charriere  trocar  which 
is  3  millimeters  in  diameter.  The  serosa  is  then 
anaesthetized  with  cocaine  solution  and  the  Van 
Swieten  fluid  injected.  In  the  majority  of  cases  the 
reaction  is  very  slight.  About  20  cubic  centimeters 
are  injected  into  the  serous  cavity  and  while  it  is 
retained  for  a  few  minutes  the  testicle  is  massaged, 
after  which  the  fluid  is  allowed  to  run  out.  This  is 
repeated  several  times.  The  dosage  of  sublimate 
represents  only  what  can  usually  be  absorbed  within 
twenty-four  hours  without  causing  a  mercurial 
stomatitis. 

The  inflammatory  reaction  provoked,  which  is 
unavoidable  in  the  radical  treatment,  is  soon  made 
apparent  by  the  re-accumulation  of  the  effusion. 


This  attains  its  maximum  by  the  second  or  third 
day  and  usually  is  accompanied  by  only  very  slight 
pain.  Toward  the  tenth  or  twelfth  day  resorption 
begins  and  is  completed  within  a  few  weeks.  Long 
before  this,  however,  the  patient  is  up  and  about 
and  considers  himself  cured. 

The  author  treats  prostatic  abscess,  suppurative 
bartholinitis,  and  ganglion  abscesses  in  a  similar 
manner.  W.  A.  Brennan. 

Finochietto,   R.:    Varicocele    (Varicocele).    Setnana 
mid.,  1919,  xxvi,  559. 

Finochietto  has  made  a  study  of  the  various 
types  of  varicocele  and  the  surgical  methods  ap- 
plied in  their  treatment.  He  finds  that  the  known 
surgical  methods  cure  the  majority  of  cases  with- 
out producing  complications.  Complications  may 
be  expected: 

1.  From  any  operation  which  does  not  primarily 
act  against  reflux. 

2.  From  any  operation  which  destroys  the 
spermatic  artery  without  previous  proof  of  the 
existence  and  sufficiency  of  collateral.circulation. 

3.  From  any  ligature  placed  upon  veins  of  the 
anterior  packet  without  previous  dissection  and 
separation  of  the  spermatic  artery. 

4.  From  any  venous  ligature  placed  inthevicinity 
of  the  testicle  by  which  thrombosis  and  its  con- 
sequences may  be  produced. 

5.  From  any  operation  sacrificing  dilated  veins 
merely  because  they  are  dilated  and  without  first 
verifying  the  facts  regarding  reflux. 

The  author  considers  dissection  of  the  spermatic 
artery  with  transparietal  transplantation  of  the 
anterior  packet  of  veins  alone  (the  method  of  Del 
Valle)  the  ideal  operative  method  but  impracticable. 
In  actual  practice  the  best  method  is  high  separation 
of  the  spermatic  artery,  resection  of  the  veins  which 
accompany  it,  and  transparietal  transplantation 
of  the  anterior  packet. 

Varicocele  has  been  attributed  to  rupture  but 
in  the  author's  opinion  a  clearer  conception  of  the 
condition  would  prove  that  this  is  not  a  cause. 

W.  A.  Brennan. 
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Hansen,  H.  F. :  Clinical  and  Pathological  Report  of 
a  Case  of  Intra-Ocular  Tumor.  N.  York  M.  J., 
1919, ex, 372. 

Hansell  reports  a  typical  case  of  melanotic  sarcoma 
and  discusses  the  relative  importance  of  retinal 
detachment,  increased  tension,  and  the  shadow  seen 
on  transillumination.  This  case  was  under  his 
observation  in  the  hospital  for  six  months,  during 
all  of  which  time  transillumination  indicated  the 
presence  of  a  tumor  within  the  vitreous  chamber. 
The  eye  was  not  enucleated  until  the  ciliary  injection 
became  prominent.  In  this  connection  the  author 
states  that  it  is  impossible  to  tell  a  malignant  from 
a  non-malignant  intra-ocular  tumor  until  after 
enucleation  unless  the  growth  is  rapid  and  causes 
perforation  of  the  coats  of  the  ball.    T.  D.  Allen. 

Connor,  A.  B.:    Congenital  Choroideremia.    Am. 

J.  Ophth.,  1919,  ii,  553. 

Connor  reports  a  case  of  absence  of  the  entire  cho- 
roid except  in  the  macular  area.  The  patient  was  a 
strong,  well  developed  soldier,  25  years  of  age,  who 
complained  that  he  could  not  see  to  get  about  at 
night.  This  condition  had  existed  as  long  as  he 
could  remember.  Vision  in  daylight  was  normal, 
but  after  dark  was  so  much  reduced  that  while 
on  guard  duty  at  night  he  failed  to  recognize  and 
salute  an  ofhcer.  The  vision  of  each  eye  was  20/20. 
His  personal  history  was  negative  except  for  an  at- 
tack of  measles  of  less  than  average  severity  at  the 
age  of  6  or  7  years.  His  family  history  was  also  neg- 
ative. 

The  external  structures  of  both  eyes  were  normal. 
Ophthalmoscopic  examination  showed  normal  clear 
refracting  media,  but  instead  of  the  normal  red  re- 
flex there  was  a  glistening  white  fundus  over  which 
the  larger  retinal  vessels  appeared  about  normal  in 
size  and  distribution.  The  sclera  was  exposed  to  view 
over  the  entire  fundus  except  a  circular  area  about 
twice  the  size  of  the  disc  in  the  macular  region,  the 
fundus  there  having  the  normal  yellowish -red  color. 
Both  eyes  were  affected  in  the  same  way  and  pre- 
sented practically  the  same  ophthalmoscopic  picture 
except  that  the  left  macular  area  was  less  regular  in 
outline  than  the  right.  The  latter  had  choroidal  ves- 
sels extending  out  from  it  toward  the  disc  and  below. 
Although  the  retinal  vessels  appeared  entirely  nor- 
mal, the  retina  itself  was  not  normally  developed  over 
the  white  area,  as  shown  by  the  markedly  contracted 
form  and  color  visual  fields,  and  this  was  the  explana- 
tion of  the  nyctalopia. 

The  only  allusion  to  this  condition  which  the 
author  was  able  to  find  in  the  literature  was  that  of 
Nettleship.    According  to  Lang,  colobomata  of  the 


choroid  are  due  to  adhesions  between  the  blastoder- 
mic membranes,  and  it  is  certainly  true  that  these  de- 
fects usually  occur  along  the  line  of  the  optic  cleft 
and  correspond  to  the  general  shape  of  the  cleft  dur- 
ing the  various  stages  of  its.  closure.  The  lesion  in 
choroideremia  differs  widely  in  location  and  extent 
from  coloboma  of  the  choroid;  in  macular  coloboma 
there  is  an  absence  of  the  choroid  in  the  region  of  the 
macula,  while  in  choroideremia  the  opposite  obtains, 
the  macular  area  being  the  only  part  of  the  fundus 
which  is  supplied  with  choroid. 

The  structure  in  embryonic  life  from  which  later 
the  macular  area  of  the  fundus  is  derived  is  a  spot 
on  the  outer  surface  of  the  secondary  optic  vesicle 
where  the  first  signs  of  differentiation  of  the  meso- 
blast  into  sclera  and  choroid  are  seen,  the  first  ap- 
pearance of  the  choroid  being  manifested  by  a  tiny 
plexus  of  capillaries  at  this  point.  Hence,  in  seeking 
an  explanation  of  the  cause  of  choroideremia,  we 
must  consider  that  differentiation  of  the  mesoblast 
of  the  secondary  optic  vesicle  into  sclera  and  cho- 
roid began  in  a  normal  way  and  at  the  normal  point, 
but  for  some  reason  was  arrested  when  only  the  mac- 
ular area  was  supplied  with  choroid. 

W.   F.   MONCREIFF. 

Moore,  R.  W.:  Hypopyon.  Texas  Slate  J.  M.,  1919, 
XV, 156. 

After  a  preliminary  discussion  of  the  theories  and 
causes  of  hypopyon  the  author  reviews  a  case  in 
which  there  was  also  a  double  chronic  dacryocystitis. 
This  patient  had  several  serpiginous  ulcers  during 
a  period  of  seven  years.  The  last  one  was  very 
grave  and  did  not  yield  to  the  usual  cauterization 
or  other  vigorous  treatment.  Following  the  intra- 
orbital injection  of  a  1:1000  solution  of  cyanide  of 
mercury,  however,  relief  from  the  pain  was  notice- 
able the  same  day  and  two  days  later  the  ulcer  began 
to  clear.  T.  D.  Allen. 

Lister,  A.  E.  J.:  Some  Points  of  Practical  Im- 
portance in  the  Operation  of  Sclerocomeal 
Trephining  by  Elliot's  Method.  Indian  M. 
Gaz.,  1919,  liv,  294. 

Emphasis  is  placed  on  the  importance  of  raising 
the  flap  preparatory  to  trephining  and  including  all  of 
the  superficial  tissues  in  one  layer.  This  is  done  more 
easily  with  the  points  of  the  scissors  than  in  any 
other  way.  It  reduces  haemorrhage  and  tends  to 
lessen  the  chance  of  late  infection. 

Lister  prefers  a  trephine  of  i^  millimeters 
rather  than  the  trephine  of  2  millimeters  which  is 
recommended  by  Elliot.  The  larger  instrument 
decreases  the  strength  of  the  sclera  and  the  huge 
filtering  scar  is  more  apt  to  cause  irritation,  continual 
lachrymation,  and  probably  also  late  infection. 
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If  an  assistant  first  steadies  the  eye  by  fixing  the 
eyeball  with  fixation  forceps  applied  below  the 
center  of  the  cornea  and  the  operator  then  further 
steadies  it  by  grasping  the  outer  edge  of  the  sclera 
exj)osed  in  the  flap,  the  trephine  will  cut  much  more 
quickly  and  cleanly.  If,  in  addition,  a  third  person 
steadies  the  head,  the  patient  has  little  opportun- 
ity to  move  his  head  or  eye  during  the  operation. 
With  the  patient  thus  steadied  Lister  finds  that  it 
is  possible  to  perform  the  iridectomy  more  neatly 
if  he  removes  the  trephine  disc  first. 

As  regards  the  danger  of  leaving  blood  in  the 
anterior  chamber,  attention  is  called  to  the  fine  de- 
posit of  disintegrated  hsemoglobin  sometimes  seen 
on  the  front  of  the  lens.  To  avoid  this  Lister  waits 
a  short  time  after  doing  the  iridectomy  before  re- 
placing the  flap.  If  there  is  only  a  little  blood  in  the 
anterior  chamber  he  leaves  it  as  in  most  cases  it 
speedily  clears  up.  He  believes  it  is  a  mistake  to 
massage  the  blood  out  because  in  so  doing  the 
aqueous  is  expelled  and  if  the  bleeding  has  not 
ceased  in  the  region  of  the  trephine  hole,  the  cornea 
exerts  suction  when  it  resumes  its  shape  and  the 
entire  anterior  chamber  may  be  filled.  If  it  is 
necessary  to  remove  the  blood  he  irrigates  the  an- 
terior chamber. 

In  Lister's  opinion  the  introduction  into  the 
anterior  chamber  of  a  fluid  the  composition  of  which 
can  be  only  approximately  that  of  the  normal 
aqueous,  is  not  a  desirable  proceeding. 

If  the  scleral  disc  falls  into  the  anterior  chamber 
it  should  be  removed  by  means  of  the  Hess  iris 
forceps,  a  very  delicate  instrument  with  a  shoulder. 
If  this  is  not  successful,  irrigation  should  be  done. 

A  pre-operative  injection  of  hyoscine  and  mor- 
phine is  of  great  value;  practically  all  of  the  author's 
patients  are  very  nervous.  Nausea  and  vomiting 
are  often  prevented  by  not  giving  anything  to  drink 
for  a  number  of  hours  afterward.  As  a  general 
anaesthetic  chloroform  is  recommended. 

T.  D.  Allen. 

Barraquer  y  Barraquer,  I.:  Criticism  of  Modem 
Methods  of  Cataract  Extraction  (Crftica  de  Ids 
m^todos  modernos  de  extracci6n  de  la  catarata). 
Med.  Ibcra,  1919,  Numero  extraordinario,  i  Cong, 
nac.  de  med.  y  cirug.,  91. 

In  addition  to  the  usual  pre-operative  preparation, 
the  eyelids  should  be  washed  with  soap  and  water 
and  4  per  cent  silver  nitrate  solution.  The  surgeon 
should  wear  sterilized  cotton  gloves. 

Fixation  is  obtained  with  Desmarre's  elevator 
and  Landol's  forceps.  This  is  loosed  when  the 
flap  is  cut. 

The  suturing  is  most  important.  The  conjunctival 
flap  is  a  part  of  the  process,  the  bridge  which  leads 
to  it. 

Iridectomy  should  be  avoided,  but  if  it  is  believed 
necessary,  it  should  be  peripheral. 

Care  should  be  taken  to  prevent  interposition 
between  the  edges  of  the  wound  and  a  graduated 
miosis. 


The  dressing  must  be  limited  to  the  operative 
region. 

In  order  to  prevent  the  entrance  of  bacteria  which 
might  be  brought  into  the  wound  by  the  eye-lashes 
during  the  period  of  healing,  sublimate  salve  should 
be  applied  to  the  eyelids.  M.  M.  Matthies. 

Castresana,  B.:  The  New  Suction  Method  for  the 
Extraction  of  Cataract  (Del  nuevo  procedimi- 
ento  de  la  ventosa  para  la  extraccidn  de  la  catarata). 
Med.  Ibera,  1919,  Numero  extraordinario,  i  Cong. 
nac.  de  med.  y  cirug.,  100. 

The  operative  technique  which  should  be  used 
for  the  extraction  of  cataract  is  a  most  important 
problem  and  has  been  the  subject  of  much  discussion. 
The  extraction  of  the  cataract  in  toto  was  practised 
before  the  use  of  the  suction  method  but  because  of 
the  great  loss  of  vitreous  this  procedure  was  aban- 
doned. Likewise  the  English  method  of  suction  did 
not  completely  meet  expectations.  The  latter, 
however,  is  less  violent  and  in  the  author's  opinion 
more  beneficial  than  the  former  because  it  produces 
less  trauma  and  incipient  and  incomplete  cataracts 
may  be  operated  upon  in  this  way  without  the 
formation  of  secondary  opacities. 

Occasionally,  however,  the  suction  method  may 
be  followed  by  iritis  though  this  is  rare.  Another 
disadvantage  is  that  the  flap  which  is  cut  for  operat- 
ing is  larger  than  usual  with  the  ordinary  procedures 
as  the  instrument  used  occupies  more  space,  and 
this  retards  the  cicatrization  of  the  wound.  More- 
over, the  suction  being  localized  in  the  pupillary 
field  and  applied  over  the  anterior  crystalline  lens, 
it  is  difficult  to  withdraw  it  rapidly  if  the  patient 
becomes  restless  and  there  is  risk  of  causing  com- 
plete luxation  of  the  lens.  The  operation  may  be 
complicated  also  by  the  interposition  between  the 
edges  of  the  wound  of  small  capsular  laminae  or  the 
fibers  of  the  zonule  which  emerge  upon  the  with- 
drawal of  the  cataract.  Another  fault  of  the  method 
is  that  it  does  not  obviate  the  loss  of  vitreous 
humor,  though  such  loss  is  infrequent  when  the 
operator  is  skillful. 

Notwithstanding  the  disadvantages  enumerated, 
however,  Castresana  believes  that  the  suction 
method  should  be  tried  out  clinically  to  determine 
its  indications.  M.  M.  Matthies. 

Lloyd,  R.  I.:  Locations  of  Trephine  Opening  in 
Glaucoma  after  Cataract  Extraction.      Am.  J. 

Ophth.,  1919,  ii,  6oi. 

This  is  a  report  of  a  case  of  preliminary  iridectomy, 
Smith-Fisher  intracapsular}'  extraction,  acute  glau- 
coma, posterior  sclerotomy,  corneoscleral  trephin- 
ation in  the  area  of  iridectomy,  corneoscleral  trephin- 
ation at  the  opposite  side  of  the  cornea,  iridotomy. 
and  final  vision  of  15/30,  tension  23.5  millimeters 
(Schiotz).  The  interesting  point  seems  to  be  that 
the  Elliot  operation  was  followed  by  lowered  tension 
after  the  second  and  not  after  the  first  operation. 
Lloyd  believes  this  was  due  to  the  fact  that  the  iris 
held  back  the  vitreous  which  after  the  first  operation 
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crowded  forward  into  the  wound  and  thus  defeated 
the  purpose  of  the  drainage.  He  calls  our  attention 
to  the  necessity  for  taking  tension  before  cataract 
extraction  by  mentioning  the  fact  that  glaucoma  may 
be  one  cause  of  delayed  union  following  such  extrac- 
tion. T.  D.  Allen. 

Huizinga,  J.  G.:   A  New  Suture  in  Advancement 
for  Strabismus.  Am.  J.  Ophth.,  1919,  ii,  606. 

In  order  to  prevent  the  sutures  from  cutting 
through  the  muscle  in  advancement  operations  for 
strabismus,  the  author  suggests  that  after  the  tendon 
has  been  severed  close  to  its  insertion,  it  should  be 
folded  back  on  itself  beneath  the  muscle  and  held 
there  by  a  suture,  thus  forming  a  loop  at  the  end  of 
the  muscle.  A  thread  passed  through  this  loop 
should  then  be  sutured  to  the  tendon  stump  and 
sclera  in  the  usual  way.  T.  D.  Allen. 

Garcia  del  Maze,  J. :  Extirpation  of  the  Lachrymal 

Sac  (La  extirpaci6n  del  saco  lagrimal).  Med.  Ibera, 
1919,  Numero  extraordinario,  i  Cong.  nac.  de  med. 
y  cirug.,  97. 

Affections  of  the  lachrymal  passages  occupy  an 
important  place  in  ophthalmological  practice  not 
only  because  of  their  frequency,  but  also  because 
of  their  resistance  to  medical  treatment  and  the 
associated  danger  to  the  eyeball. 

Garcia  has  done  240  extirpations  of  the  lachrymal 
sac  according  to  a  method  of  his  own  which  he  has 
reported  previously;  195  in  women  and  45  in  men; 
129  in  the  left  eye  and  iii  in  the  right.  The  youngest 
patient  was  11  years  of  age  and  the  eldest  78.  In 
24  cases  the  extirpation  was  bilateral. 

The  difficulties  of  the  operation  depend  upon 
haemostasis,  adhesions,  friability  of  the  walls  of  the 
sac,  fistulae,  old  recurrent  inflammations,  and  the 
anatomy  of  the  region.  The  latter  must  be  known  in 
detail  in  order  to  use  the  method  successfully. 

If  the  technique  is  imperfect  a  piece  of  the  lach- 
rymal sac  is  apt  to  be  left,  causing  infection  and 
obstruction  of  the  duct. 

Care  must  be  taken  to  avoid  perforating  the  orbit- 
al septum  as  this  would  give  rise  to  infection  of  the 
orbital  cellular  tissue  with  its  grave  consequences. 

In  the  240  cases  the  dacryocystitis  was  of  the 
following  types:  simple,  suppurative, 38;  withectasis 
of  the  lachrymal  sac,  100;  encysted  or  with  mucocele, 
18;  fistulous,  31;  acute  and  subacute,  15;  with  ulcer 
and  hypopyon,  7;  with  leucoma  (operated  upon  by 
iridectomy  and  extirpation  of  the  lachrymal  sac), 
2;  and  with  cataract  (operated  upon  by  cataract 
extraction  and  extirpation  of  the  lachrymal  sac),  29. 

The  results  obtained  demonstrated  that  extirpa- 
tion of  the  lachrymal  sac  is  a  procedure  much 
superior  to  any  other  known  method  and  leads  to  the 
radical  cure  of  the  various  forms  of  dacryocystitis. 
Its  principal  advantages  are  summed  up  as  follows: 

1.  There  is  absolute  certainty  that  all  of  the 
diseased  tissue  will  be  removed. 

2.  Cure  is  obtained  quickly  as  even  in  the  worst 
cases  it  required  not  more  than  fifteen  days.  Cauter- 


ization incapacitates  the  patient  for  from  forty  to 
fifty  days  or  even  longer. 

3.  The  operation  is  not  painful. 

4.  The   cicatrix   is   not   visible   a   month   later. 

5.  In  patients  who  have  had  operations  upon  the 
eyeball,  cataract  extractions  or  iridectomy,  the  cure 
is  on  the  whole  perhaps  better  than  in  those  who  are 
more  nearly  normal. 

6.  The  effect  of  the  operation  on  keratitis  with 
hypopyon  is  notable;  the  condition  is  cured  and  no 
trace  of  it  remains. 

7.  In  the  majority  of  cases  there  is  no  lachryma- 
tion. 

In  the  author's  opinion  those  who  at  present  have 
no  confidence  in  the  method  will  become  its  most 
enthusiastic  advocates  after  they  have  become 
convinced  of  its  efficacy.  M.  M.  Matthies. 

Holmes,  C.  R.:  Extirpation  of  the  Lachrymal 
Gland  for  the  Relief  of  Epiphora.  Arch.  Ophth., 
1919,  xlviii,  323.  , 

Removal  of  the  lachrymal  gland  was  early  attempt- 
ed by  a  few  operators  but  later  entirely  abandoned, 
probably  because  of  sepsis.  It  appears  more  ra- 
tional to  the  writer  to  remove  the  main  gland  which 
secretes  at  least  90  per  cent  of  the  tears.  An 
operation  such  as  extirpation  of  the  tear  sac  which 
does  not  remove  the  annoying  lachrymal  secretion  he 
regards  as  a  very  incomplete  piece  of  surgery. 

The  incision  he  uses  is  made  just  below  the  eye- 
brow and  carried  3  millimeters  below  the  outer 
canthus.  The  gland  is  described  as  of  a  delicate 
pinkish-yeUow  color  not  easily  distinguishable 
from  orbital  fat.  A  thin  but  distinct  layer  of  fascia  lies 
between  the  superior  and  inferior  gland.  The 
tissue  is  friable  and  care  must  be  used  in  dissecting 
it  out  in  its  entirety. 

Severe  haemorrhage  may  occur  although  the 
author  reports  that  he  has  never  encountered  it. 
In  co-existent  disease  of  the  tear  sac,  the  sac  is 
excised,  the  field  resterilized,  and  the  lachrymal 
gland  then  removed  at  the  same  operation.  The 
complete  extirpation  of  the  inferior  gland  is  not 
easy  as  the  gland  is  often  nothing  more  than  a 
varying  number  of  minute  aggregations  of  tissue 
irregularly  scattered. 

Ten  cases  extending  over  twenty  years  are  re- 
ported.   The  results  have  been  excellent. 

S.  S.  Howe. 

Castroviejo,  R.:    A  Contribution  to  the  Study  of 

Mycotic  Concretions  of  the  Lachrymal  Canal- 

iculi    (Contribuci6n    al  estudio  de  los  concreciones 

mic6sicas  delos  canaliculos  lagrimales).   Med.  Ibera, 

19 19,  Numero  extraordinario,  i  Cong.  nac.  de  mod. 

y  cirug.,  94- 

The  formation  of  concretions  in  the  lachrymal 

canaliculi  is  a  rare  condition  and  the  case  observed 

by  the  author  is  the  first  to  be  reported  in  Spain. 

Localized  in  the  majority  of  cases  in  the  inferior 

canaliculus,  the  evolution  of  the  affection  is  almost 

the  same  in  every  instance  and  is  characterized  by 
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slow  development,  chronicity,  and  little  tendency 
to  spread. 

In  one  instance  no  parasitic  agent  was  found  to 
which  it  was  possible  to  attribute  the  formation  of 
the  concretion,  but  those  who  have  studied  the  con- 
dition are  unanimous  in  regarding  it  as  a  mycosis. 
Two  fungi  of  the  same  species  (considered  by  some 
authors,  however,  as  only  one)  have  been  found,  i.e., 
the  discomyces  bovis  or  actinomyces  and  the  dis- 
comyces  or  streptothrix  foersteri. 

The  name  "  pseudactinomycosis "  given  by  some 
authors  to  the  affection  produced  by  the  strepto- 
thrix foersteri,  Castroviejo  believes  should  be  aban- 
doned and  the  term  "  streptothricosis, "  proposed  by 
Axenfeld,  substituted  for  it. 

The  mere  presence  of  concretions  is  not  sufficient 
to  warrant  a  diagnosis  of  actinomycosis  of  the  lach- 
rymal ducts.  Definite  evidence  of  the  condition  is 
given  only  by  microscopic  examination.  Cases  in 
which  the  characteristic  findings  are  not  observed 
must  be  considered  cases  of  streptothricosis. 

The  manner  in  which  the  contagion  is  spread  is 
not  evident.  It  is  believed,  however,  that  it  takes 
place  by  means  of  vegetable  rests,  especially  grasses, 
transported  by  the  air  or  water  to  the  conjunctiva, 
and  that  a  series  of  changes  in  the  mucosa  and  the 
caliber  of  the  lachrymal  duct  are  necessary  before 
they  can  become  attached. 

The  prognosis  of  the  condition  is  very  favorable. 
Cure  results  within  a  few  days  after  incision  of  the 
canal  and  extraction  of  the  concretion  either  by  sim- 
ple expression  or  by  means  of  a  curette.  The  spon- 
taneous cure  which,  according  to  some  authors,  may 
occur  "by  calcareous  degeneration,  Castroviejo  does 
not  consider  a  true  cure  as  the  concretions  continue 
to  act  as  foreign  bodies  and  produce  at  least  func- 
tional disturbances  even  if  they  do  not  give  rise  to 
inflammatory  complications.         M.  M.  Matthies. 


EAR 

Lawrence,  G.  H.:  Acute  Suppurative  Otitis  Media. 

Wisconsin  M.  J.,  1919,  xviii,  95. 

Lawrence  emphasizes  particularly  the  importance 
of  preserving  an  aseptic  condition  of  the  meatus  in 
otitis  media  so  as  to  prevent  a  staphylococcus  infec- 
tion which  nearly  always  results  in  chronicity.  Dry 
treatment  by  means  of  a  cotton-wrapped  applicator 
and  suction  is  preferable  to  irrigation  treatment  as 
the  former  is  less  apt  to  produce  a  secondary  infec- 
tion. 

The  practice  of  swabbing  the  nasopharynx  in  the 
acute  infectious  diseases  is  condemned  as  it  causes 
gagging  and  forces  the  infected  secretions  up  the 
eustachian  tube.  O.  M.  Rott. 

Sune  y  Medan,  L. :  The  Indications  for  Mastoid 
Trepliination  (Indicaciones  de  la  trepanci6n  mas- 
toidea).    Rev.  espan.  de  drug.,  1919,  i,  303. 

The  surgeon  should  be  prepared  to  open  the  mas- 
toid cavity  under  the  following  circumstances: 


1.  When  there  is  intense  pain  in  the  mastoid  re- 
gion (whether  or  not  it  radiates  toward  the  neck  or 
the  occipital,  frontal,  temporal,  or  parietal  regions) 
and  especially  when  it  does  not  yield  to  other 
means  of  treatment. 

2.  When  there  is  very  high  and  continued  fever 
associated  with  chills. 

3.  When  headache  is  generalized,  veiy  intense, 
and  incessant,  with  predominance  of  the  fronto- 
occipital  type. 

4.  In  cases  in  which  there  is  facial  or  other  cranial 
paralysis. 

5.  Cases  of  frequent  nausea,  vomiting,  and  repeat- 
ed vertigo,  stiffness  of  the  neck,  and  sensory  dis- 
turbances. 

6.  When  "auricular  suppuration  is  very  abundant 
and  foetid  and  appears  to  be  chronic. 

7.  When  a  cholesteatoma  is  found  in  the  cavity. 

8.  When  there  is  considerable  stenosis  of  the 
external  auditory  canal. 

9.  When  the  multiple  fungosities  of  the  cavity 
and  antrum  quickly  re-form  after  being  destroyed 
and  impede  the  discharge  of  pus. 

10.  When  on  simple  cutaneoperiosteal  incision 
of  the  mastoid  region  to  evacuate  an  abscess  exten- 
sive caries  of  the  bone  is  found  with  the  sound  and 
it  is  not  possible  to  obtain  good  drainage. 

1 1 .  When  an  acute  mastoiditis  is  suspected  in  the 
course  of  a  chronic  mastoiditis. 

12.  When  the  patient  gives  a  personal  or  family 
history  of  tuberculosis. 

13.  When  there  is  no  amelioration  of  the  more 
important  symptoms  at  the  end  of  six  or  eight  weeks 
of  conservative  treatment.  W.  A.  Brennan. 

Harris,  T.  J.:  Severe  and  Uncontrollable  Haemor- 
rhage Following  Mastoidectomy  in  a  Patient 
Suffering  from  Purpura.  N.  York  M.  J.,  1919, 
ex,  311. 

In  the  case  reported  there  was  a  constant  oozing 
of  blood  for  a  little  more  than  two  weeks  following 
the  operation.  During  this  period,  1,400  cubic  centi- 
meters of  human  blood  were  transfused.  Locally 
coagulen  oils  and  haemoplastin  were  used.  The  latter 
apparently  gave  the  best  results  but  the  bleeding 
was  not  controlled  until  the  wound  was  sutured. 

In  commenting  on  this  case  Harris  discusses  the 
differences  between  haemophilia  and  purpura.  Haem- 
ophilia is  a  hereditary  disease  characterized  by  a 
deficiency  in  one  or  more  of  the  clotting  properties 
of  the  blood  which  results  in  prolongation  of  the  co- 
agulation time.  Purpura,  representing  many  differ- 
ent conditions,  is  characterized  by  a  deficiency  of 
blood  platelets.  Haemophilia  is  apt  to  occur  in  males, 
although  it  is  transmitted  through  the  female.  Pur- 
pura occurs  in  both  the  male  and  the  female.  The 
bleeding  in  haemophilia  occurs  usually  after  injury; 
that  from  purpura  is  apt  to  be  spontaneous  and 
is  characterized  by  frequent  subcutaneous  haemor- 
rhages. In  haemophilia  the  amount  of  prothrombin 
is  deficient,  while  in  purpura  it  is  normal. 

In  the  case  reported  the  purpura  was  of  the  hered- 
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itary  type  as  two  of  the  patient's  brothers  died  from 
haemorrhage.  In  other  respects  the  features  were 
those  which  are  characteristic  of  purpura. 

O.  M.  ROTT. 

Allen,  B. :  Mastoid  Stereoroentgenogratns  Present- 
ing Variations.   Am.  J.  Roentgenol.,  1919,  vi,  385. 

The  objects  of  this  paper  are  to  outline  two  practi- 
cal points  relative  to  the  roentgen  examination  and 
diagnosis  of  mastoid  lesions  illustrating  the  technique 
of  making  stereoroentgenograms  of  the  right  and  left 
mastoid  on  a  single  pair  of  plates;  to  present  a  num- 
ber of  specimens  in  dried  skulls  from  which  the 
mastoid  was  dissected;  and  to  offer  a  preliminary 
report  on  a  number  of  patients  demonstrating  a 
variation  of  the  mastoid  cells,  a  condition  which  here- 
tofore has  been  considered  very  rare. 

The  technique  employed  with  a  special  plate- 


changing  device  originated  by  the  author  is  described 
in  detail.  Stereoroentgenograms  give  definite 
information  relative  to  the  condition  of  the  mastoids 
and  make  possible  early  and  accurate  diagnoses.  In 
slight  or  first  degree  mastoiditis  a  cloudiness  or  hazi- 
ness of  the  cell  spaces  may  be  noted,  whereas  in 
severe  or  second  degree  involvement  distinct  changes 
in  the  bone  structure  are  visible  in  addition. 

The  types  of  mastoid  cells  are  spoken  of  as 
pneumatic  and  diploic.  Usually  the  two  sides  are 
symmetrical.  The  author  cites  a  case  of  a  very  rare 
condition  in  which  the  cells  on  one  side  were  of  the 
pneumatic  variety  and  those  on  the  other  diploic. 
He  also  shows  photographs  of  a  specimen  in  which 
similar  conditions  obtained.  In  addition,  the  article 
contains  plates  illustrating  lesser  variations  from  the 
rule  of  symmetry  in  size,  outline,  and  cellular  con- 
sistency of  the  mastoids.  Adolph  Hartung. 
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Mario  de  Gondra,  D.:  Congenital  Choanal  Occlu- 
sions (Oclusiones  coanales  cong6nitas).  Med. 
Ibera,  1919,  Ndmero  extraordinario,  i  Cong.  nac. 
de  med.  y  drug.,  109. 

In  the  bony  form  of  occlusion  the  author  has  been 
able  to  make  out  an  atrophy  of  the  inferior  turbinate 
of  the  corresponding  side,  while  in  membranous 
occlusion  there  is  hypertrophy. 

Because'of  the  nasal  impermeability  there  may  be, 
as  in  one  of  his  cases  of  membranous  occlusion,  a 
venous  stasis  with  extravasation  of  blood  at  the 
least  touch  or  rubbing  with  the  swab,  even  when  the 
patient  is  not  a  haemophiliac.  In  this  case  also  there 
was  some  disturbance  of  hearing  due  to  tubotym- 
panic  catarrh  from  chronic  pharyngitis  acquired  in 
the  course  of  the  infection. 

As  a  rule .  the  bony  form  of  choanal  occlusion 
should  not  be  treated  with  the  chisel  and  mallet  as 
in  the  great  majority  of  cases  the  obstructing  dia- 
phragm is  extremely  hard.  Moreover,  it  is  often 
impossible  to  perforate  the  obstruction  with  these 
instruments  because  of  the  arrangement  of  the  bony 
masses  which  form  one  solid  rock-like  body  with  the 
ethmoid  bone,  the  pterygoid  process,  the  palatine 
arch,  the  vomer,  and  the  maxilla.  It  is  therefore 
evident  that  violent  manipulation  may  have  a  fatal 
result.  Trephination  is  the  only  practical  method  of 
treatment. 

In  cases  of  membranous  occlusion  the  method 
used  by  the  author  is  simple  and  has  yielded  excel- 
lent results,  particularly  in  adults.  After  cocaniza- 
tion  of  the  pharynx,  nasopharynx,  soft  palate,  and 
the  anterior  and  posterior  surfaces  of  the  obstruct- 
ing membrane,  a  central  choanal  opening  is  made  by 
means  of  the  galvanocautery  by  way  of  the  naso- 
pharynx. 

The  cautery  is  bent  to  follow  the  curvature  of 
the  cavity  as  it  passes  upward  and  as  it  is  pushed 
forward  is  supported  by  the  palate  elevator.  It  is 
guided  to  the  desired  point  with  the  aid  of  a  rhino- 
scopic  mirror  of  the  largest  size. 

This  procedure  is  preferable  to  every  other  meth- 
od as  the  obstructing  membrane  can  be  seen  in  its 
entirety  and  the  line  or  groove  of  its  juncture  with 
the  choanal  border  is  also  plainly  visible.  It  is  along 
this  line  or  groove  that  the  end  of  the  cautery  must 
pass  in  order  to  destroy  the  obstructing  membrane 
completely,  leaving  the  choanal  opening  with  nor- 
mal dimensions. 

By  the  anterior  route,  especially  when  there 
is  some  hypertrophy  of  the  turbinate,  it  is  nearly 
impossible  to  make  a  sufficiently  large  open- 
ing in  the  obstructing  membrane. 

M.  M.  Matthies. 


Botella,  E. :  An  Original  Procedure  for  Conserva- 
tive Turbinectomy  (Sobre  un  procedimiento 
original  de  turbinectomla  cons  rvadora).  Med. 
Ibera,  19 19,  Ndmero  extraordinario,  i  Cong.  nac. 
de  med.  y  drug.,  106. 

Hypertrophy  of  the  inferior  turbinate  with  conse- 
quent respiratory  insufficiency  and  pharyngitis 
is  extremely  common.  This  hypertrophy  may  be 
soft,  or  of  moderate  consistency,  or  hard.  The  treat- 
ment usually  employed  is  as  follows:  For  the  soft 
hypertrophy,  extirpation  of  a  quantity  of  tissue  with 
the  cold  loop;  for  hypertrophy  of  moderate  con- 
sistency, the  use  of  the  galvanic  cautery;  and  for  the 
hard  hypertrophy,  partial  or  total  turbinectomy. 

In  every  case  a  great  quantity  of  mucosa  is  sacri- 
ficed and  as  a  consequence  crusts  form  which  annoy 
the  patient  more  than  the  respiratory  difficulty  of 
which  he  complained  in  the  first  place.  Effort  is 
made  to  avoid  this  inconvenience  by  the  methods  of 
Freer,  Wurdeman,  Watson,  and  Yankauer,  but  the 
technique  of  all  of  them  is  very  difficult  and  requires 
a  special  instrument. 

The  procedure  originated  by  Botella  has  the  ad- 
vantages of  the  methods  named  and  its  execution  is 
extremely  simple.  It  consists  in  resecting  a  wedge 
the  whole  length  of  the  osseous  portion  of  the  hyper- 
trophied  turbinate  as  follows: 

1.  Anaesthesia  is  induced  by  the  use  of  strips  of 
gauze  moistened  with  10  per  cent  cocaine  solution. 

2.  With  a  large  Laurens  forceps  a  wedge  of  bone  is 
taken  out  longitudinally. 

3.  The  flap  which  remains  is  held  with  a  Pean 
forceps  and  drawn  forward.  The  raw  edges  having 
been  approximated,  they  are  held  in  place  by  a  strip 
of  gauze  and  the  superfluous  portion  of  the  flap  is  cut 
away.  M.  M.  Matthies. 

Casadesus,  F. :  My  Metliod  of  Trephining  Certain 
Types  of  Frontal  Sinusitis  (Mi  manual  operatorio 
en  la  trepanad6n  de  ciertas  formas  de  sinusitis 
frontales).  Med.  Ibera,  19 19,  Numero  extraordi- 
nario,   I    Cong.   nac.   de  med.   ycirug.,    105. 

In  some  cases  of  chronic  suppurating  frontal 
sinusitis  the  anterior  frontal  wall  and  the  orbital 
border  are  affected  with  bone  necrosis  while  all  of 
the  orbital  vault  which  makes  the  floor  of  the  frontal 
sinus  remains  normal  or  nearly  normal. 

In  such  cases  it  is  not  possible  to  follow  Killian's 
method  because  it  is  necessary  to  resect  the  orbital 
border.  Moreover,  if  the  sinus  is  entered  by  way  of 
the  orbit  (as  is  usually  done)  a  true  sinusectomy  with 
its  resulting  deformity  must  be  performed. 

Casadesus  prefers  to  do  a  partial  or  total  eth- 
moidectomy  by  the  external  route  in  every  case  in 
which  a  radical  operation  upon  the  frontal  sinus  is 
necessary  and  ait  the  same  time  preserve  the  aesthetic 
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appearance  as  much  as  possible.  His  method  con- 
sists in  entering  the  sinus  anteriorly,  taking  ad- 
vantage of  the  fact  that  in  such  cases  there  are  many- 
symptoms  of  necrosis  of  the  frontal  wall  (blackish 
discoloration,  parchment  consistency,  fistula,  etc.) 
to  resect  all  the  anterior  wall  and  all  that  is  necessary 
of  the  orbital  border  without  touching  the  healthy 
portion  of  the  orbital  vault.  He  then  trephines  the 
external  part  of  the  internal  orbital  process  of  the 
frontal  bone  to  the  frontonasal  duct,  transforming 
it  into  a  canal  and  prolonging  the  trephination 
downward  through  the  ascending  process,  etc.,  as  is 
done  by  Killian's  method  of  curetting  the  ethmoid. 
This  having  been  done,  the  wound  is  sutured  except 
in  the  external  angle  where  the  drainage  tube  is 
placed,  or  it  is  left  open  in  the  frontal  portion 
according  to  the  requirements  of  the  particular  case. 

M.  M.  MATxmES. 

Moore,  I. :  Recurring  Sphenochoanal  Polypus  in  a 
Child.  Proc.  Roy.  Soc.  Med.,  Lend.,  1919,  xii. 
Sect.  Laryngol.,  104. 

Moore  describes  a  recurring  sphenochoanal  poly- 
pus in  a  child  8  years  of  age.  Two  years  previously 
a  postnasal  polypus  which  was  microscopically 
shown  to  be  a  soft  fibroma  and  had  its  origin  in  the 
left  sphenoidal  sinus  was  removed.  In  the  operation 
reported  a  recurring  growth  from  the  same  sinus  was 
removed.  The  first  growth  consisted  of  two  polypi 
attached  by  separate  pedicles  to  a  common  stalk,  and 
the   second   of   two   polypi   on   separate   pedicles. 

O.  M.  ROTT. 

THROAT 

Masland,  H.  C:  Mechanical  and  Physiological 
Considerations  in  Tonsillectomy.  N.  York  M. 
J.,  1919,  ex,  277. 

Masland  makes  a  plea  for  the  skillful  removal  of 
the  major  portion  of  the  tonsil,  leaving  a  shallow 
layer  of  tonsil  and  the  capsule  in  most  cases,  and  re- 
serving the  complete  removal  of  the  tonsil  and  cap- 
sule for  the  small  minority  of  cases. 

This  stand  is  taken  (i)  because  of  the  interference 
with  the  mechanophysiological  functions  of  the  voice 
caused  by  complete  tonsillectomy,  and  (2)  because 
of  the  possibility  that  the  tonsil  may  have  a  function 
which  is  not  yet  fully  understood.      O.  M.  Rott. 

Grant,  J.  D. :  A  Case  of  Pharyngeal  Diverticulum 
Treated  by  Dislocation  and  Fixation  in  the  Up- 
per Part  of  the  Neck.  Froc.  Roy.  Soc.  Med.,  Lend., 
1919,  xii,  Sect.  Laryngol.,  156. 

Grant  treated  a  pharyngeal  diverticulum  by  fix- 
ing it  in  the  upper  part  of  the  neck  as  follows: 

An  incision  was  made  along  the  anterior  border 
of  the  sternomastoid  which  was  retracted  inside  its 
sheath.  It  was  then  slit  up  so  as  to  expose  the  deep 
parts  of  the  neck,  the  omohyoid  muscle  was  divided, 
the  great  vessels  were  drawn  outward,  and  the  larynx 
and  trachea  drawn  inward.  In  this  way  the  thyroid 
gland  was  exposed.     Close  behind  it  was  a  swelling 


consisting  of  the  pharyngeal  sac  which  dipped  very 
deeply  down  behind  the  manubrium  sterni  and  was 
adherent  to  the  surrounding  tissues.  When  de- 
tached by  the  finger  and  pulled  up  into  the  wound 
it  was  found  to-be  about  the  size  of  a  very  large  hu- 
man tongue  and  apparently  thick- walled.  It  was 
stitched  into  the  upper  part  of  the  operative  cavity 
without  puncture  of  its  walls,  and  the  wound  then 
closed  except  at  the  lower  part  where  a  rolled  India- 
rubber  drain  was  introduced.  The  latter  was  left 
in  place  for  two  days,  there  being  very  little  dis- 
charge. A  small  tube  was  kept  in  the  stomach  for 
twenty-four  hours.  After  its  removal  the  patient 
was  able  to  swallow  with  perfect  ease  and  has  had  no 
difficulty  since.  O,  M.  Rott, 

Syme,  W.  S. :  The  Removal  of  the  Larynx  for  Malig- 
nant Disease.  Proc.  Roy.  Soc.  Med.,  Lend.,  1919, 
xii.  Sect.  Laryngol.,  109. 

Syme  describes  a  laryngectomy  for  malignant 
disease  which  was  followed  by  good  results.  The 
cut  end  of  the  pharynx  was  stitched  to  the  root  of 
the  tongue  and  the  floor  of  the  mouth.  For  five 
weeks  the  patient  was  fed  by  a  tube  passed  through 
the  nose.  He  has  now  resumed  his  work  and  has 
a  good  pharyngeal  voice.  O.  M.  Rott. 

Barajas,  L.:  The  Treatment  of  Laryngeal  Ne- 
oplasms with  Radium  (Tratamiento  per  el  ra- 
dium de  las  neoplasias  en  la  laringe).  Med.  Ibera, 
Numero  extraordinario,  i  Cong.  nac.  de  med.  y 
cirug.,  loi. 

As  they  are  still  uncertain,  the  results  of  the  use 
of  radium  in  laryngology  are  at  present  being  care- 
fully watched. 

The  radium  should  be  placed  in  the  larynx  in  situ, 
using  the  gamma  rays  and  avoiding  the  stimulant 
action  of  the  secondary  rays. 

Cases  of  spreading  epithelial  tumors  evidently 
undergo  a  process  of  amelioration,  even  to  an  appar- 
ent cure,  after  the  first  applications  of  radium  if  the 
dosage  is  adapted  to  the  case  and  the  subject.  In  all 
of  the  cases  observed  by  the  author,  however,  the 
tumors  re-appeared  in  a  very  short  time  and  in  58 
cases  not  one  complete  cure  was  obtained. 

Radium  exerts  a  positive  retarding  action  on  the 
growth  of  neoplasms,  in  some  instances  causing  an 
encysted  lardaceous  degeneration. 

Its  analgesic  action  in  moderate  doses  is  evident 
and  constitutes  one  of  its  most  important  benefits. 

The  use  of  radium  does  not  change  the  indications 
for  operation  which  is  the  best  treatment,  but  it  is 
particularly  valuable  in  the  treatment  of  patients 
who  refuse  operation. 

It  is  not  known  to  what  extent  postoperative 
applications  influence  recurrences  because  those  in 
whom  recurrence  has  begun  go  on  in  the  same  way 
in  spite  of  the  radiation,  and  when  there  is  no  re- 
currence we  cannot  be  sure  whether  this  condition  is 
due  to  successful  surgery  or  the  radiation. 

The  dosage  of  radium  is  important.  In  the  au- 
thor's observations  he  found  that  the  quantity  should 


48o 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


not  be  less  than  45  or  50  milligrams  nor  more  than 
75  or  80  milligrams,  with  a  maximum  duration  of  two 
hours  each  session. 

The  applications  should  be  as  frequent  as  the  re- 
action of  the  organism  after  treatment  will  permit. 

The  reaction  is  the  more  rapid  and  intense  the 
greater  the  amount  of  the  element  that  is  used  and 
the  longer  the  duration  of  the  session. 

In  the  haemorrhagic  forms  of  neoplasms  the  use 
of  radium  is  contra-indicated  as  it  increases  the 
haemorrhage  from  the  neoplasm  and  the  area  imme- 
diately surrounding  it. 

The  pavement-celled  epithelioma  is  the  most  re- 
fractory to  radiotherapy  and  its  exacerbations  most 
evident. 

The  beneficial  action  of  radium  is  extremely 
definite  in  papillomata,  absolute  cure  having  been 
observed  in  cases  of  multiple  recurrent  tumors  of 
this  type. 

In  ulcerative  tuberculosis  radium  is  completely 
contra-indicated,  while  in  lupus  its  benefit  is  positive. 

Barajas  is  satisfied  that  radium  merely  retards  the 
development  of  some  varieties  of  epitheliomata, 
hastens  it  in  others,  and  completely  cures  none,  but 
that  it  greatly  decreases  the  pain. 

M.  M.  Matthies. 

MOUTH 

Dittman,  G.  C. :  The  Interrelation  between  Ortho- 
dontic Malformation  and  Disease  of  the  Nose 
and  Throat.   Minnesota  Med.,  1919,  ii,  305. 

Dittman  states  that  malformation  of  the  den- 
tal arches  and  maxillae  is  an  important  etiologic 
factor  in  many  nose  and  throat  affections.  He  gives 
a  very  careful  review  of  the  anatomy  of  the  bones 
forming  the  face  and  sums  up  his  article  briefly  as 
follows : 

1.  This  is  an  era  which  must  recognize  dentistry 
as  an  aid  to  medicine  and  medicine  as  an  aid  to 
dentistry. 

2.  The  orthodontist  and  the  rhinologist  should  be 
closely  associated,  and  to  obtain  the  best  results  in 
the  young,  co-operation  of  those  practicing  these 
two  specialties  is  imperative. 

3.  The  best  results  are  often  obtained  when  nasal 


and  throat  operations  are  performed  in  conjunction 
with  orthodontic  correction. 

4.  Orthodontic  deformities  and  respiratory  func- 
tion are  correlated.  M,  N.  Federspiel. 

Thoma,    K.    H.:     The    Clinical,    Roentgen,    and 
Microscopic  Diagnosis  of  Dental  Conditions. 

Denial  Cosmos,  igig,  Ixi,  742. 

In  Thoma's  opinion  the  average  dentist  neglects 
making  a  thorough  examination  of  the  mouth  to 
locate  the  presence  of  conditions  of  which  the  patient 
is  unaware  and  which  he  therefore  fails  to  mention. 
Years  ago  dental  work  was  limited  to  the  relief  of 
pain  and  the  restoration  of  all  useful  teeth.  Exten- 
sive bridgework  was  attached  to  infected  teeth 
which  finally  caused  severe  systemic  conditions. 

A  thorough  examination  should  include:  (i)  a 
complete  history;  (2)  inspection  of  the  mouth;  (3) 
an  X-ray  examination;  (4)  an  instrumental  examin- 
ation to  discover  the  presence  of  devitalized  teeth; 
(5)  a  microscopic  examination  of  any  pathologic 
discharges;    and  (6)  a  record  of  the  examination. 

All  conditions  must  be  summed  up  before  it  can 
be  decided  how  radical  the  treatment  should  be. 
The  prognosis  depends  entirely  upon  the  seriousness 
of  the  general  disease  and  the  extent  of  the  local 
condition. 

Thoma  reports  several  very  interesting  case 
histories,  giving  the  findings  of  the  examination,  the 
diagnosis,  and  the  prognosis.       M.  N.  Federspiel. 

Moorehead,  F.  B.,  and  Dewey,  K.  W.:  Composite 
Odontoma.  Surg.  Clin.  Chicago,  1919,  iii,  645. 

Moorehead  and  Dewey  report  a  case  of  com- 
posite odontoma  removed  from  lower  angle  of  the 
left  jaw. 

The  swelling,  which  was  uniform  and  hard,  oc- 
cupied the  body  of  the  bone.  The  bulging  in- 
volved the  buccal  cavity  and  tongue  to  an  equal 
degree.  The  diagnosis  was  made  from  the  clinical 
and  X-ray  examinations. 

The  mass  was  removed  under  local  anaesthesia 
(novocaine)  and  the  wound  packed  with  gauze 
saturated  with  compound  tincture  of  benzoin. 
The  tumor  measured  3.5  by  2  by  2  centimeters 
and  weighed  20.5  grams.  M.  N.  Federspiel. 
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